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Preface 


AMIDST THE LUSH LITERATURE ON PSYCHIATRY THERE LIES A BARREN 
territory—writings on psychotherapeutic technique. With rare exceptions, the 
meager offerings that have been published deal with psychotherapy in general 
terms, and only minimally consider its techniques. Such a dearth of material 
is no mystery, for psychotherapy is an extremely difficult topic to discuss, dealing 
with amorphous dynamic concepts that defy description, let alone analysis. 
Many psychotherapists have abandoned attempts to delineate their techniques on 
the basis that interpersonal nuances are so subtle, and variables in therapy so 
myriad, that they cannot satisfactorily be detailed in a text. Indeed, there are 
those who claim that psychotherapy is more an art than a science, that psycho- 
therapists are born and not made, and that books on psychiatric treatment are 
consequently of little or no value. 

The futility of writing about psychotherapy is seemingly substantiated by 
certain facts. Two qualified psychiatrists with equivalent educational back- 
grounds, studying in the same psychoanalytic or psychotherapeutic school, and 
exposed to the same teaching materials, will handle similar therapeutic problems 
in unique ways. Differences will manifest themselves in the amount of activity, 
the focus of inquiry, the relative emphasis on past and current situations, and 
therapeutic goals. As many kinds of psychotherapy apparently exist as there 
are people doing therapy. Elucidating on psychotherapy in a book would, 
therefore, merely describe the biases of its author. i 

Yet bias not withstanding, good psychotherapy must depend on a basically 
sound therapeutic structure, irrespective of the specific “kind” of psychotherapy 
done and without reference to the individual “style” of the therapist. The pur- 
pose of this book is to delineate such a structure. Toward this end, transcribed 
recordings of hundreds of treatment sessions conducted by a sizeable number of 
therapists, observation of students in psychoanalytic training with me, and critical 
examination of tape recordings of my own therapeutic sessions were employed. 
A unique opportunity was afforded me to study the therapeutic methods and re- 
sults of a large group of psychiatrists, caseworkers and clinical psychologists 
through the organization of the Postgraduate Center for Psychotherapy, a psy- 
chotherapeutic agency devoted to helping people in low and moderate income 
groups. The pressing need for therapeutic services resulted in the expansion 
of the Center until it became one of the largest continuous treatment centers in 
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the country, rendering service to thousands of individuals. Patients with a 
wide assortment of problems requested therapy, being referred by over fifty 
sources in the community, including social agencies, courts, hospitals and clinics, 
schools and colleges, employment and vocational guidance groups, as well as 
private physicians and psychiatrists. 

The diversity of the problems encountered, and the varying motivations and 
ego resources of the patients seeking help, necessitated employment of short and 
long-term treatment methods, depending on the needs and limitations of the 
patient and the therapeutic goal. 

As Director of the Center, I was able to screen many patients and to follow 
their progress during therapy. I was also able to study the work of the thera- 
pists employed at the Center through direct supervision of their activities and 
through conferences with their supervisors. 

It was soon apparent that a special kind of training was necessary before the 
therapist could effectively handle, on a once- or twice-a-week basis, the kinds of 
cases that were being referred to the Center for treatment. Even where the 
therapist had had formal analytic training, it was essential to supplement this 
with further training before he could operate with maximum effectiveness. 
Lack of facilities where such education could be acquired led to the organization 
of a training program at the Postgraduate Center, the purpose of which was the 
exploration of an approach to a therapy which extracted from the different 
schools of psychiatry, psychology, and the other social sciences, validated tech- 
niques and procedures. 

Participating in the training program of the Postgraduate Center, I was 
privileged to give seminars in psychotherapy of both an introductory and ad- 
vanced nature. These form the basis of the present volume. Intended for 
students and practicing therapists, the book includes the presentation of a flexi- 
ble framework within which the individual may develop or augment his thera- 
peutic skills. The combination of methods and techniques described is in- 
tended to enhance the constructive use of the self in the therapeutic situation. 

Understandably, a number of obstacles impede such an eclectic approach. 
Yet the hope of developing psychotherapy into a concrete methodology requires 
a careful integration of the work that is being done by the different disciplines 
engaged in rendering service to people with emotional problems. In this way, 
from the experiences of the various schools of psychiatry and the social sciences, 
there may be distilled principles of psychotherapy that can be translated into 
effective practice. The present volume constitutes an attempt at such integra- 
tion. It describes, in the main, a blended utilization of methods from fields of 
psychoanalysis, psychobiology, psychiatric interviewing, casework, and psycho- 
logic counseling, which should vastly increase the effectiveness of the therapist 
in the handling of a wide variety of emotional disorders. 

The seminar material, which was recorded and transcribed, has been edited 
to eliminate unnecessary repetition, and it has, for purposes of better reading, 
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been restyled, rearranged and divided into chapters. Where only hasty refer- 
ence was made to important aspects of method, a more detailed elaboration has 
been added. The original informality of the seminars is only partly reflected 
because it was not possible to include the complete transcript of student partici- 
pation. ; 
Acknowledgment is made to the Staff of the Postgraduate Center, which 
cooperated with me in every way and helped me, through its work, to evolve the 
philosophy of therapy which is expounded in this book. Credit is due to the 
Supervisors’ Group of the Center, whose discussions of technique enabled me 
to crystallize my ideas more succinctly. Thanks are due to the editor of the New 
York State Journal of Medicine for permission to utilize material from my arti- 
cles, “Recent Trends in Psychotherapy,” “The Problem of Self-Esteem in Psy- 
chotherapy,” “Resistance to Cure in Psychotherapy,” “The Role of Motivation 
in Psychotherapy,” and “Goals and Objectives in Psychotherapy”; to Grune & 
Stratton, Inc., for allowing the use of psychotherapeutic material from my books, 
Hypnoanalysis and Medical Hypnosis; and to the editors of the Psychiatric Quar- 
terly, The Nervous Child and The American Journal of Psychotherapy for simi- 
lar privileges in relation to articles published by myself in these journals. 


Lewis R. WoLBERG, M.D. 
New York City 
January, 1954 
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The Scope, Types and 
General Principles of Psychotherapy 


What Is Psychotherapy? 


PsYCHOTHERAPY IS A FORM OF TREATMENT FOR PROBLEMS OF AN EMO- 
TIONAL NATURE IN WHICH A TRAINED PERSON DELIBERATELY ESTABLISHES A 
PROFESSIONAL RELATIONSHIP WITH A PATIENT WITH THE OBJECT OF RE- 
MOVING, MODIFYING OR RETARDING EXISTING SYMPTOMS, OF MEDIATING 
DISTURBED PATTERNS OF BEHAVIOR, AND OF PROMOTING POSITIVE PERSON- 
ALITY GROWTH AND DEVELOPMENT. 

This comprehensive definition of psychotherapy requires additional 
elaboration. 

“PSYCHOTHERAPY IS A FORM OF TREATMENT: No matter how much we 
attempt to dilute what we do in psychotherapy, it remains a form of treatment. 
Such terms as “reeducation,” “helping process’ and “guidance” are merely 
descriptive of what happens in the course of treatment and do not really 
disguise the therapeutic nature of the process. 

FOR PROBLEMS OF AN EMOTIONAL NATURE: Emotional problems are 
diverse, influencing every facet of human functioning. They manifest them- 
selves in distortions in the individual’s psychic, somatic, interpersonal and com- 
munity life. Manifestations of emotional illness are thus multiple, involving 
the total human being. In view of this totality of disturbance, it is arbitrary and 
unsound to separate social and interpersonal difficulties from psychic and 
psychosomatic disorders which are always concurrent, though not at all times 
obvious. 

IN WHICH A TRAINED PERSON: In his search for relief, the individual is 
apt to involve himself in a relationship with a friend or authority. The motiva- 
tions that prompt such a relationship are disabling symptoms or a realization 
that one’s happiness and productivity are being sabotaged by inner forces he is 
neither able to understand nor to control. Sometimes the consequences of this 
telationship are disastrous to both participants, particularly when an attempt 
is made to handle the sufferer’s emotional turmoil. Dealing with an emotional 
problem requires a high degree of skill that may be acquired only through 
extensive postgraduate training and experience. 

DELIBERATELY ESTABLISHES A PROFESSIONAL RELATIONSHIP: The rela- 
tionship, the core of the therapeutic process, is deliberately planned and nur- 
tuted by the therapist. Unlike non-professional relationships, which are part of 
the social nature of man, the therapeutic relationship is started and maintained 
on a professional level toward specific therapeutic objectives. 

WITH A PATIENT: Since the individual in psychotherapy is receiving treat- 
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ment, he is best called a “patient” rather than some other designation such as a 
Pelientss 

WITH THE OBJECT OF REMOVING, [EXISTING SYMPTOMS]: A prime goal 
in therapy is to eliminate the patient’s suffering, as well as to remove the handi- 
caps imposed on him by his symptoms. 

MODIFYING [EXISTING SYMPTOMS}: Despite our wish for complete relief, 
certain circumstances may militate against this objective. Chief deterrents are 
inadequate motivation, diminutive ego strength, and limitations in the patient's 
available time or finances. These will impose restrictions on the extent of help 
that can be rendered, and make for modification rather than cure of the patient’s 
symptoms. 

OR RETARDING EXISTING SYMPTOMS,: There are some malignant forms of 
emotional illness, such as fulminating schizophrenic disorders, in which psycho- 
therapy, no matter how adroitly applied, serves merely to delay an inevitable 
deteriorative process. This palliative effect is eminently worthwhile, however, 
often helping to preserve the patient's contact with reality. 

OF MEDIATING DISTURBED PATTERNS OF BEHAVIOR,: The recognition in 
recent years that many occupational, educational, marital, interpersonal and 
social problems are emotionally inspired, has extended the use of psychotherapy 
into fields hitherto considered provinces of the psychologist, teacher, sociologist, 
religious leader and law-maker. Realization that the character structure is in- 
volved in all emotional illness has broadened the objectives of psychotherapy 
from mere symptom relief or removal to correction of disturbed interpersonal 
patterns and relationships. 

AND OF PROMOTING POSITIVE PERSONALITY GROWTH AND DEVELOP- 
MENT.: The final use of psychotherapy is as a vehicle for personality matura- 
tion. This has introduced a new dimension into the field of psychotherapy—a 
dimension that deals, on the one hand, with problems of immaturity of the 
so-called “normal” person, and, on the other, with characterologic difficulties 
associated with inhibited growth previously considered inaccessible to treatment. 
Here, psychotherapy aims at a resolution of blocks in psychosocial development, 
in order that the individual may aspire to more complete creative self-fulfill- 
ment, more productive attitudes toward life and more gratifying relationships 
with people. 
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OTHER DEFINITIONS OF PSYCHOTHERAPY 


The comprehensive definition of psychotherapy given above has many 
advantages, However, other explanations of the meaning of the term “‘psycho- 
therapy” exist which are more limited in scope. For instance, many psycho- 
analysts differentiate psychoanalysis’ from psychotherapy on the basis that 
psychoanalysis deals with unconscious material and psychotherapy treats of 
conscious material. Freudian psychoanalysts may classify only Freudian psycho- 
analysis under the term “psychoanalysis,” relegating all other approaches to 
“psychotherapy.” Certain therapists consider that psychotherapy is always 
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“psychoanalytic psychotherapy,” while others regard psychotherapy as ex- 
clusively composed of supportive and reeducative techniques. 

The sundry published definitions of psychotherapy agree on one point; 
namely, that psychotherapy constitutes a form of approach to many problems of 
an emotional nature. They do not agree on other aspects, such as the techniques 
employed, the processes included, the goals approximated or the personnel 
involved. Typical definitions are these: 

1. “For a very simple realistic definition, one could say that psychotherapy 
is the utilization of psychological measures in the treatment of sick people.” * 

2. “[Psychotherapy endeavors} to alter the behavior and change the 
attitudes of a maladjusted person toward a more constructive outcome.” 

3. “[ Psychotherapy alludes} to the entire collection of approaches at- 
tempting to influence or assist a patient toward more desirable ways of thinking, 
feeling, and behaving.” 

4. “By psychotherapy is meant the use of measures which it is believed 
will act upon the patient’s mind and thereby promote his mental health and aid 
his adjustment to the particular problems which have disturbed his happiness 


or adaptation.” 

5. “Psychotherapy is a form of treatment in psychiatry in which the 
psychiatrist, by his scientific thinking and understanding, attempts to change the 
thinking and feeling of people who are suffering from distorted mental or 
emotional processes.” 

* The definitions are from the following sources, reprinted by permission of the publishers: 

1. RoMANO, JOHN: Psychotherapy. In Teaching Psychotherapeutic Medicine, Ed. Helen L. 
Witmer. New York, The Commonwealth Fund, and Cambridge, Massachusetts, Harvard 
University, 1947, p. 122. (Additional credit is due The Commonwealth Fund for permission 
to reprint this reference.) 

2. Rocers, CARL R.: Counseling and Psychotherapy. New York, Houghton Mifflin Co., 1942, 
pp. 19-20. 

3. THORNER, MELVIN W.: Psychiatry in General Practice. Philadelphia, W. B. Saunders Co., 
1948, p. 584. 

4. Noyes, ARTHUR P.: Modern Clinical Psychiatry. Philadelphia, W. B. Saunders Co., 1948, 
p. 476. 

5. POLATIN, PHILLIP AND PHILTINE, ELLEN C.: How Psychiatry Helps. New York, Harper 
& Bros., 1949, p. 43. 

6. Mastow, A. H. AND MITTELMAN, BÉLA: Principles of Abnormal Psychology. New York, 
Harper & Bros., 1951, p. 179. 

7. GROBJAHN, MARTIN AND GABE, SIGMUND: Psychotherapy—Outline of its History and 
Present Situation. In Modern Abnormal Psychology, Ed. E. H. Mikesell, New York, 
Philosophical Library, Inc., 1950, p. 25. 

8. FISHER, V. E.: The Meaning and Practice of Psychotherapy. New York, MacMillan Co., 
1950, p. ix. 

9. LEVINE, Maurice: Psychotherapy in Medical Practice. New York, MacMillan Co., 1942, 
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6. “This [psychotherapy] is a method of treatment which aims to help 
the impaired individual by influencing his emotional processes, his evaluation 
of himself and of others, his evaluation of and his manner of coping with the 
problems of life. It may also include, if need be, influencing and changing his 
environment and thus altering the problems he has to deal with and simul- 
taneously increasing his potentialities of mastery and integration.” 

7. “{Psychotherapy includes} a multitude of psychological methods, all 
having one thing in common—the intent to help a suffering individual through 
psychological means.” 

8. “Psychotherapy is a planned and systematic application of psycho- 
logical facts and theories to the alleviation of a large variety of human ailments 
and disturbances, particularly those of psychogenic origin.” 

9. “In general, psychotherapy can be defined as the provision by the 
physician of new life-experiences which can influence the patient in the direc- 
tion of health.” 

10. “Psychotherapy is the art of combating disease and promoting health 
by mental influences.” 

11. “{Psychotherapy]} connotes the use of definitive psychological tech- 
niques designed to relieve demonstrable disturbances in psycho-social adjust- 
ment.” 

12. “Psychotherapy includes all kinds and ways of utilizing psychologic 
means to achieve beneficial psychobiologic changes.” 

13. “Psychotherapy consists of any considered and competent medical 
endeavor directed toward the improvement of the emotional health of the 
individual, based upon the understanding of the psychodynamics involved, and 
of the needs of the individual under treatment.” 


Z 


Varieties of Psychotherapy 


A PERSON SEEKING TREATMENT FOR AN EMOTIONAL PROBLEM IS USUALLY 
in a quandary as to the best kind of available help. For he is apt to get as many 
opinions about preferred courses of action as there are people he consults. His 
family physician may admonish him to “slow down and relax,” supplementing 
this advice with such medications as tonics, vitamins, endocrine substances, 
benzedrine, sedatives or placebos. His minister may enjoin him to devote him- 
self more assiduously to religion, and to put himself more completely in the 
hands of God. His lawyer may counsel him to take a long vacation in order to 
get away from the press of business responsibilities. Friends may urge him to 
leave his job, or to divorce his wife, or to find an absorbing hobby, or to take 
up Christian Science, or to see a chiropractor, or to read such books as Peace 
of Mind, How to Stop Worrying and Start Living, and Dianetics. 

If he decides to get professional help, he will be no less confounded, 
particularly if he lives in a large city where there are many representative types 
of therapy. If such is the case, what should he do? Should he choose a therapist 
who practices the “common sense” method of Adolf Meyer? Should he find an 
orthodox Freudian psychoanalyst? Or should he get an adherent of a deviant 
psychoanalytic school; and, if so, of what school—that of Adler, Jung, Stekel, 
Rank, Horney or Sullivan? Is a therapist to be preferred who knows the tech- 
niques of hypnosis or narcosynthesis; or one who employs short-term therapy, 
such as described by Alexander and French; or psychiatric interviewing, like 
that elaborated by Finesinger; or the non-directive therapy of Rogers; or 
psychodrama, such as advocated by Moreno and his group? Should he pay 
credence to the enthusiastic claims of an acquaintance who is getting inspira- 
tional group therapy; or to the one who is being “cured” by sitting in an orgone 
box; or to the more recent acquaintance who is all agog about “conditioned 
reflex therapy?” 

It is confusing, even for the average professional person, to view the 
multiform methods of treatment that are promulgated for emotional illness, 
and to listen to the exaggerated claims of their devotees and to the violent 
denunciations of their critics. Equally puzzling is the fact that published sta- 
tistical data, tabulating percentages of cure and improvement and failure, reveal 
that results obtained by various methods of treatment are strikingly similar. 
Indeed, people seem to be benefitted by all kinds of therapy, by those that have 
a scientific stamp of approval, as well as those on the fringe of quackery. 

How can we explain such inconsistencies? How can we, for instance, 
explain the failure of a man to respond to years of intensive and skillful 
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psychoanalysis, who, succumbing to the blandishments of an untutored charla- 
tan, loses his symptoms in a few weeks and takes up life with renewed vigor? 
Are there differences in the quality of improvement with vatied forms of treat- 
ment, or do certain kinds of problems respond better to specific types of treat- 
ment methods? Are there differences in the permanency of the results obtained 
by the respective procedures? Can we say that there is a “best” treatment for 
neurosis? Added to these confusing issues is the fact that in some instances an 
individual suffering from a severe emotional problem may experience con- 
siderable relief, and even a so-called “cure” without the formality of having 
received any kind of treatment whatsoever. How much of a spontaneous re- 
parative element, therefore, is present during the course of any therapy? Answers 


to these questions will be considered in the chapters that follow. 


Chart I. VARIETIES OF PSYCHOTHERAPY 


TYPE OF TREATMENT 


SUPPORTIVE THERAPY 


INSIGHT THERAPY WITH RE- 
EDUCATIVE GOALS 


INSIGHT THERAPY WITH RE- 
CONSTRUCTIVE GOALS 


OBJECTIVES 


Strengthening of existing de- 
fenses. 

Elaboration of new and better 
mechanisms to maintain con- 
trol. Restoration to an adap- 
tive equilibrium. 


Insight into the more con- 
scious conflicts, with delib- 
erate efforts at readjustment, 
goal modification and the 
living up to existing creative 
potentialities. 


Insight into unconscious con- 
flicts, with efforts to achieve 
extensive alterations of char- 
acter structure, 

Expansion of personality 
growth with development of 
new adaptive potentialities. 


APPROACHES 


Guidance, environmental ma- 

nipulation, externalization of 
interests, reassurance, pres- 
sure and coercion, persuasion, 
emotional catharsis and de- 
sensitization, prestige sug- 
gestion, suggestive hypnosis, 
muscular relaxation, hydro- 
therapy, drug therapy, shock 
and convulsive therapy, in- 
spirational group therapy, 
music therapy. 


“Relationship therapy,” “‘atti- 
tude therapy,” interview psy- 
chotherapy, distributive anal- 
ysis and synthesis (psycho- 
biologic therapy), therapeutic 
counseling, casework therapy, 


reconditioning, reeducative 
gtoup therapy, semantic 
therapy. 


| Freudian psychoanalysis. 


‘Non-Freudian psychoanalysis. 
Psychoanalytically oriented 


| psychotherapy. 


(Adjunctive therapies: hypno- 

analysis, narcotherapy, play 
therapy, art therapy, analytic 
group therapy) 


The varieties of psychotherapy may conveniently be divided into two main 


groupings: supportive therapy and insight therapy. Subgroups of the latter are: 
(1) insight therapy with reeducative goals (reeducative therapy) and (2) 
insight therapy with reconstructive goals (reconstructive therapy). The dis- 
tinctions among these as they relate to objectives and approaches are outlined 
in Chart I, above. The available psychotherapies in supportive, reeducative and 
reconstructive categories become more diverse from year to year as increasing 
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numbers of professionals enter the psychotherapeutic field, introducing into it 
their unique technical modifications. Schools of psychotherapy have crystallized 
around the various approaches, each of which has its zealous disciples as well as 
its staunch critics. Each lays claim to multifarious successes and admits to some 
failures. Actually, radical divergencies in technique are more apparent than real, 
many distinctions vanishing as soon as semantic differences are resolved { 1-2}.* 
But some differences do exist which will be taken up in detail in the next 
chapters. 


* Numbers in brackets refer to References, p. 781. 


3 


Educational, Casework and Counseling 
Approaches Versus Psychotherapy 


BEFORE CONSIDERING THE BASIC DIFFERENCES AND SIMILARITIES AMONG 
current psychotherapies, it may be helpful to attempt to distinguish psycho- 
therapy from such techniques as educational, casework and counseling 
approaches. 


EDUCATIONAL APPROACHES AND PSYCHOTHERAPY 


Education, throughout the ages, has concerned itself with the development 
of the intellectual capacities of the individual and with his acquisition of knowl- 
edge. In recent years a new direction in education has been fostered by the 
recognition of the vital significance of human relationships in the learning 
process. The purpose of education has been extended to include the emotional 
gtowth of the individual and his more constructive relationships with people. 

Conforming to the latter design, the discipline of education has broadened 
its goals to include “the inculcation of social attitudes,” “the development of 
social sensitivity,” and the evolution of “better personal-social adjustment’ 
{3,4}. Educational objectives have been widened to foster personal security, 
and to expand assertiveness and self-direction [5}. A principle aim developing 
in education “is to provide rich and significant experiences in the major aspects 
of living so directed as to promote the fullest possible realization of -personal 
potentialities” [6]. More and more schools are including in their curricula, 
material “concerned with the total personality—not merely with the intellect 
but with emotions, habits, attitudes . . . It [general education] consists of 
preparation for efficient living, no matter what one’s vocation” [7]. Among 
the most interesting experiments along this line are those of the Bullis, Force, 
Ojemann and Forrest Hill Village projects [8}. 

Thus education, in its broader aspects, and psychotherapy have in common 
the objective of fostering personality adjustment and growth. This objective 
is most effectively achieved in the medium of an interpersonal relationship be- 
tween teacher and student in the classroom, and between therapist and patient 
in the therapeutic situation. 

An additional factor has lately been recognized: that emotional blocks may 
prevent the student from accepting or integrating educational media. The 
traditional pedagogic techniques are usually unable to handle such impediments. 
Interviewing and group work methods which are presently evolving in educa- 
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tional circles [9,10] attempt to deal with learning blocks. Both in objectives 
and techniques, these procedures resemble those in psychotherapy. 

Educational approaches aimed at preventive mental health in adults have 
also come into prominence during the past few decades with the growth of the 
mental hygiene movement. Books, pamphlets, movies and articles in periodicals 
attempt to educate persons in more wholesome attitudes toward themselves, 
their families and the community [71]. Materials are also available which are 
intended to ameliorate the effects of emotional illness on adjustment. An 
examination of such materials indicates that they strive for the same goals 
as in certain types of psychotherapy. 

The widespread preoccupation with psychoanalytic concepts has currently 
introduced a flood of writings and lectures formulating psychoanalytic doctrines. 
The intent is partly to educate parents into the proper handling of their children, 
and partly to mediate adult conflict. The effect of such writings and lectures is 
dubious. Where they do not oppose basic defenses, the person may integrate the 
teachings with a reeducational result. Where they conflict with basic defenses, 
they either wield no influence whatsoever or inspire guilt feelings induced by 
a realization that one is unable to abandon attitudes or patterns of behavior 
potentially hurtful to oneself or others. Group seminars oriented around dis- 
cussion and clarification are much more effective than writings, provided they 
are headed by a skilled group leader. But here, too, positive results may be 
temporary. 


CASEWORK AND PSYCHOTHERAPY 


Social casework traditionally has been defined as a process in which a 
trained worker rendets to a client one or more specific social services of which 
the client is in need. Implied in this definition is the assumption that the focus 
is on the external problem or social situation and not, as in psychotherapy, on 
the individual’s inner distress or illness. In rendering social services, no de- 
liberate attempt is made to alter the client’s basic personality patterns, the 
object being to handle situational problems on a purely realistic level. 

This classic definition of casework has, during the last quarter century, 
undergone considerable modification. Operationally, caseworkers have found it 
difficult or impossible to limit their area of work to the client’s external life 
situation. Indeed, a conviction has evolved that, unless certain capacities are 
mobilized or developed in the client, he will be unable to utilize the social 
services offered or the community resources made available to him toward a 
better life adjustment. Consequently, much more extensive goals have developed 
in the practice of casework than are implicit in the early definition. This broaden- 
ing of objectives is largely the product of psychiatric influence, particularly 
that of Freud and Rank. 

Thus Towle [ 12} has described the caseworker as one who handles per- 
sons “experiencing some breakdown in their capacity to cope unaided with their 
own affairs.” This breakdown, she adds, may be due to external factors, “or 
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it may be partially, largely, or entirely due to factors within the individual.” 
Services may be geared toward reality needs or may be “oriented to feelings and 
to ways of responding.” 

Bowers [ 13}, reviewing definitions of casework, adds this one: “Social 
casework is an art in which knowledge of the science of human relations and 
skill in relationship are used to mobilize capacities in the individual and re- 
sources in the community appropriate for better adjustment between the client 
and all or any part of his total environment.” Another recent definition is that 
“casework is a method of helping a troubled person to understand what is 
causing his personal or family problems and to find inside himself, in the home, 
or in health and welfare agencies the resources to rebuild his or her family’s 
life.” {14} 

When we examine these definitions carefully we find that some of the 
goals toward which casework is directed are identical with those in our definition 
of psychotherapy. Furthermore, in scrutinizing many casework procedures and 
techniques, we see little to distinguish these from psychotherapy. There is con- 
siderable overlapping, then, in the goals and techniques of these two disciplines, 
unless we adhere to the older definition of casework and assume an invasion of 
the field of psychotherapy. 


COUNSELING AND PSYCHOTHERAPY 


Counseling is a technique practiced by members of certain professions, 
particularly those of social work, psychology, education and religion. It is cus- 
tomarily defined as a form of interviewing in which the client is helped to 
understand himself more completely, in order that he may correct an environ- 
mental or adjustment difficulty. The relationship between client and counselor, 
which is considered of prime importance in counseling, is used in different 
ways, from the offering of suggestions as to available resources, to the interpreta- 

, tion of the client's attitudes and feelings. The directiveness of the counselor 
varies: in directive counseling [15] the counselor assumes the role of an 
authority offering the client an evaluation of his problem and defining courses 
of action. In non-directive counseling [16] the counselor functions as an agent 
who encourages the client’s expression of feelings, reflecting these and helping 
the client to assume responsibility for them. In this way the client thinks 
things out for himself, developing his own goals and planning his own course 
of action, 

Counseling programs are usually organized around educational, voca- 
tional, marital and personal problems. The objectives in such programs may be 
supetficial, related to the correction of situational difficulties, or they may be 
more extensive, influencing the intrapsychic structure. Thus, speaking of per- 
sonal counseling: “Its fundamental objective is to facilitate development of an 
integrated and self-directing personality, although it often concentrates on the 
solution of specific personal problems” [17]. Counseling is often described 
as a telationship in which the counselor acts as a catalyzer to a growth process 
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within the client [18,19]. According to Rogers [16,20] the counseling rela- 
tionship becomes an emotional experience in which positive growth processes 
are released, the individual becoming able “to consider himself and his situation 
clearly, including those elements ordinarily denied to conscious awareness.” 

It is thus difficult to differentiate some forms of counseling from psycho- 
therapy, unless we insist on a definition of counseling as a process exclusively 
directed toward a circumscribed situational difficulty. Counseling procedures 
pointed at more extensive goals would then have to be classified as forms of 
psychotherapy. 


The “Spontaneous” Cure 


THE QUESTION OF HOW MUCH OF THE IMPROVEMENT OR CURE IN 
psychotherapy is of a spontaneous nature is important in evaluating the effective- 
ness of any specific therapeutic procedure. “Spontaneous” cures probably occur 
more frequently than we are wont to admit, for neurotic difficulties are asso- 
ciated with periods of exacerbation and periods of remission and, often, without 
apparent cause, vanish of their own accord. Even the most pernicious forms of 
psychoses show a tendency toward spontaneous remission, and any institutional 
psychiatrist is acquainted with the patient who, having spent years in the hinter- 
lands of a chronic mental ward, suddenly returns to the world of reality and 
expresses eagerness to take up his place as a member of society {21}. 

The circumstances surrounding such a “spontaneous cure” are so nebulous 
that it is customary to look on the phenomenon, when it occurs, as a sort of 
fortuitous development. Were we, however, able to peer into the complex 
mechanisms of the psyche, we might be able to discern definite laws of cause and 
effect relating to the spontaneous recovery. 

It is unfortunate that so much emphasis has been placed on the evil con- 
sequences of emotional and mental disturbance that we are prone to concern 
ourselves chiefly with destructive pathologic effects and forget that constructive 
regenerative influences may be coincidentally present. It is as if in an infection, 
we were to concentrate on morbid elements of the disease without considering 
such protective manifestations as the antibody defenses and the activities of the 
reticulo-endothelial system. Any somatic disease whips into action reparative 
mechanisms in the direction of health. A mental or emotional disorder, too, 
will set into action defensive devices to restore the individual to homeostatic 
equilibrium; indeed, a study of the symptoms of emotional illness, whether 
the difficulty be a mild behavior problem or a pernicious form of schizophrenia, 
will always demonstrate a fusion of dynamisms representative both of the 
conflict and of the defenses the organism elaborates in an attempt at cure. 

The exact mechanisms involved in “spontaneous” remissions or cures are 
not exactly known, but a number of operative factors, singly or in combination, 
suggest themselves. 

First, life circumstances may change and open up opportunities for 
gratification of important but vitiated needs, normal and neurotic. Thus a man 
with a passive personality organization may, in fighting against passive impulses, 
elevate himself to a high political post which enables him to exercise secret 
cravings for power. The expression of these may neutralize inner fears of weak- 
ness and lead to feelings of well-being. A masochistic individual may appease 
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a strong sense of guilt through the incidence of a physical illness, an accident, 
or a catastrophic life happening. A person with strong dependency strivings 
may flounder around helplessly until he chances onto a stronger individual, an 
alliance with whom infuses him with strength and vitality. One with schizoid 
tendencies may be afforded, through advantageous circumstances, an acceptable 
Opportunity to detach himself in his interpersonal relationships. A shift in the 
current situation may, therefore, work in the interest of promoting psychic 
stability. 

Second, provocative stress sources may disappear as a result of the removal 
of the initiating environmental irritant, or because the individual extricates 
himself from it. A child, selected by a classroom bully as a focus for sadistic 
attack will, in all probability, lose his tensions and fear with the forceful 
temoval from the class of his disturbed assailant. A young dependent adult over- 
protected by a neurotic parent may decide to move away from home and be 
rewarded with an expanding sense of independence. A man, promoted into a 
highly competitive position that sponsors fears of failure, may, by returning to 
his previous, more mediocre job, overcome his anxiety and depression. A leave 
of absence or a vacation may, in a similar manner, remove a person from a 
disturbing life situation, helping him to stabilize himself, 

Third, crumbling or shattered defenses, whose failure promotes adaptive 
collapse, may be restored to their original strength, or be reinforced by new, 
mote adequate, and less disabling defenses. The return of a sense of mastery 
in the course of buttressing failing defenses, will help to return the individual 
to functional equilibrium. One way this is accomplished is by consolidating the 
mechanism of repression, sealing off disturbing conflicts which have managed 
to get out of control. For instance, a detached individual who has remained 
celibate all his life due to deep fears of sexuality, falls in love with a young 
woman. Her demands for reciprocal affection excite sexual fantasies and im- 
pulses which frighten him. Anxiety and psychosomatic symptoms precipitately 
develop. The man then discovers that he is completely impotent, and that his 
interest in the young woman abates and dies. Restored repression of his sexual 
desires, with a return to isolation from women, brings about a recovery from 
symptoms. 

The strengthening of repressive defenses may be associated with escape 
into bodily satisfactions, such as excess indulgence in eating, sleeping and 
other physical pleasures; extroverted activities, like recreational, social and 
hobby pursuits; an ovet-weening interest in religion; acceptance of certain 
philosophic credos; and over-indulgence in alcohol or sedatives. Also, ulti- 
mately helpful to repression may be a cathartic release of pent-up emotion which 
has been threatening repressive barriers. Thus, the finding of a sympathetic 
friend may encourage verbal unburdening, with the unleashing of emotion, 
especially inner resentment and guilt feelings. In this way, the person may be 
reassured against irrational fears and anticipated threats for repudiated past 
experiences and reprehensible present strivings. Sometimes the defenses of the 
individual undergo modification in the direction of greater adaptability to inner 
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demands and external pressures. A person disposed to outbursts of temper and 
violence may find, in the course of a good human relationship with a tolerant 
and accepting companion, that he is neither exploited nor hurt by the emergence 
and expression of soft, tender feelings. While evolving more adequate defenses, 
greater capacities for compensation and sublimation may develop. 

As a general rule, “spontaneous” remissions or cures are of a palliative 
nature, with no great change being wrought in the intrapsychic structure. In a 
few instances, however, rather surprising “spontaneous” structural alterations 
develop in the personality organization itself. Most recalcitrant to spontaneous 
resolve are deep-seated neuroses linked to repression of infantile anxieties, 
which are so split off from access to awareness that they do not lend themselves 
to dissolution. Nevertheless, even here they may be more readily held at bay 
by a “spontaneous” strengthening of repressive forces, or by avoiding situations 
that tend to activate them. Focal conflicts may be isolated sufficiently to enable 
the individual to function satisfactorily without being aware of their content 
or even existence. 

It will be recognized that some of the undercurrent processes in “‘sponta- 
neous cure” are similar to those in psychotherapy. Whereas, in “spontaneous 
cure” the individual inadvertently seeks out the conditions in which he can 
work out his problems; in psychotherapy, circumstances conducive to relief or 
recovery are actively manipulated. In contrast to the fortuitous nature of the 
“spontaneous” development, psychotherapy is a planned effort to establish a 
psychic equilibrium which, if left to chance, can only rarely occur. 


5 


Supportive Therapy 


SUPPORTIVE MEASURES CONSTITUTE A TRADITIONAL APPROACH TO 
problems of an emotional nature. They are applied by friends in a mote or less 
haphazard way almost as an automatic response to the individual’s pleas for 
help. They are utilized in a somewhat more planned manner by untrained pro- 
fessionals, like ministers, nurses, teachers, lawyers, correctional workers and 
general practitioners whom the person may consult. They are deliberately 
implemented by trained professionals, particularly social workers, psychologists 
and psychiatrists, sometimes as the principal therapy, and at other times as 
adjuncts to more extensive reeducative and reconstructive procedures. 

The object in supportive therapy is to bring the patient to an emotional 
equilibrium as rapidly as possible with minimization or absence of symptoms, 
so that he is capable of functioning at a level approximating his norm. An effort 
is made to strengthen existing defenses as well as to elaborate better “‘mecha- 
nisms of control.” Coordinately, one attempts to remove or to reduce detrimental 
external factors that act as sources of stress. There is no intent to change per- 
sonality structure, although constructive personality changes may develop as a 
consequence of treatment when mastery has been restored to the individual. 
Supportive approaches are utilized adjunctively in practically all other types 
of psychotherapy. An understanding of how and when to implement supportive 
measures, therefore, is indispensible in the training of the psychotherapist. 

Therapies with designations of “palliative psychotherapy,” “social 
therapy,” “situational therapy” and “milieu therapy’ fall into the supportive 
therapeutic category. Among the techniques and procedures utilized in sup- 
portive therapy are guidance, environmental manipulation, externalization of 
interests, reassurance, prestige suggestion, pressure and coercion, persuasion, 
emotional catharsis and desensitization, muscular relaxation, hydrotherapy, drug 
therapy, shock and convulsive therapy, and inspirational group therapy. 

The specific things done for the patient in supportive therapy depend on 
the training and orientation of the therapist. 


GUIDANCE 


Guidance is the term given to a number of procedures which provide active 
help for an individual in such matters as education, employment, health and 
social relationships. Many casework, counseling and educational procedures 
come under the category of guidance. 

The extent to which the patient's life is manipulated varies with his con- 
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dition and with the system of guidance employed. Among guidance schemes 
are those outlined by Payot [22], Barrett [23,24], Vitoz [25], Eymiew [26], 
Walsh [27,28], Erickson [29] and Traxler {30}. The role the therapist plays 
may be that of a completely directing authority arranging for a planned daily 
regimen which allows no time for idleness and destructive fumination. A 
balanced day may be organized for the person relating to the time of arising, 
bodily care and grooming, working schedule, rest periods, recreation, sleep 
and other activities in order to account for every hour of the day. Such complete 
control of the patient’s routines, however, is rarely necessary. Usually, griidance 
is aimed at a specific disturbing problem which interferes with the individual’s 
adjustment. 

Guidance is based on an authoritarian relationship established between 
therapist and patient. One of the problems inherent in such a relationship is that 
the patient may tend to overvaluate the capacities and abilities of the therapist 
to a point where he suspends his reasoning abilities and rights to criticize. He 
may also be dominated by feelings of fear and awe. 

It goes without saying that under these circumstances any doubt that crops 
up relating to the strength or wisdom of the authority invokes strong insecurity. 
Hostility and guilt feelings, if they develop at all, must be rigidly repressed for 
fear of invoking counter-hostility or disapproval. One may recognize from 
such irrational patterns the same attitude the child expresses toward the om- 
nipotent parent. Actually, the emotional helplessness of the neurotic indi- 
vidual resembles, to a strong degree, the helplessness of the immature child, 
solution for which is sought in dependency on powerful parental figures. The 
neurotic person thus re-creates, in the therapist, the original authority he invested 
in his parents, and he will seek from the therapist an equivalent kind of love. 

It is perhaps because of this that the individual has to maintain an image 
of the therapist as infallible. Should the latter display any human frailties or 
lack invincible qualities, the faith of the patient may be shattered, precipitating 
helplessness and' anxiety. He may then attempt to master his anxiety by again 
annexing himself to another person who possesses those magical and godlike 
characteristics he believes to be essential for his security. The life history of such 
dependent individuals demonstrates a flitting from one therapist to another, 
from clinic to clinic, from shrine to cult, in a ceaseless search for a parental 
figure who can guide them to paths of health and accomplishment. 

Due to the experience of having been disappointed in their search, some 
persons will resent guidance, even though they feel too insecure within them- 
selves to direct their own activities. Others will reject guidance because of 
previous conditionings in relationship to an authority who has been hostile or 
rejecting or who has made such demands on them for compliance so as to 
thwart their impulses for self-growth. Acceptance of advice may be tantamount 
to giving up one’s independence or may mark one as inferior. 

In spite of its disadvantages, guidance may be the only type of treatment 
to which some patients will respond. These persons feel desperately helpless 
in the grip of their neurosis; they have neither the motivation nor the strength 
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to work with a technique that throws the bulk of responsibility on their 
shoulders. Unfortunately, their personality growth may never develop to a point 
where they can take over the reins of their own destiny. So strong a resistance 
to self-assertiveness exists, that they can function only when they lean on a 
parental figure who can prod them on in their daily tasks. 

In some guidance approaches, where it is apparent that lack of motivation 
and ego strength make a more scientific form of therapy impossible, the patient 
is guided toward religion [31-33]. An attempt is made to convince him that he 
will be aided in the gaining of health by kinship with the divine being, since 
in union with God, the soul need not struggle alone. It can draw sufficient 
strength from this relationship to conquer evil thoughts and impulses, to crush 
dread and fear, and to achieve confidence and faith in living. This help is to be 
gained through faith and prayer. Christian Science [34] and other “faith cures” 
are based on these principles. 

Certain individuals are made immensely more comfortable by this religious 
type of therapy, which sometimes has advantages over pure guidance in that the 
patient gets his share of help through his own efforts at prayer, and through 
Participation in church activities. In religious therapy, also, the patient is not in 
a position to dispute the powers of God as he can those of the therapist, whom 
he may discover to be possessed of human fallibilities. 

Within its limited orbit, therefore, guidance has a utility in therapy. One 
does not implement it under the illusion that any deep change will occur in the 
underlying conflicts or in the dynamic structure of the personality. Conflicts are 
usually whitewashed and the person is encouraged to adjust to his problems 
tather than to rectify them. The patient may be taught many methods by which 
he can avoid emotional blind alleys. He may learn to correct certain defects or 
to adapt himself to circumstances that cannot be changed. However, where 
guidance is not supplemented by other therapies calculated to render the person 
self-sufficient and independent, fundamental difficulties in interpersonal rela- 
tionships will probably not be altered. 


ENVIRONMENTAL MANIPULATION 


Environmental manipulation is an approach to therapy which attempts to 
deal with the patient’s emotional disturbance by removing or modifying dis- 
organizing elements in his environment. Social work more than any other disci- 
pline has evolved the most complete and best organized system of environmental 
manipulation [35—45}. Among services rendered are mediation of financial, 
housing, work, recreational, rehabilitative, marital and family problems. Many 
of the environmental manipulative techniques elaborated in social work may be 
employed by the therapist when he determines that situational difficulties are 
so disturbing to the individual that he is unable to live with them. Or the 
therapist may utilize the services of a social worker as an adjuvant toward 
this end. 

Often the patient is so bound to his life situation, out of a sense of loyalty, 
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or because of a feeling that he has no right to express his demands, that he 
tolerates environmental distortions as unalterable. He may be unaware that his 
tension and resentment are generated by specific situations, and he may blame 
his difficulties on things other than those actually responsible. The therapist 
may have to interfere actively with environmental aspects that are grossly 
inimical to the best interests of the patient. This may necessitate work with the 
patient's family, for it is rare that the patient's difficulties are limited to himself. 
The various family members may require some kind of help before the patient 
shows a maximal response to treatment. 

One must not assume that environmental correction can help all patients. 
In many instances, environmental difficulties, while accentuating the patient's 
problems, are only precipitating factors. The basis for the individual’s maladjust- 
ment here is his personality structure, which contains so many inharmonious 
elements that inner conflict is incessant, with little relationship to outside cir- 
cumstances. As a matter of fact, most people have a tendency to objectify their 
problems by seeking out conditions in their environment that can justify feelings 
of rage or tension. For example, if a person has a problem associated with the 
fear of being taken advantage of by others, he will find evidences of this in any 
situation in which he is involved. 

In relatively large numbers of persons, therefore, environmental correction 
has little effect on the existing emotional upheaval. Here the difficulty has been 
structuralized in such widespread character disturbance that problems in inter- 
personal relationships appear to perpetuate themselves endlessly. Indeed, the 
individual seems to create situations in which he can react in his customary 
destructive manner. More confounding is the fact that he may need a disturbed 
atmosphere for proper functioning. He may, for instance, seek to be victimized 
by others in order to justify feelings of hostility that could otherwise not be 
rationalized. In cases such as this, the correction of environmental stress, without 
a corresponding alleviation of inner conflict, may produce depression or psycho- 
somatic illness due to an internalization of aggression. One of the most dis- 
couraging discoveries to the therapist is that in liberating a patient from a 
grossly distorted environment, the patient may promptly involve himself in 
another situation, equally as bad as the first. The dynamic need for a dis- 
organizing life circumstance will have to be remedied first, before the patient 
responds adequately to environmental manipulation. 


EXTERNALIZATION OF INTERESTS 


While not strictly a therapeutic approach, externalization of the patient’s 
interests is sometimes used as a supportive adjunct in treatment. It is employed 
particularly where the individual has become so absorbed in his inner problems 
that external reality has lost its meaning. To offset this, an attempt is made to 
redirect the patient's interests toward the outside world—toward arts, crafts, 
music, games, sports, recreations or hobbies. Many interests may be exploited in 
this effort, such as, woodwork, needlecraft, weaving, metal work, rug-making, 
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gardening, cards, chess, table-tennis, handball, quoits, swimming, golf, riding, 
dancing, dramatics, drawing, painting and sculpturing. Countless other hobbies 
and recreations may be utilized to divert attention from inner tension and 
anxiety. Among organized therapies in this division are occupational therapy 
[46-49], recreational therapy [50-52] and music therapy [53-54]. Because 
externalization of interests is perhaps the most superficial of approaches, its 
effectiveness is increased by combining it with other therapeutic techniques. 


REASSURANCE 


Reassurance is utilized in some way in all forms of psychotherapy. Com- 
ing to therapy in itself constitutes for the patient reassurance that he is not 
hopeless nor destined to ultimate insanity. The relationship with the therapist 
provides the patient with feelings of acceptance and security, even though such 
feelings may not be expressed in words. Verbalized reassurances are often given 
the patient in supportive therapy, particularly when he voices doubts concerning 
his ability to get well or to gain relief from suffering. The patient is also re- 
assured whenever he is in the grip of fears conditioned by his own fantasies or 
by irrational thinking. The therapist discusses such fears openly with the patient, 
offering explanations of how baseless they are, with the hope of making the 
patient more comfortable and of alleviating tension and anxiety. 

The most common misconceptions nurtured by patients are those that re- 
late to a fear of going insane, a notion of being blemished by a hereditary mental 
taint, an idea of harboring an undetected malignant disease or abnormality, a 
feeling of having injured oneself irreparably through early masturbatory ex- 
cesses, and a concern with present perverse sexual fantasies and impulses. Such 
fears may drive the patient to distraction and induce much brooding and self- 
recrimination. 

Where the patient is convinced of the sincerity of the therapist and accepts 
his authority, he may be helped by verbal reassurances to master some miscon- 
ceptions. Reassurance, however, is practically never successful when applied to 
basic personality difficulties, particularly to devaluated self-esteem and its deriva- 
tives. Judiciously employed, nevertheless, it may prove to be a helpful adjunct 
in mote superficial disturbances [ 55-56}. 


PRESTIGE SUGGESTION 


Symptom removal by prestige suggestion is one of the oldest of techniques. 
It is still employed extensively throughout the world. Reported results vary from 
unbounded enthusiasm to a discrediting of the method as an irrational form of 
psychotherapy. On the whole it is the least successful of all treatment procedures. 
Because it deals with effects rather than with causes, the method has many 
limitations; nevertheless, it may, under certain circumstances, serve a beneficial 
purpose in carefully selected cases. 

Suggestion plays a part in every psychotherapeutic relationship. It is often 
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employed without intent by the therapist as a result of the patient's own needs, 
the patient choosing from the content of what the therapist says or implies, cer- 
tain things he wants to hear, to which he will be able to react. Suggestion may 
be used deliberately by the therapist in the form of injunctions voiced with 
authoritative emphasis to influence the patient in calculated ways. 

Where the therapist occupies an omnipotent position in the mind of the 
patient, certain symptoms may be dissipated by dictation. Symptoms which 
are removed by prestige suggestion disappear because the patient has a need to 
abide by the commands of the therapist. The motivation to comply is usually 
conditioned by a wish to gratify important security needs through archaic mech- 
anisms of submission to and identification with an omnipotent authority. So 
long as this motivation is greater than the gains the patient derives from the 
indulgence of his symptoms, he will abandon his complaints on command; and 
he will remain comfortable, provided he continues to have faith in the 
omniscience and strength of the therapist. Results are best where the symptom 
has minimal defensive purposes, and where the need for symptom-free func- 
tioning constitutes a powerful incentive. Certain psychosomatic manifestations, 
some types of alcoholic addiction, and habit disorders, such as nail-biting, in- 
somnia, excessive eating, inordinate smoking and drinking, are often remarkably 
susceptible to prestige suggestion, especially when they are incapacitating the 
person. Results are most pronounced where the patient has no other motivation 
for therapy than to abandon his symptoms or to bring them under control. 

Some writers have emphasized the fact that the effect of symptom removal 
is not merely palliative, but that it May cause a general reorientation in the 
patient's attitudes. [57] The removal of a symptom may then, as a by-product, 
have an important effect on the total functioning of the personality. An indi- 
vidual handicapped by a disturbing symptom often loses self-respect. He with- 
draws from people and gets more and more involved within himself. The 
symptom becomes a chief preoccupation, around which he organizes his in- 
security and inferiority feelings. Here, the removal of a symptom may alter his 
whole pattern of adjustment. A man addicted to alcohol, for instance, may 
suffer more from the social consequences of drinking than from the physical 
effects of alcohol. Minimizing his desire for alcohol by command may start a 
Process of personality rehabilitation. An individual with an hysterical tic may 
isolate himself because of the embarrassment caused by his symptom, Abolishing 
his tic can influence his social adjustment materially. A patient with a paralytic 
limb may be restored to economic usefulness and emotional well-being, and 
he may benefit immeasurably from this restoration. 

Auto-suggestion is regarded by many as a form of prestige suggestion 
directed at the self. Here, the individual employs his internalized authorita- 
tive image, or super-ego, as an authority who gives commands, Coué {58} has 
claimed that auto-suggestion is one of the most powerful forces at the disposal of 
the person. Through auto-suggestion, the proper functioning of organs may be 
influenced, and a restoration of normal emotional attitudes brought about. 
These claims are, of course, open to challenge. 
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Among the techniques employed to reinforce prestige suggestion, hypnosis 
is paramount [59]. The peculiar powers vested by the subject in the hypnotist, 
makes the subject abide by suggestions with greater persistence. But even with 
hypnosis as a reinforcing agent, the permanence of effect of suggestion may 
be limited. No symptom will be abandoned which serves as a defense against 
intense anxiety, or as an important way of adjusting the patient to his life 
situation. For instance, if a man develops a paralyzed arm as a defense against 
the fear of stabbing his wife, suggested removal of the paralysis will be so 
threatening to him that he will refuse to follow the commands of the hypnotist. 

Another limitation of prestige suggestion is that a sizeable group of pa- 
tients fail to respond to symptom removal because they are unable to develop 
the attitude that the therapist as an infallible authority. Where there is any 
doubt as to the capacities and powers of the therapist, the patient will have no 
motivation to comply, and he will successfully resist the therapist's commands. 

There are, nevertheless, occasional patients (usually hysterics) whose need 
for an invincible and protective authority is so strong as to invest the therapist 
with supernormal powers. They faithfully follow his suggestions, even to the 
yielding up of an important symptom. To compensate for the latter, other 
symptoms may develop in different parts of the body which have the same 
dynamic significance to the patient as the original symptom, but are perhaps 
less incapacitating. 

The relapse rate among patients who have had their symptoms removed 
by suggestion is understandably great. Needless to say, the chances of helping 
a patient permanently are much greater where one does a teintegrative kind of 
therapy that treats the source of his problem. The concomitant rebuilding of 
ego strength and inner security gives the person the best chance of remaining 
symptom-free, even in the face of a disturbing environment. In suggestive 
treatment, where no change has developed in the inner psychic structure, there 
is always the possibility of a relapse. This, however, is not inevitable because 
the patient’s life situation may get less complicated, or the patient may, as a 
result of therapy, develop more adaptive ways of dealing with conflict and of 
getting along with people. 

Another objection that has been voiced to suggestive therapy is that it is 
apt to eliminate an important motivation for deeper treatment. The incon- 
venience and discomfort of symptoms incites the individual to want to inquire 
into their source. If he is made too comfortable by removing his symptoms, 
he may lose this incentive. Where the goal in therapy is to achieve alteration in 
the dynamic structure of the personality, suggestion or any other strongly sup- 
portive therapeutic method may act as a deterrent. 

In spite of its limitations and disadvantages, there are instances when 
prestige suggestion has to be resorted to as an expedient measure. First, a 
symptom may be so disabling and may cause such great suffering, that all psy- 
chotherapeutic efforts will be blocked until the person obtains some relief. 
Second, there are patients, as has been indicated, with deficient motivation and 
minimal ego strength, in whom psychotherapeutic methods aimed at increasing 
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self-growth are destined to failure. The most that can be expected is that the 
patient will respond to palliative or supportive procedures, such as prestige 
suggestion. As therapy proceeds, however, the patient may be prepared to accept 
a more extensive treatment approach. 


PRESSURE AND COERCION 


Pressure and coercion are authoritative measures which are calculated to 
bring to bear on the patient rewards or punishments in order to stimulate him 
towards certain actions. Thorne [60] has indicated that these measures have a 
value in some dependent personalities who refuse to face life under any other 
circumstances than to be forced into situations by an authority. They are said to 
have a use also in immature individuals who tend to “act-out” their problems; 
in persons who habitually shy away from reality; in emergency situations where 
the individual is endangering himself or others; in uncontrolled emotionality 
where other methods fail; and in instances when the patient will not take 
decisive actions by himself, or where he manifests discouraging indecisive waver- 
ing. Only where permissive measures fail are coercive devices said to be 
justified. 

Pressure may be exerted in the form of assigned tasks. Thus Herzberg [61] 
advises that tasks be assigned the patient which are directed against (1) im- 
pulses that maintain the neurosis, attempting to remove them or lower their 
intensity below the critical threshold, (2) obstacles towards satisfaction of 
impulses, (3) “essential predispositions,” (4) neurotic gains and (5) “delay- 
ing factors” which operate to prevent impulse fulfillment. 

Threats, prohibitions, exhortations, reproaches and authoritative firmness 
lend weight to repressive defenses. However, because pressure and coercion 
reduplicate the disciplinary strictures of the parent-child relationship, the pa- 
tient is apt to react with hostility, obstinacy, masochistic self-punishment and 
other responses characteristic of the ways he adjusted to parental commands 
and injunctions. It is rare that a good therapeutic effect will be forthcoming 
with the use of such authoritative procedures, since the patient will resent being 
treated like a child, and he will tend to defy the therapist, even to the point of 
leaving therapy. Accordingly, pressure and coercion, if they are ever used, 
should be employed only as temporary emergency measures. 


PERSUASION 


Persuasion is a technique based upon the belief that the patient has within 
himself the power to modify his pathologic emotional processes by force of 
sheer will or by the utilization of “common sense.” In persuasive therapy, 
appeals are made to the patient’s reason and intelligence, in order to convince 
him to abandon neurotic aims and symptoms, and to help him gain self-respect. 
He is enlightened as to the false nature of his own concepts regarding his illness, 
as well as the bad mental habits he has formed. By presenting him with all the 
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facts in his case, he is shown that there is no reason for him to be ill. He is urged 
to ignore his symptoms by assuming a stoical attitude, by cultivating a new 
philosophy of life aimed at facing his weaknesses, and by adopting an attitude 
of self-tolerance. An attempt is made to bring him into harmony with his en- 
vironment, and to induce him to think of the welfare of others. 

A number of psychotherapists, in utilizing persuasion, attempt to indoctri- 
nate their patients with their own particular philosophies of life. The therapist 
establishes a directive relationship with his patient who seeks the therapist’s 
approval on the basis that the therapeutic authority must know what is best for 
him. The approach is a somewhat more mature one than that of guidance, since 
it presupposes active participation of the patient in his own cure, and aims for 
an expansion of his personal powers and resources. The majority of popular 
books on mental therapy are modified forms of persuasion. 

The use of persuasion was first advocated by Paul DuBois [62-63} of 
Switzerland who held conversations with his patients and taught them a philos- 
ophy of life whereby they substituted in their minds thoughts of health for their 
customary preoccupations with disease and suffering. Much of the success that 
DuBois achieved by his persuasive methods was due to his own vigorous per- 
sonality which exuded confidence and cheer. 

DuBois recognized the importance of the interpersonal relationship and he 
insisted that the physician treat the patient not merely as an interesting case, but 
as a friend. He declared that the doctor must be inspired by a real sense of 
sympathy and affection for the patient, and should manifest these sentiments so 
openly that the patient “would really be very ungrateful not to get well.” The 
physician must be sincere in this conviction that the patient would get well, 
because if he had any doubts, he could not help imparting them to the patient. 

The aim of “mental persuasion,” according to DuBois, was to build up in 
the patient a feeling of self-confidence, to make him his own master. This was 
done by imbuing the patient with a belief in himself by “education of the will, 
or, more exactly the reason.” The physician was enjoined to hammer the truth 
into the patient’s mind with the ardor of a barrister convinced of the justice of 
his plea. 

In order to approach the patient's problem rationally, it was first necessary 
to understand clearly the nature and sources of the disorder. The physician had 
to distinguish those symptoms of a physical nature from those of psychic origin. 
The analysis with the patient of his symptoms, and the understanding by the 
patient of how these debilitated and inconvenienced him were important, par- 
ticularly because they made the person feel that the physician was interested in 
him and was sympathetic to his suffering. The patient had to be shown how he 
utilized his symptoms to escape responsibilities in life. He had to be convinced 
that his nervousness had crushed his morale, that, even though he believed his 
trouble to be physical, it was really mental. The patient was urged to “chase his 
troubles from his mind,” and he was promised that his discomforts then would 
all vanish. He needed no medicine, DuBois insisted, “for there is none to turn 
a pessimist into an optimist.” 
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DuBois recommended prolonged discussions, during which it was neces- 
saty to convince the patient of his errors in reasoning. He had to be shown that 
his symptoms were the product of emotional stress. Though annoying, they were 
not serious in themselves. The less one concentrated on symptoms, the less dis- 
turbing these would become. If the heart palpitated, let it pound; if the in- 
testines were active, let them grumble. If one had insomnia, he had best say: “If 
I sleep, all the better; if I don’t sleep, no matter.” Undue attention aggravated 
the difficulty. The best way to overcome symptoms was to stop thinking about 
them. Fatigue, tension and fear were all exaggerated by attention. It was neces- 
sary to stop thinking of pain and suffering and to dismiss petty ailments with a 
smile, “The proper philosophy,” he said, “easily learned, can restore the men- 
tal balance,” 

DuBois contended that healthy people disregarded their bodily sensations. 
The emotionally upset person, on the other hand, concentrated on them until 
they became his chief preoccupation. For this reason, he was upset by improper 
thinking habits. Notions of happiness and health must then replace ideas of 
disease and suffering. Happiness depended less on external circumstances than 
upon one’s inner state of mind. One might be ill, or have some financial mis- 
fortunes, or have lost dear friends; but the intensity of his suffering depended 
upon the spirit with which he accepted these calamities. 

The education of the “self” was the first step in securing real happiness. 
The patient had to cultivate the thought in his mind that he was going to get 
well. So long as he was convinced he would experience pain, fatigue or other 
symptoms, he would feel them vividly. If he obliterated these thoughts from his 
mind, he would overcome his problem. 

Every sign of progress was to be held up to the patient and even exag- 
gerated. Improvement was to be stressed as proof of the patient's tenacity to get 
well. As soon as ideas of health entered the mind, ideas of disease would vanish. 
The patient was to be shown that he was not alone in his trouble, that everyone 
had difficulties that varied only in their manifestations. While he might be con- 
cerned with his symptoms, his problem was deeper, involving attitudes which 
were very significant. Improvement in his attitudes toward life held forth the 
greatest chances for cure. Above all, he must not be hopeless about the outcome, 
even though it required a long time to secure real improvement. The patient's 
nervousness existed a long time before the Present difficulty. Relapses might 
occur as improper thinking habits returned, but these would be easier and easier 
to combat as one stopped thinking about himself. He had to bear his discomforts 
cheerfully and make it his ambition to lead a bold and active life. He had to 
develop confidence in his own powers of resistance, 

A questioning of the patient about his conceptions of life and his philos- 
ophy was important. False views were to be criticized, and those viewpoints that 
were logical and helpful were to be encouraged. The physician had to make an 
effort, also, to discover in the patient qualities of superiority that would elevate 
the patient in his own mind. It might even be necessary to teach him to make an 
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optimistic inventory of his good qualities. If the patient's condition was brought 
about by tragic events, one had to soothe his suffering by reassuring him and 
sympathizing with him. If his difficulties involved irritability and emotional 
instability, he had to be taught the spirit of forbearance. Therapeutic efforts 
were not confined to the patient, but also extended to those with whom he lived. 

Among the proper philosophic ideas to be imbibed by the patient were 
moral notions which could guide one’s life and make for good relationships 
with others. The best way to forget oneself was to devote more thought to other 
people. The best road to happiness was altruism and making others happy. 
Tolerance, sympathy, kindness, and forbearance were the keynotes of a serene 
life. Religious sentiments were to be awakened and turned to good account. 

Dejerine, [54] using the methods of DuBois, also emphasized the “re- 
education of the reason,” but he stressed emotion rather than the weakened 
will as the basis for neurosis. He speculated that the emotions under certain con- 
ditions might overwhelm the intellect and cause illness. Dejerine believed that 
therapy must, therefore, aim for a liberation of the personality from the effects 
of harmful emotions. The emphasis in therapy was to get the patient to talk 
about traumatic incidents in his life, especially fears and sorrows in the present. 
Unlike DuBois, Dejerine did not try to impose his philosophy on the patient, 
but strove to permit the patient to develop an emotional relationship with him 
until a state of confidence developed. When this was obtained, Dejerine prac- 
ticed persuasion to encourage the patient to correct his “bad habits.” He con- 
tended that to cure nervous illness, one had to fight the deceptive systems of 
monism, fatalism, skepticism and determinism. Reason could overcome obsession 
Once emotions were given a proper outlet. It was necessary to keep an idea 
before the patient's mind. He had to think thoughts of the noble, the just and 
the beautiful. He had to learn to gain satisfactions by the fulfillment of duty, 
yet the brain had “always to be guided by the heart.” 

Modern persuasive methods draw largely, for their inspiration, on the 
works of DuBois and Dejerine. Stress is laid on cultivation of the proper mental 
attitude toward life, on the facing of adversity, and on the accepting of en- 
vitonmental difficulties and the tolerance of self-limitations one is unable to 
change. There is an accenting of the patient’s assets and expansion of his posi- 
tive personality qualities. The patient is taught to control overemotionality, to 
live with anxiety, to accept and to tolerate deprivation, frustration and tension, 
acquiring proper controls for them. 

The dynamic basis of many persuasive cures lies in the reinforcing of re- 
pression of symptoms by appealing to the patient’s sentiments of patriotism, 
family pride, altruism and self-respect. The therapist builds up in the patient a 
desire to get well in order to indulge in pleasures inherent in being constructive 
and sociable. The patient is reminded constantly that if he regards himself as a 
better person, others too will have a better opinion of him. Furthermore, his 
duties and responsibilities to get well are continuously emphasized. 

Most forms of persuasive therapy are, at best, very superficial, and are 
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often based on the acceptance by the patient of banalities uttered by the therapist 
who utilizes aphorisms and examples from the lives of the great to reinforce 
ideas that are scientifically unsound. 

Persuasive therapy, nevertheless, has some justification in that it provides 
some people with a mental crutch where a psychologic analysis of their problem 
is impossible. The substitution of persuasive philosophic precepts for destruc- 
tive habit patterns is probably the lesser of two evils. Some obsessive-compul- 
sive personalities do remarkably well with persuasive methods. Indeed they 
respond better to persuasion than to psychoanalysis. 

The greatest fallacy in persuasive therapy lies in the exaggerated value 
attached to the reasoning powers as potentially capable of diverting inner 
emotional processes. There is, furthermore, an assumption that the patient is 
conscious of his basic defects and is therefore capable of mastering them through 
concentrative effort. Unconscious conflicts and emotions are the most important 
determinants of neurotic behavior, and this explains why reason, knowledge and 
will power often fail to bring about the mastery of symptoms. The same effort 
should, therefore, be made in persuasion as in guidance, to bring about a 
change in the relationship with the therapist from directiveness to nondirective- 
ness, and to motivate the patient to work with the dynamic sources of his prob- 
lem in a manner that will give him as much insight as he can absorb and utilize. 


EMOTIONAL CATHARSIS AND DESENSITIZATION 


De 


“Confession,” “talking things out” and “getting things off one’s chest,” in 
relation to a friend or a professional person, like a physician, minister, or 
teacher, are common methods of relieving emotional tension. Beneficial effects 
are due to the release of pent-up feelings and emotions and the subjection of 
inner painful elements to objective reappraisal. The mere verbalization of 
aspects of the self of which the individual is ashamed or fearful helps him to 
develop a more constructive attitude toward them. 

Ventilation by the person of his fears, hopes, ambitions and demands often 
gives him relief, particularly when his verbalizations are subjected to the un- 
critical and sympathetic appraisal of the listener. Hitherto, the patient has re- 
tained memories, conflicts and impulses that he has dared not admit to himself, 
let alone others. A growing confidence in the therapist makes him feel that he 
has an ally who will help him bear fearful inner secrets. The ability to share his 
secrets with an understanding person robs the experiences of much of their 
frightening quality. In addition, the patient finds that his judgment as to the 
viciousness of his experiences may have been distorted. The very act of trans- 
lating his fears into words lessens their terrifying hold on him. The fact that he 
has not been rejected by the therapist, even though he has revealed his short- 
comings, encourages him to reevaluate the sinister nature of his experiences or 
desires. 

Many of the patient’s disturbing fears and ideas have their origin in 
fantasies or misinterpretations of early childhood. As the patient expresses 
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his ideas, he gives the therapist an opportunity to correct misconceptions he has 
hitherto accepted without question. The patient may need clarification on phases 
of life relating to his physical functions or interpersonal relationships. Often 
he believes many of his fears and impulses to be unique to himself. When he 
receives the assurance that his fears are more or less universal, he may become 
convinced that it is his attitude toward his fears that has been abnormal. 

Discussion of the patient’s problem is continued until he no longer reacts 
emotionally to it. Repeated verbalization of unpleasant and disagreeable attitudes 
and experiences permits him to face his past fears and conflicts with diminished 
inner turmoil. 

Much of the value that comes about from emotional catharsis is based upon 
the fact that the patient becomes desensitized to those situations and conflicts 
that disturb him, but which reality demands that he endure. The tolerance of 
pain, disappointment and frustration are inordinately low in neurotic persons, 
and it is necessary to build up the ability to deal with difficulties and painful 
experiences without collapse. 

Because the individual conceives of certain memories, feelings, attitudes 
and impulses as damaging to himself and others, he subjects them to suppression 
and repression, Particularly traumatic are sexual incidents and impulses, hostile 
strivings of various types, as well as attitudes which indicate that the person is 
inferior, evil or contemptible. Some of these elements are fully known to the 
person; yet he will not acknowledge or express them. Others are so frightening 
that they have been totally shunted out of awareness by the mechanism of 
repression. 

The pathologic consequences of suppression and repression are legion. 
The individual over-reacts to incidents that threaten to bring the hidden mate- 
rial to his attention. He may elaborate symptoms such as phobias, compulsions, 
paralysis, amnesia and other hysterical manifestations in an effort to give 
vicarious expression to the repressed material, as well as to shield it from aware- 
ness. Only by facing the forbidden experiences, impulses or conflicts, by dis- 
sociating them from past misinterpretations, and by reevaluating them in the 
light of present-day reality, is it possible for the person to gain any real relief. 

Methods by which desensitization is implemented during therapy vary 
with the extent of repression. Conscious conflicts may be handled, as has been 
indicated, by discussion, confession and ventilation. Less conscious material, 
however, will require techniques discussed under reeducative and reconstruction 
therapy. Hypnosis is extremely helpful in encouraging emotional catharsis and 
in bringing about desensitization. [65} 

In recent years, the use of hypnotic drugs by intravenous injection has 
been employed as a means of facilitating catharsis and desensitization. This 
method (termed narcoanalysis by Horsley {66} and narcosynthesis by Grinker 
[67}) produces in itself a hypnotic-like state which resembles, but is not similar 
to hypnosis. Barbiturates, especially sodium amytal and sodium pentothal, and 
somnifen are the most commonly used drugs. With hypnotic drugs the patient 
may relieve himself in a relatively short time of painful material that would 
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require weeks or months of interviewing. Repressed conflicts and traumatic 
memories are released with a cathartic effect. For this reason, narcosynthesis is 
particularly applicable to the acute neuroses of war, especially in dealing with 
functional amnesic states and conversion symptoms. The released material is 
sometimes worked through in a waking state in order to insure more permanent 
results. Where this happens the techniques employed are no longer in a suppor- 
tive category, but rather are reeducative or reconstructive in nature. 

One may classify under emotional catharsis the procedure that has been 
named “‘dianetic processing.” Beneficial effects, if any, of “dianetic processing” 
are probably the product of a cathartic effect with the recounting, remembering 
and the reliving of past traumatic experiences or fantasies. Originally intro- 
duced by L. Ron Hubbard, an American engineer, dianetics has attracted a 
group of practitioners who function as “auditors.” According to the theory of 
dianetics [68], painful, traumatic memories and experiences are recorded in 
the subconscious mind as “engrams.” These engrams invade the conscious mind, 
producing a variety of emotional ailments. In dianetics an attempt is made to 
restore the memory of subconscious experiences, thereby eliminating the effect 
of engrams, 

The subject, reclining on a couch, permits himself to associate freely, 
probing past incidents which may have a painful import. This is called “taking 
the patient back along the time track.” In the accepting atmosphere provided by 
the auditor, the patient often finds himself dealing with material in his early 
past, or speculating about his past in an elaborate system of fantasies. Although 
these fantasies are claimed to be actual memories, there is little question that a 
recounting of experiences prior to the age of two, and particularly in the pre- 
natal stage, draws upon the vivid imagination of the person. The subject is en- 
couraged to “relive” painful past events, and to reexperience sensations in the 
same form he had them originally. The determining effect of prenatal impres- 
sions is an important aspect of dianetic theory. Repetition of past traumatic 
events or fantasies is said to “take the charge out of an engram.” With its 
exaggerated claims, pseudoscientific theory, and theatrical methods, dianetics 
does not belong among the accredited scientific therapies. 

The method of emotional catharsis and desensitization has certain serious 
limitations. Inasmuch as the most important sources of conflict are usually un- 
conscious, it is impossible to verbalize the basic causes of anxiety. Nevertheless, 
there are many conscious conflicts that plague a person, ventilation of which 
may have a beneficial effect. The ability to express fearful memories, strivings 
and emotions helps to rebuild self-respect and removes the damaging effects of 
hostility, tension and anxiety. 


MUSCULAR RELAXATION 


Muscle tension often accompanies emotional problems and contributes 
to the patient’s symptoms. Ensuing spasms that may develop are extremely em- 
barrassing to the patient. Among syndromes created by spasms of the skeletal 
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musculature are severe band-like headaches, painful contractures of the neck, 
choking sensations in the throat, backache, hand trembling, and abdominal 
“tightness.” Tensions reflect themselves also in spasms of the smooth muscula- 
ture, influencing various internal organs. Muscle tensions thus may exaggerate 
the patient’s problems by operating as foci for new anxieties. 

Muscle relaxation exercises to relieve tension have been used for many 
years. Many of these are founded on the system of the nurse, Annie Payson Call 
{69} which combines muscle relaxation, rest and “mind-training” for purposes 
of repose. The best known modern exercises are those of Jacobson [70] and 
Rippon and Fletcher [71]. Yates [72] and Neufeld [73] have described a 
series of exercises which enable the individual to gain voluntary control over 
his tension. Muscular relaxation is also induced by massage. This enhances 
muscle tone in addition to encouraging relaxation [74,75]. Enforced rest also 
has a relaxing effect on the individual’s muscular system. In part this was an 
objective of the old Weir-Mitchell [76] “rest cure” which combined measures 
of rest, isolation, diet, massage and electrical stimulation. These were often 
reinforced by prescribed isolation from relatives. Weir-Mitchell’s method gained 
wide repute, although beneficial effects were probably as much induced by 
psychologic as by physiologic factors. 

The influence of muscular relaxation on the individual's tension is purely 
palliative and always has to be accompanied by some form of psychotherapy. 


HYDROTHERAPY 


Hydrotherapy, once a favorite treatment process in mental institutions 
{77}, has largely been abandoned with the advent of convulsive therapy. How- 
ever, it still may be used in the treatment of mental illness as an adjunct to 
other forms of therapy. The continuous bath, by relaxing the individual, lower- 
ing muscle tonus, and inducing sleep is helpful in the handling of excited 
states. Cold wet packs in the form of cold sheets applied to the body stimulate 
the cutaneous circulation and then act as a sedative. They are employed in states 
of excitement as well as in sleep disturbances. Cold and hot water sprays under 
high pressure applied to the body may have a markedly tonic affect on the in- 
dividual, and are sometimes employed in atonic, listless patients. Cold sitz baths 
are said to have great value in reducing sexual tension [78], especially in 
women, relieving premenstrual unrest, and soothing intense sexual impulses that 
are aroused during the involutional period and that threaten to get out of con- 
trol in various neurotic conditions. 


SHOCK AND CONVULSIVE THERAPY 


Insulin shock treatment is often employed in schizophrenia [79-81]. The 
coma that is induced by injection of insulin may be light or deep, brief or pro- 
longed, and may or may not be accompanied by electrically induced convulsive 
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seizures. Hospitalization is usually required for insulin shock. Sub-coma insulin 
treatment is sometimes employed in severe acute anxiety states, toxic confusional 
conditions, and delirium tremens. The patient quiets down with insulin, often 
to a point where psychotherapy, previously ineffective, may be expediently 
applied. 

Electric convulsive therapy, originally introduced by Cerletti and Bini 
[82], is used chiefly in depressive states, namely manic-depressive depression, 
involutional depression, very severe psychoneurotic depression, and senile de- 
pression. Improvement or cure is usually achieved after approximately four 
convulsive seizures, although more convulsions than this may be required. 
Treatments are given approximately every other day, but after improvement 
occurs, may be spaced one week apart. Convulsive therapy is used also in manic 
phases of manic-depressive psychosis in which one convulsion is prescribed 
daily. In very disturbed patients, as many as two or three seizures daily may be 
needed. Involutional psychoses of a paranoid nature are sometimes treated with 
convulsive therapy, but results are not as good as in involutional depressions. 
Twenty seizures or more may be required here. Some types of schizophrenia 
are also treated with convulsive therapy, and in such cases thirty or forty 
seizures are commonly needed. Except for catatonic excitement in which good 
results are reported, the outcome in most schizophrenic states is dubious. Psycho- 
neuroses, apart from severe reactive depressions, do not respond well to con- 
vulsive therapy. 

The effect of shock and convulsive therapy is to restore the individual’s 
contact with reality. Psychotherapy is usually indispensible afterwards to handle 
the individual's basic conflictual problems. 


DRUG THERAPY 


Drugs are utilized by some therapists in the treatment of emotional prob- 
lems. Common medicaments are sedatives and stimulants. To control excitement, 
tension and anxiety, cortical depressants, like barbiturates, bromides, paralde- 
hyde and chloral hydrate are employed. Most useful of these drugs are 
phenobarbitol (taken in doses of 4 to 2 grains daily as a long-acting sedative) 
and sodium amytal (taken in doses of 1 to 2 grains as a short-acting sedative 
during the day, and in doses of 3 to 6 grains at night as a hypnotic). Because 
of the dangers of barbiturate addiction, the use of barbiturates must be care- 
fully regulated. Paraldehyde is, for many reasons, an ideal hypnotic, although 
the disadvantages inherent in its taste and residual odor have not given it the 
popularity it deserves. Barbiturates are sometimes employed intravenously as 
an emergency measure in quelling intense excitement, sodium amytal most 
often being prescribed for this purpose in doses of from 3 to 74 grains. 

Perhaps the most common stimulant employed is benzedrine (amphetamine 
sulfate) [83] in doses of from 5 to 10 milligrams twice daily, to relieve mild 
depression, and to produce a sense of well-being and vitality in patients who 
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complain of lack of energy and a sense of exhaustion. It is used also as a pallia- 
tive in the treatment of alcoholism and drug addiction. 

Continuous sleep treatment with barbiturates and somnifen [84-86] is 
sometimes employed in excited manic and schizophrenic states, although in- 
sulin shock and convulsive therapy have largely displaced continuous sleep 
because of the better results obtained. 

Antabuse, originally introduced in Denmark [87], is widely used as a 
means of controlling alcoholism {88}. Although the drug is generally non- 
toxic, symptoms of a frightening nature occur when a patient under antabuse 
medication imbibes alcohol. The reaction is so disagreeable that the individual 
willingly abstains from drink. His self-confidence soon is restored and his self- 
esteem increases as a result of his ability to remain sober. Psychotherapy should 
always be administered jointly with antabuse [89] to help prevent a relapse. 

Tonics and vitamins are indicated in instances of dietary deficiency. Where 
there is evidence of glandular impairment, hormones may be employed. The 
most commonly utilized products are thyroid, and estrogenic and androgenic 
hormones. During physiologic upsets, and in the involutional period, oestrins, 
like stilboesterol and other synthetic estrogenic hormones, have been found use- 
ful. Androgens, such as testosterone, are prescribed in males who show a 
deficiency in this hormonal substance, manifested in waning libido, muscular 
weakness and atony. 

A number of drugs have been advocated for the therapy of emotional 
problems, although their values have not yet been thoroughly investigated. 
These include histamine, myanesin and adrenocorticotropic hormone. Good 
tesults were claimed for histamine therapy by Sackler and his group [90] in 
the treatment of psychoses. Myanesin (tolserol), a muscle depressant, has been 
employed for the relief of tension and anxiety [91]. Adrenocorticotropic hor- 
mone of the pituitary gland (ACTH) and cortisone have been found by some 
observers [92,93] to produce a euphorizing effect in certain emotional problems. 

Carbon dioxide inhalations are advanced by a number of psychiatrists as a 
convenient method of treating neurotic problems. According to Meduna [435} 
50 to 80 per cent of neurotic conditions respond favorably to this treatment. 
Carbon dioxide, in the opinion of Meduna, produces certain morphologic 
changes in the brain cells, lowering electrical activity and excitability, and in- 
creasing the threshold of stimulation. This puts the brain in a state of “temporary 
hibernation” and balances more equitably the energy output. There is experi- 
mental evidence that carbon dioxide increases the function of the pituitary and 
adrenal glands, and decreases the function of the thyroid gland. Because the 
neurotic has a “hyper-irritable brain” and some disturbance in glandular activity, 
carbon dioxide is said to exert an almost specific curative effect. Some observers 
claim that many of the beneficial influences of carbon dioxide are due as much 
to the associated abreaction and emotional catharsis, as to the presumed chemical 
change in the brain cells. Other observers including Hargrove, Bennett and 
Steele [436] challenge the findings of Meduna and present evidence that most 
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patients subjected to carbon dioxide show no improvement in their emotional 
condition. 


BRAIN SURGERY (PSYCHOSURGERY )} 


Brain surgery is sometimes utilized in the treatment of severe mental prob- 
lems [94,95]. The most common forms of surgery are transorbital lobotomy, 
which consists of a sectioning of the white matter in both frontal lobes in the 
plane of the coronal suture; topectomy, which involves a partial ablation of the 
frontal cortex; and a cortical undercutting of certain areas of the frontal cortex. 
While intelligence is not affected by these operations, imagination and intuition 
are impaired. Self-criticism is lowered with development of untoward reactions 
in tolerating frustration, and tendencies toward acting-out and tactless behavior. 
Brain surgery is restricted generally to patients suffering from schizophrenia, 
chronic disabling obsessive-compulsive neuroses and hypochondriases, who have 
not responded to psychotherapy, shock and convulsive therapy. 


INSPIRATIONAL GROUP THERAPY 


Inspirational group therapy is usually oriented around a leader who estab- 
lishes himself as an omniscient personage whom the patient is expected to obey. 
To a large extent, the group exists as an appendage of this leader, and beneficial 
results are maintained so long as the patient is capable of supporting an image 
of the leader as powerful and protective. Symptom relief is brought about as 
the result of repression of conflict and a desire on the part of the patient to gain 
status in the eyes of the leader. Inspirational group therapy is particularly tempt- 
ing to dependent persons whose inner will to develop is diminutive, and who 
flourish in a setting in which they are able to establish a submissive relationship 
to another individual. Such persons become interminably attached to a leader, a 
group, or to the individuals within the group. The therapeutic group, neverthe- 
less, exerts an important independent effect on the individual, by virtue of the 
fact that it is composed of members suffering from problems as severe as or more 
severe than those of the patient. In a group of normal persons, the patient often 
feels handicapped and inferior, and he may succumb to defenses of justifying 
himself or building himself up, or of striking out aggressively in order to avoid 
fancied hurt. In a therapeutic group, the patient is not subjected to the same 
pressures, and he cannot help but feel a sense of unity in the course of identifica- 
tion with his companions. 

Inspirational group therapy is employed by some therapists who claim 
beneficial effects for it, including the mastery of symptoms, the institution of 
self-discipline, the tolerance of anxiety and tension, and the repression of in- 
expressible impulses and drives [96-100]. The patient feels an acceptance in 
the group such as he could not experience elsewhere. He finds that he can be 
self-expressive, and that his impulses and drives do not make him bad or worth- 
less in the eyes of others. He eventually discovers that he can gain status within 
the group. 
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Many persons benefit through the social contacts they make in such a group 
setting, particularly when they find other persons with whom they can share 
experiences. The relationships established in the group help to ease social ten- 
sions and to promote self-confidence. 


MUSIC THERAPY 


Music has been credited with a potential for releasing psychic energy, for 
stimulating pleasure feelings, for exciting daydreams and fantasies, for over- 
coming tension, for bringing the withdrawn individual back to reality, and for 
diminishing fatigue. These effects have not yet been studied systematically and 
require research validation. While music undoubtedly has some use as a treat- 
ment adjunct, considerable research is required before it can be considered a 
reliable therapeutic tool [437]. 


INDICATIONS FOR SUPPORTIVE THERAPY 


Individuals responsive to supportive therapy are those with good ego 
strength who have, up to the present illness, made a satisfactory adjustment, but 
have broken down under the impact of excessively severe environmental pres- 
sures and stresses. Such persons are often enabled, with supportive measures, to 
restore themselves to the equilibrium that existed prior to their upset. Supportive 
therapy is also indicated in persons with weak ego structures whose capacities 
for real change are minimal, and who are unable to endure the anxieties in- 
evitably associated with insight therapy. While the treatment objectives are 
partial, and do not allow for complete personality rehabilitation, adjustment to 
the existing neurosis, with utilization of one’s available resources to the full and 
minimization of one’s liabilities, may be all the patient wants or all he needs at 
the time. 

It must be recognized that there are persons whose ego structures are so 
weak, and whose motivations are so inadequate, that they are unable to partici- 
pate in a treatment process where they might achieve a more or less complete 
rehabilitation. The aim in therapy, here, may have to be a modest one, toward 
enabling the individual to live with his neurotic defenses as comfortably 
as possible. 

In certain instances supportive therapy does not work. This occurs prin- 
cipally when the patient has problems with authority which are so severe that he 
automatically goes into competition with an authoritative person, depreciating, 
seeking to control, acting aggressive and hostile, detaching himself or becoming 
inordinately helpless. These reactions, appearing during therapy, may act as in- 
surmountable resistances to the acceptance of help. 

In all patients receiving supportive therapy, an effort should be made to 
motivate them toward accepting some kind of insight therapy in order to insure 
greater permanence of results. 


6 


Insight Therapy with Reeducative Goals 
(Reeducative Therapy) 


THE RELATIONSHIP BETWEEN PATIENT AND THERAPIST MAY BE EMPLOYED 
with the object of achieving more extensive goals than those of supportive 
therapy; namely, an actual modification of the patient’s attitudes and behavior 
in line with more adaptive life integration. The therapist here attempts to initiate 
in the patient an examination of his interpersonal processes, with the aim of 
giving him insight into how he participates in fostering his own emotional dis- 
turbance. Disorganizing attitudes and behavior, and some of the conflicts that 
inspire them, are explored to determine how and why they initiate and sustain 
maladjustment. With such understanding, the individual is best able to reorganize 
his values and behavioral patterns. The depth of insight varies. In some cases, a 
mere awareness of his interpersonal difficulties enables the individual to avoid 
habitual pitfalls, and to manage his life more constructively. Here, no extensive 
modification of his basic conflicts occurs, even though latent capacities may be 
liberated. This approach is, more or less, reeducative, and therefore may be 
designated as “insight therapy with reeducative goals,” or “reeducative therapy.” 

The objectives in reeducative therapy are the gaining of insight into the 
more conscious attitudes, conflicts and interpersonal relationships with deliberate 
efforts, once ample insight has been achieved, at environmental readjustment, 
goal modification, and the living up to existing creative potentialities. The insight 
gained is rarely of sufficient depth to permit of a real dissolution of unconscious 
conflict, Nevertheless, the individual achieves sufficient understanding of his 
problem to check acting-out tendencies; to modify remediable environmental 
distortions or to adjust to irremediable ones; to organize his life goals more 
rationally and to execute them in a facile manner; to consolidate some adaptive 
defenses and to alter others that are less adaptive. Superficial as these objectives 
may seem, they are eminently worthwhile, and for reasons that will be con- 
sidered later, are often as far as many patients can progress, even with the most 
intensive reconstructive approaches. Indeed, in many instances, reeducative ther- 
apy is the treatment of choice. 

Reeducative therapy is conducted through an examination by the patient 
and the therapist of the ways the patient relates to people and to himself. Sources 
of tension and anxiety are explored, and the patient is helped to recognize cer- 
tain aspects of his behavior that are destructive to his adjustment. He is then 
encouraged to experiment with new interpersonal attitudes. Additionally, he is 
stimulated to utilize his assets to best advantage, and to expand positive qualities 
within himself. While interview procedures are employed, little or no use is 
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made of dream material, transference manifestations and free association. Some- 
times reconstructive changes occur as a consequence of reeducative therapy, 
although these are not specifically the goals toward which treatment is being 
directed. 

The application of reeducative therapy requires specialized training which 
sensitizes the therapist to interpersonal nuances and teaches him how to handle 
or minimize some aspects of transference and resistance. While personal psycho- 
analysis or personal reconstructive therapy is helpful, it is not absolutely essen- 
tial in executing this approach, provided the therapist does not have too severe 
neurotic difficulties, and provided that he is aware of and can control his inter- 
personal problems as these are projected into the relationship with the patient. 
Among reeducative therapeutic approaches are “relationship therapy,” “attitude 
therapy,” distributive analysis and synthesis, interview psychotherapy, therapeu- 
tic counseling, therapeutic casework, reconditioning, reeducative group therapy, 
semantic therapy and bibliotherapy. 


“RELATIONSHIP THERAPY” 


Relationship therapy was the name given by John Levy [ 101} to a process 
in which the patient-therapist relationship was the focus of treatment. While it 
was acknowledged that the patient projected into the relationship many attitudes 
and feelings related to the past, interpretations were given to him in terms of 
feelings he experienced in the present. Allen [102] has described a system of 
relationship psychotherapy with children which acts as a positive growth ex- 
perience, releasing forces that make for more complete development. The work 
of Taft [703] on the relationship aspects of casework may also be considered in 
this category. 

As the name “relationship therapy” implies, the relationship is the vehicle 
that both promotes change and serves as a target for an inquiry into basic inter- 
personal patterns. The therapeutic relationship constitutes for the patient a new 
experience with a human being, which permits a full expression of habitual 
strivings without retaliatory injury or rejection, such as he is wont to anticipate 
in customary relationships. The insight gained in the unique therapeutic rela- 
tionship helps the patient to readapt himself to his life situation, and to aspire 
to some of his developmental potentials. Actually, what is described as “rela- 
tionship therapy,” has been recognized as constituting a vital aspect of all 
therapies. 


“ATTITUDE THERAPY” 


The term “attitude therapy” was used originally by David Levy [104] to 
describe a process of treating children by working with the disturbed attitudes 
of their parents. At present, the term is sometimes employed to describe a re- 
educative procedure focused on the current attitudes of the patient. Distortions in 
attitudes are examined, their origins discussed, and their present purpose ap- 
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praised. Following this, attitudes that make for harmonious relationships are 
introduced as topics for discussion, and the patient is helped to incorporate these 
as substitutes for his maladaptive attitudes. Thorne [105], for example, sug- 
gests a reeducative method that identifies “core attitudes” which cause varied 
secondary traits and characteristics. The “core attitudes,” once identified, are 
neutralized by presenting opposite healthy attitudes to promote a reorganization 
of attitudinal constellations. Since the patient will not yield his old attitudes 
readily, repeated emphasis of new attitudes is essential to achieve desired results. 
A systematic reconstruction of the patient's attitudes in various areas of life is 
attempted. Reinforcement of new attitudes is achieved by providing the patient 
with corrective emotional experiences. 


DISTRIBUTIVE ANALYSIS AND SYNTHESIS 
(PSYCHOBIOLOGIC THERAPY) 


Adolf Meyer [106,107], founder of the psychobiologic school, emphasized 
that the human being was an “experiment in nature,” the result of the integrated 
activity of his somatic, neurologic and psychologic make-up, blending with his 
social conditionings. It was impossible, he claimed, to isolate any one of the many 
structures that made up the totality of man. They all had to be considered in 
relation to the living individual and not regarded as detached units. Further- 
more, Meyer urged an empiric viewpoint, utilizing the contributions of any of 
the various branches of science that could shed light on the total activity of the 
person. Man was to be studied as a functioning unit in society and as a part of 
nature by means of the scientific method of observation which was to be applied 
on various levels of integration. Because man evolved from lower forms, it was 
necessary to study his physics, chemistry, biology, embryology, anatomy and 
anthropology. Because man differed from lower forms, it was essential to study 
his more highly developed functions which distinguished him from the lower 
species. The most intricate function was that of his mental activity, which Meyer 
termed “mentation” or “the minding function.” This included the ability to 
sense, imagine, discriminate, communicate ideas, learn, recall, think and reason. 

In studying man’s behavior, it was necessary to take into account everything 
significant in the life history of the person; including his heredity, body build, 
temperament, developmental history, illnesses, traumatic experiences and the 
interaction of the individual with his parents, siblings and other significant per- 
sonages. It was necessary to consider his intellectual, spiritual and sexual de- 
velopment; his school, vocational, marital and community adjustments; as well 
as his interests, ambitions, moods, habits and life goals. Toward this end, the 
therapist was enjoined to exploit all methods of diagnosis and to utilize various 
physical and psychologic tests. In examining and recommending treatment for a 
person, it was important to understand that each individual had a different 
capacity for bearing stress. Hence, it was necessary to evaluate the strength of 
his personality through an investigation of his assets and his liabilities. 

The psychobiologic approach, with its emphasis on eclecticism, and its con- 
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sideration of every facet of the individual's functioning as material for inquiry, 
had a most important influence on the Mental Hygiene movement in this country. 
It gave rise also to an eclectic therapy known as “distributive analysis and 
synthesis,” or “‘psychobiologic therapy.” 

In psychobiologic therapy [108-110] there is a systematic examination of 
all forces that go into the shaping of the human being; namely, hereditary and 
constitutional elements, early childhood conditionings, and later experiential in- 
fluences, including educational, economic, work, marital, interpersonal and 
social factors. An initial work-up consists of a thorough investigation of both the 
patient’s problem and his personality. This usually involves an inquiry into the 
individual’s life history, a physical examination, and psychologic testing. A 
psychiatric social worker, clinical psychologist, internist and psychiatrist can 
function together as a team here in making a proper study. 

The character of the complaint, the history of its development, and the 
patient’s past and current attitudes toward it are discussed thoroughly. All avail- 
able sources are explored, with the help of a psychiatric case worker if necessary, 
to determine hereditary, constitutional and experiential elements of importance 
in explaining the patient's reactions. The, patient’s social, sexual, work, educa- 
tional and recreational adjustments are investigated, as are his interests, ambi- 
tions, habits, cravings and conflicts. Since the therapeutic objective is the re- 
training of unhealthful attitudes, and the elimination of immature reaction pat- 
terns, it is essential to obtain as clear an idea of the patient's personality in 
Operation as is possible. 

A physical examination is important not only in detecting existing organic 
conditions, but also to reassure the patient, and to inspire confidence in the com- 
petence of the therapist. X-ray and laboratory facilities are utilized where indi- 
cated. Psychologic testing, particularly projection tests, yield data as to personality 
resources and liabilities, existing anxieties and conflicts, and the nature of the 
patient’s defenses against anxiety. 

The initial work-up is invaluable in estimating the best type of therapy to 
utilize at the start, the prognosis, and the possible duration of treatment. It 
allows for a much more scientific approach to the patient’s problems. 

Factors divulged in the initial study, which have operated to mold the 
individual’s personality and to produce the present disorder, are examined system- 
atically in a series of interviews. The therapist then directs the patient’s ex- 
plorations into important areas of the past and current disturbance. Analysis of 
the past is considered important in providing the therapist with an understanding 
of the make-up of the individual. However, the past is translated in terms of the 
patient’s present attitudes. Formulation of his difficulties is couched in concepts 
consonant with the patient’s current capacities for understanding. The therapist 
always attempts to avoid leading the patient into material he is unable to face, 
and he tries to circumvent the stirring up of guilt or resentment which may in- 
terfere with progress. The manner of thinking displayed by the patient, and 
his general reaction tendencies, are carefully collated. A life history chart may be 
constructed, detailing the important facts in the patient’s case, including family 
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background, socio-economic influences, and significant childhood and adult 
experiences. 

Once a blueprint is obtained of the formative and presently operating in- 
fluences in the patient’s neurosis, the therapist strives to help the patient make 
constructive use of what has been discovered. This is done by discussions in 
great detail covering those facts which have influenced the patient and his prob- 
lems. The patient is enabled, through these discussions, to gain insight into his 
difficulty. During each interview, positive and constructive elements are accented, 
successes are emphasized and hopeful elements are brought to the fore. This is to 
counterbalance and to counteract negative, destructive forces and liabilities. The 
patient's assets are constantly weighted against his liabilities. A “synthesis” is 
then made of those factors that can help in his adjustment, and the patient is 
encouraged to deal with life from a healthier vantage point. He is enjoined to 
correct disturbing environmental situations, and to avoid or control traits which 
influence his adjustment adversely. He is also helped to develop adequate com- 
pensations. As treatment goes on, and more material becomes available, the ther- 
apist may have to reformulate his initial hypothesis. 

A number of supportive techniques, like suggestion, guidance, reassurance, 
persuasion, and confession and ventilation, may be used jointly in effectuating 
the goal of a more constructive adaptation. Where the therapist is analytically 
trained, he may deal with the more deeply repressed material, utilizing psycho- 
analytic techniques, such as free association and dream interpretation. While the 
clinical material of psychoanalysis is accepted in psychobiology, psychoanalytic 
theoretic explanations are considered intuitive and metapsychologic rather than 
scientific. Therefore, a broader bio-psycho-sociologic explanation is attempted, 
for which there is experimental evidence or reasonably assured probability. 

Even though the therapist maintains a benevolent authoritative relationship 
with the patient, dependence on the therapist is not encouraged. Pointed ques- 
tions are asked and areas of discussion are delineated, but the patient is stimu- 
lated to think things through for himself. The focus in therapy is on present 
situations and symptoms, of which the patient is aware, rather than upon un- 
conscious attitudes and mechanisms. The relationship between the patient and 
therapist is not analyzed, and no attempt is made to induce the patient to relive 
past experiences, although an understanding of present reactions in the light of 
past conditionings may be stressed. 

The techniques that have been outlined may, in an incredibly short time, 
help to restore a patient to an emotional equilibrium, symptom-free and capable, 
because of the knowledge he has gained, of avoiding pitfalls that have hitherto 
created anxiety. Additionally, the patient may learn to utilize his assets to best 
advantage and to get along in life far better than he ever did before. By showing 
him how to avoid difficulties in his relationships with people, it may relieve him 
of much anxiety, tension and hostility. Acquainting him with his character weak- 
nesses, and guiding him to organize his activities around them, may make his 
life more tolerable. Helping the person to discover positive qualities within him- 
self, may raise, to some extent, his pathologically low estimate of himself. While 
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the dynamic sources of the individual’s emotional problem are not tackled 
directly, as in reconstructive therapy, the relationship with the therapist may 
inspire curative forces that influence personality growth. 


INTERVIEW PSYCHOTHERAPY (PSYCHIATRIC INTERVIEWING) 


Psychiatric interviewing is the name given to certain interview procedures 
which attempt to bring the patient to an awareness of himself by focusing the 
interview on pertinent problems. Most types of psychiatric interviewing are 
forms of insight therapy with limited goals, since deeply repressed elements of 
personality are not brought to awareness. Transference material and dreams are 
not generally employed. 

Finesinger [111] describes a form of interview psychotherapy which is 
based on the following four factors: an effective doctor-patient relationship, the 
employment of goal-directed planning and management, the focusing of content 
on specific aspects of behavior, and the use of minimal activity. 

The ultimate goals in treatment are formulated in advance, considering the 
preliminary diagnosis, the patient’s needs and the therapist’s clinical experience. 
Intermediate goals are determined by what is happening in the doctor-patient 
relationship, and by the kind of material that is brought up during discussions. 
Focusing of the interview is generally, at first, along lines of an inquiry into 
existing symptoms, attitudes and problems. Next, there is a search for repetitive 
patterns in the patient's behavior. Then, the effect of habitual patterns of current 
behavior is explored with an investigation of the meaning and function of such 
patterns, as well as their historical origin. Flexibility must be observed in inter- 
mediate goals, and there is usually a shift from one to another, determined by 
the needs of the situation. Interpretations are made for the patient, as required, 
and, from time to time, there are summarizing interpretations. 

A focusing of the patient's attention on relevant topics is essential to avoid 
rambling. This may be achieved by exhibiting interest or by displaying disinterest 
in specific topics brought up by the patient. The therapist employs as minimal 
amounts of activity as are consistent with his therapeutic plans and goals. Only 
when the patient fails to respond, does the therapist become more active. A care- 
ful regulation of the relationship is essential, being balanced between emotional 
support and the stimulation of tension to activate therapeutic progress. 

Interviewing procedures consist of studied non-verbal and verbal responses. 
Included in the former are facial expressions, nodding, glances, gestures, pos- 
tural changes, vocal inflections and intonations. Low activity verbal responses 
are preferred, and consist of articulate syllables with rising inflection, repetition 
of the patient’s last uttered word, elaboration of the last word, mild commands, 
and questions of a general or specific nature aimed at exploring a certain topic. 

Greater activity is required only where material is not readily obtained. 
Technical procedures here include a repetition of the patient’s statements with 
special emphasis, rearrangement or juxtaposition; statements of a descriptive, 
elaborative or summarizing nature; and direct questions in relation to associa- 
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tions. Difficulties in communication may be handled by questions related to the 
difficulty, and by mild or more active encouragement to talk. Methods of marked 
activity are used only when absolutely essential. These consist of suggesting 
reasons for reticence, interpreting the reasons, provoking emotional reactions 
through rapid probing, focusing on transference, forcing the patient to verbalize 
material, or displaying affect. Extreme active measures are rarely indicated, 
such as active reassurance, shared experiences, gratifying the demands made by 
the patient, and shifting the relationship in the direction of a social experience. 
The learning of this interview method is said by Finesinger to be achieved 
readily with some supervision. 

A less structured method of therapeutic interviewing, directed toward goals 
of insight, has been described by Stanley Law [112] which he believes can be 
learned and practiced by general practitioners. 


THERAPEUTIC COUNSELING (PSYCHOLOGIC THERAPY) 


Modern counseling methods often utilize psychotherapeutic procedures of a 
reeducative nature {113-120}. A number of systems of psychologic interviewing 
have been described. Perhaps the most widely discussed of these are “non- 
directive therapy” and “directive therapy.” 


1. Non-directive or “Client-centered” Therapy 


The “non-directive or “client-centered” approach of Carl Rogers and his 
colleagues [121-126] is predicated on the principle that the client or patient is 
the one who is responsible for his own destiny, in that he has a right of choice of 
solution for his own problems irrespective of the choice of the therapist. Residual 
in each individual, it is contended by Rogers, are resources for growth which 
need merely to be released to enable the person to achieve maturity. The therapist 
strives to unleash growth forces by refraining from imposing patterns and values 
on the patient, and by promoting in the relationship the free expression of 
feeling. 

The feelings of the individual are always accepted in a tolerant, non- 
judgmental way, and are reflected back to the person in order to bring to his 
consciousness the full pattern of his emotional attitudes. At times the rephrasing 
of the patient’s utterances helps the patient to clarify facts for himself. The 
catharsis involved in the process, as well as the therapist’s activity in reflecting 
feeling, are believed to lead to genuine self-understanding and insight in the 
individual's own terms. The release of normal growth potentials helps the 
patient to gain control over discordant forces in himself. The role of the ther- 
apist, thus, is to act as a catalyst of growth, not to impose growth on the patient. 

Treatment, accordingly, is oriented around the idea that the individual him- 
self has the capacity to deal effectively with those aspects of his personality of 
which he becomes conscious during the relationship with the therapist. It is 


INSIGHT THERAPY WITH REEDUCATIVE GOALS 43 


assumed that the patient can achieve insight in the relationship and that he can 
accept and make constructive use of responsibility. Because efforts to interpret, 
evaluate or guide the individual are felt to hamper the emerging sense of self- 
direction and self-growth, a passive role on the part of the therapist is manda- 
tory. Rogers insists that a non-directive approach is not to be confused with a 
laissez-faire policy, which the patient is apt to regard as evidence of rejection 
or indifference. A truly non-directive attitude avoids clarification of the indi- 
vidual’s attitudes, since this is a form of subtle directiveness. The function of 
the therapist is to perceive empathically the feelings of the patient and to com- 
municate this understanding to him. It is essential for the therapist to discard his 
preoccupation with diagnosis, to stop making professional evaluations, to elim- 
inate estimates of accurate prognosis, to abandon all attempts to guide the indi- 
vidual, and to concentrate solely on accepting and understanding the attitudes 
of which the patient permits himself to become conscious. 

During therapy, there is a gradual shift in the content of the material dis- 
cussed—from symptoms to explorations involving the self. Changes develop in 
the perception of and attitude toward the self, with more positive appraisals and 
a mote realistic consideration of oneself and one’s environment. Judgments are 
recognized as originating in values residing within, rather than outside of the 
self. Perceptions shift from wide generalizations to more limited ones rooted 
in primary experiences. Symbolizations become more adequate and highly dif- 
ferentiated, Movement becomes more and more pronounced toward awareness of 
denied or repressed experiences and feelings. Changes occur in personality struc- 
ture and organization, toward increased unification and integration. There is a 
lessening of neurotic tendencies, a decreased amount of anxiety, a greater ac- 
ceptance of oneself, a heightened objectivity in the handling of reality, a more 
constructive way of mediating stress, a more harmonious expression of attitudes 
and feelings, and an increased intellectual functioning. Developing changes in 
behavior are in line with improved adjustment and maturity. Decreased tension, 
lessening of defensive tendencies, and greater tolerance of frustration are con- 
comitant. 

As has been indicated, diagnosis in non-directive therapy is not felt to be 
essential to the treatment process. Indeed it is conceived of as a hindrance. 
Making a diagnosis is also felt to involve dangers of subordinating the indi- 
vidual to an evaluation by authority, putting the therapist in a godlike role. 
This opposes the atmosphere of equality essential to the non-directive approach, 

Rogers has revised upward his original idea of non-directive therapy as 
being most useful in essentially normal people who have sufficient personality 
integrity to solve their problems with a minimum of help from the therapist. 
His more recent contention is that his method is universally applicable, ranging 
from mild adjustment difficulties to severe psychoses, from “normal” to 
deeply neurotic situations, from immature dependent people to those with strong 
ego development, from lower class to upper class individuals, from lowly to 
highly intelligent persons, from physically healthy individuals to those with 
psychosomatic ailments. While in each of these groupings failures are said to 
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occur, non-directive therapy is believed by Rogers to be widely applicable to all 
people from the ages of two to sixty-five years. 

It is claimed that transference does not develop often in non-ditective 
therapy, since the individual is not evaluated or held subject to specific rules. His 
self-esteem consequently is prevented from crumbling, avoiding thereby a de- 
pendent relationship. Where transference occurs, it is more or less disregarded, 
the other material brought up being considered more important than transfer- 
ence material. Transference is thus simply accepted and not explored or in- 
terpreted; and where the individual feels understood, tranference attitudes are 
said to disappear or to express themselves so minimally as not to interfere with 
progress. 

The popularity of non-directive methods is due to the fact that they are 
relatively simple for the therapist to master, requiring little clinical experience 
to get results and involving few dangers to the patient who works out his own 
problems. Many experienced psychotherapists agree with Thorne [127] that 
non-directive approaches have serious limitations, both in terms of accomplished 
goals and in the kinds of problems that respond to the method. 

A probable reason for the relative absence of transference in non-directive 
therapy is that it is circumvented. The focus is on the present rather than the 
past. Specific discussion of the therapeutic relationship is not encouraged. Con- 
centration is on reality rather than on derivatives of the unconscious. Dreams, 
fantasies, slips of speech, and the immediate feelings of the patient toward the 
therapist are not emphasized. 

Non-directive methods are most helpful in individuals of relatively sound 
personality structure who require aid in clarifying their ideas about a current 
life difficulty or situational impasse. They are definitely much less effective in 
serious emotional problems in which anxiety elements are present. Anxiety is 
the greatest motivant of all human behavior. In most emotional ailments, anxiety 
impedes and even blocks the emergence of positive growth potentials in the 
patient, no matter how tolerant and permissive the therapist may be. Anxiety 
nurtures resistance which can effectively prevent the patient from thinking about, 
or spontaneously focusing on, significant conflictual patterns. Left to his own 
devices, the patient will usually avoid coming to grips with deep anxieties. He 
will even choose to retain neurotic defenses, warding off, in this way, inherent 
impulses for growth. It is essential, then, that the therapist enter actively, at 
times, into this neurotic cycle. Resistances may have to be dealt with in a direct 
and even forceful way. Similarly, even though the patient may acquire self- 
understanding, anxiety may prevent his utilizing insight in the direction of 
change. Here directive measures may be required before the patient yields up 
his inertia. Thus choice or rejection of non-directive therapy will depend on 
whether or not the individual is deeply disturbed emotionally, his existing ego 
strength and the nature of the problem for which he seeks help. 

The field of non-directive therapy has, nevertheless, made an important 
contribution to psychotherapy by pointing out processes involved in interviewing 
and in the management of certain phases of treatment, especially termination. 
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2. Directive Therapy 


Directive approaches put the therapist in the authoritative role of making 
positive suggestions to the patient, supplying him with information and urging 
him on toward certain courses of action. Goals are more or less vested in the 
therapist who disects, tears down, rebuilds and resynthesizes the personality. 

Thorne {128} describes a number of techniques helpful in achieving these 
goals. For instance, the patient may be given information along educational 
lines, with the object of reorienting his Weltanschauung. The patient is here 
confronted with factual information about himself in an effort to get him to re- 
evaluate his attitudes [129]. The case history is used by Thorne both as a 
diagnostic and as a therapeutic aid, helping in establishing rapport, promoting 
catharsis, giving reassurance and fostering insight [130]. A more active tech- 
nique is the therapeutic use of conflict [731]. On the basis that certain malad- 
justments are sponsored by a pathologic lack of conflict, certain conflicts may be 
induced in the patient as a therapeutic method. Here, the patient is confronted 
with situations or with information that provokes him to reevaluate attitudes in 
the direction of reality. The patient is thus forced to work through some of his 
problems toward a more satisfactory solution by being presented with his in- 
consistent or conflicting attitudes in so forceful a way that he is motivated to 
resolve them. A number of other procedures may be employed, the extent of 
directiveness varying from forceful coerciveness to a relatively participating 
relationship. 

Criticisms of directive psychotherapy are voiced in terms of the imposition 
on the patient of the therapist’s goals and sense of values, and the repetition of 
the disciplinary atmosphere of the child-parent relationship. Under these cit- 
cumstances, liberation from the yoke of one’s authoritarian conscience is 
impeded, and there is an interference with growth potentials toward asser- 
tiveness and independence. A great disadvantage claimed is that the patient 
is apt to be kept on a dependency level longer than is necessary. Where the aim 
in therapy is to make the patient self-sufficient and capable of finding security 
within himself, directiveness may inhibit this aim. In looking for security or 
support from the outside, from another individual who will impose it or who 
will present it to him as a gift, the patient never develops the ability to take a 
stand in life and to become a stronger and more independent being through his 
own resources. Another criticism of directive therapy relates to the fact that 
hostility is often said to be mobilized by the very nature of the authoritarian 
relationship. This prevents the patient from liberating himself from a punitive 
and severe conscience fostered by an irrational attitude toward authority. While 
the new ways of conduct that are developed may be better than those the patient 
has followed most of his life, they do not alter his self-structure. In relation to 
the therapist, the patient remains still a child who has incorporated the mandates 
of the parent. He has not been given a real opportunity to grow and develop 
adult ego strength. 

The value of directive therapy is in the techniques that have been evolved, 
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which may be adapted to some aspects of a therapeutic program, particularly 
during the phase of translating insight into action. 


CASEWORK THERAPY 


In rendering help to people with social difficulties, the handling of their 
personality problems has been found to be an essential and often inevitable part 
of the service given. This expanded kind of service has been designated “‘case- 
work.” Many of the procedures developed and used in casework are psycho- 
therapeutic in nature [732—136}. In recent years the casework field has been 
divided into two main groupings: “functional casework,” and “diagnostic case- 
work,” each of which has evolved a special methodology. 


1. ‘Functional Casework” 


The school of “functional casework” [137] is oriented around the teach- 
ings of Otto Rank. It attempts to help people seeking specific services in social 
agencies, in such a way that the use of the services becomes psychologically con- 
structive for the individual. The relationship with the caseworker therapist is 
considered a “helping process” in which the individual experiences a new, 
constructive way of observing himself and of relating to another person. The 
relationship serves as a kind of laboratory in which the individual acts out, with 
a representative of authority (the therapist), the full range of attitudes and 
patterns that he habitually cherishes toward authoritative persons; such as, 
belligerency, detachment, ingratiation, and the need to control or be controlled. 
The therapist handles these projections as a necessary part of the client’s accept- 
ing help, and, in tolerant acceptance, reflects back to the individual the differenti- 
ation between his projections and the existing realities. This enables the in- 
dividual to become aware of his characteristic ways of relating, and permits him 
to accept in a realistic manner the kind of help offered him by the therapist. The 
individual assumes direction for his own processes of change; his choices and 
goals are conceived of as his right and responsibility. Within the limitations of 
the structure of the agency, the individual is free to move toward self-responsi- 
bility and self-acceptance. The relationship between therapist and individual is 
thus believed to serve both as a means of solution of a specific problem, and as a 
genuine growth experience. While some of the aims of functional casework are 
reconstructive, the average worker is not trained to deal with the more un- 
conscious aspects of experience. Therapy is thus geared to reeducative goals. 


2. "Diagnostic Casework” 


The school of “diagnostic casework” {138}, drawing largely from the 
teachings of Freud and his contemporaries, tries to provide a corrective emo- 
tional experience for the individual, through the medium of a positive relation- 
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ship with the caseworker therapist. The relationship is not the central core of 
treatment as in “functional casework,” but is rather used as a vehicle toward 
increasing the individual’s ability to solve his problems on a more mature level. 
The attitudes of the individual and the kind of relationship he seeks with the 
therapist are used diagnostically, but do not determine the direction of therapy. 
Treatment is goal-directed toward dissipating inner conflict and expanding ego 
strength, as well as reducing, by social planning, existing environmental pres- 
sures. Objectives are variably graded to meet requirements of the diagnosis and 
the specific needs of the individual. Techniques, which include emotional 
catharsis, reassurance, guidance, clarification and interpretation, are used in 
whatever ways best serve to increase the capacities of the ego. The focus of dis- 
cussion is on the individual’s problems, on ways of resolving these, and on ob- 
stacles from the standpoint of inner feelings and social reality. There is a con- 
tinued evaluation and reevaluation of the problem from cues supplied by be- 
havior patterns and attitudes, from the individual’s responses to the therapeutic 
situation, and from reactions to interpretations and suggestions made by the 
therapist. Projected irrational feelings and attitudes are recognized and dis- 
cussed, leading to greater awareness of current patterns of behavior and of their 
origins in earlier relationships. The individual gradually sees connections be- 
tween his present attitudes and conflicts and those that he harbored toward 
parental and other past personages. The result is a strengthening of ego 
capacities, a reappraising of reality issues divorced from anachronistic expecta- 
tions, a developing of a sense of being valued, and an incorporating of ac- 
ceptable social concepts and standards. As in functional casework, dreams and 
other derivatives of the unconscious are accepted, but are not handled or in- 
terpreted unless the caseworker is trained to do reconstructive therapy. 


RECONDITIONING 


Reconditioning may be described under reeducative therapy, since it has 
as its aim a substitution of new patterns for old. The fact that neurotic patterns 
of behavior are the product of faulty conditionings suggests that normal be- 
havior patterns may be substituted for neurotic ones by a process of recondi- 
tioning. 

Among the earliest work reported along this line is that of Jones [139] 
who experimented with a child who, bitten by a rabbit, had developed great 
fear of the animal and of rabbits in general. Jones believed that if he could get 
the child to associate the rabbit with a pleasant emotion, fear of the creature 
might be lost. He decided to feed the child appetizing foods when the child 
became hungry; at the same time exposing the child to the sight of the rabbit 
held at a distance; then, gradually diminishing the distance. The experiment 
was successful, and the child no longer experienced fear of the rabbit. 

Other reconditioning experiments have been performed by Yates [140], 
Max [141] and Mowrer and Mowrer [142]. Yates, treating a girl who was 
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upset emotionally by the presence of men, had her repeat the word “calm,” 
while associating with it at the same time, ideas of security, well-being and 
peace. She gradually learned that constant repetition of the word in the presence 
of men sufficed to maintain her emotional composure. Max treated a homo- 
sexual patient who was obsessed with homosexual thoughts whenever he came 
into contact with a certain inanimate object. Presenting this object to the patient, 
and giving him an electric shock at the same time, sufficed to terminate the 
power of the object to excite homosexual thoughts. Mowrer and Mowrer treated 
enuresis by constructing an apparatus that was placed in the bed of the enuretic 
child. The bed, when wet, caused a circuit in the apparatus to close and to ring 
a bell, thus awakening the child. They discovered that after three or four such 
experiences, the impulse to urinate in itself sufficed to arouse the child. 

The reconditioning of phobias is sometimes effective, particularly those 
phobias that have been established on the basis of fortuitous conditionings. 
Habits which the patient finds difficult to break; such as excessive smoking, 
nail-biting, over-eating, alcoholic indulgence, and some forms of addiction to 
medicaments, respond to this method, particularly when there is reinforcement 
by hypnosis {143}. 

Thorne [144] describes a method whereby fear reactions may be dissipated 
through a conditioning process of verbally admitting the presence of fear, of 
appreciating that it is a common reaction, of anticipating its arousal, and of 
training oneself to avoid inappropriate responses. Tasks may be assigned which 
enhance emotion-control and self-control, and the patient is reminded that 
many months will be required before success is complete. 

In this category may be classified Salter’s “Conditioned Reflex Therapy” 
[145] in which, through authoritarian direction, the patient is enjoined to 
abandon destructive patterns of behavior and to practice new habits that will be 
of value to him. Postulated is the theory that healthy biologic organisms are in a 
state of free emotional expressiveness (excitatory state). On the other hand, 
unhealthy organisms, with emotional illness, are said to be in a state of 
pathologic inhibition, which has become a conditioned response and which 
blocks normal excitation. Therapy must be directed toward unlearning condi- 
tioned inhibitory reflexes, and replacing them with conditioned excitatory re- 
flexes. This is accomplished by deliberately practicing excitatory emotional re- 
actions until they become established as conditioned reflexes. Thus, the patient 
is encouraged to express his feelings openly, accompanying these by appropriate 
or exaggerated motor reactions. Whenever he is in a situation where he disagrees 
with others, he must deliberately and forcefully express himself instead of in- 
hibiting his feelings. Spontaneous reactions to new situations are preferred to 
practiced or conventionalized behavior. Expressing self-praise and promulgating 
one’s own opinions and values are urged as a means of increasing self-con- 
fidence. By practicing such “positive” and “excitatory” acts, the patient is said 
to be liberated from the harmful effects of inhibition. The hypothesis on which 
Salter bases his therapy has been attacked as highly speculative, and his claims 
of success are regarded as over-optimistic. 
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SEMANTIC APPROACHES TO THERAPY 


Semantics deals with systems of symbols; including language structures, 
and the uses made of these systems by individuals and social groups, as well as 
the influence on the systems by the existing social values and individual behavior 
tendencies [146]. Therapeutically employed, semantics tries to teach the in- 
dividual the principles of scientific thinking through a more valid use of 
communication. 

The employment of semantics as a therapeutic method necessitates a high 
degree of intelligence in the patient and requires special semantic training for 
the therapist. During treatment a mutual examination of verbal forms used by 
both therapist and patient is made, to see whether exact meanings ate being com- 
municated. There follows a detailed evaluation of the patient in relation to his 
language efficiency and the prevalence of semantic problems. Finally, semantic 
retraining is employed, to teach the patient the more exact use of symbols and 
terms. Adequate problem-solving presupposes a sufficient mastery of language 
and use of symbols to enable the person to state his difficulties, differentiate 
them, make inferences, and draw conclusions from facts. The person must know 
something about the uses and abuses of symbols. These are the foci of investiga- 
tion in semantic therapy. 

Johnson [147] has outlined the effect of semantic difficulties on adjust- 
ment. One syndrome of maladjustment is the product of unrealistic ideals in 
life which bring about disappointment and frustration. Part of the problem is 
due to the doubt which governs the individual’s ideas, making it impossible for 
him to conceptualize clearly what he wants from life. He is, therefore, 
inevitably disappointed in his efforts to gain pleasure in living. Another source 
of maladjustment is the fact that he cannot identify or even state his problems 
coherently because his language is poorly organized and lacking in clarity. This 
vagueness in thinking, embracing faulty notions about himself and fallacious 
concepts of the meaning of life, interferes with the formulation of realistic 
goals. 

Semantic distortions include over-verbalization, which may serve the func- 
tion of avoiding silence, of concealing the truth or of searching frantically for 
meanings. Under-verbalization is another response, which is often motivated by 
a fear of failure, demoralization or perfectionistic strivings. There may be great 
verbal rigidity involving content, modes of phrasing and moods. There may 
also be a defect in the capacity to discriminate levels of verbal and non-verbal 
abstracting. Other disturbances of communication occur that require careful 
analysis and diagnosis. 

In therapy, once a good relationship with the therapist is established, 
semantic training and reorganization is practiced. Interpretations are given the 
patient as his semantic defects become apparent. Training proceeds as rapidly 
as the patient’s resistances will permit. As the patient becomes capable of 
formulating his problem cogently, he gains confidence in his ability to com- 
municate with freedom and clarity. His verbal rigidities relaxing, he becomes 
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more conscious of his real problems, his feelings about himself and his life goals. 
By being able to put his problem into meaningful words, the person is helped 
to achieve greater volitional control over his emotional processes. 

When we evaluate the semantic approach to therapy, we have to consider 
that all emotional ailments are associated with problems in communication. 
These involve, among other things, vagueness in phrasing and defects in con- 
ceptualization. So long as there is an unclearness in the use of symbols, the in- 
dividual is unable to define, differentiate, or to think critically about his attitudes, 
values and life goals. It is likely that a good part of the existing communication 
difficulty in emotional illness is the product of repression—a purposive attempt 
to cloud issues in order to keep painful aspects of the personality outside the 
range of awareness. During any kind of psychotherapy, the patient, as he masters 
anxiety, becomes capable of expressing himself more and more clearly, and of 
verbalizing in increasingly explicit terms that which he has hitherto merely 
been able to feel. This restores to the patient a measure of volitional control 
over his impulses, and enables him to deal more adequately with the sources 
of his problem, 

In summary, semantic approaches to therapy put the emphasis on the pa- 
tient’s difficulties in communication. Emotional illness is regarded as essentially 
involving problems of symbolic functioning, and the focus of therapeutic effort 
is on defining and clarifying symbols, making the patient’s use of them more 
precise. It is obvious that the successful achievement of the latter goal pre- 
supposes the establishment of a good relationship with the therapist and the 
working-through of transference and content resistances, as is the case in any 
other kind of psychotherapy. Thus, while the focus may be different, many of the 
processes involved are probably the same as in other therapies. 


REEDUCATIVE GROUP THERAPY 


Group therapy may be conducted toward the reeducative goals of altering 
attitudinal and behavioral patterns [148-153]. The group offers the therapist a 
splendid opportunity both to observe the manner in which the individual relates 
to others, and to bring distortions in his relating to the awareness of the in- 
dividual. Benefits accrue also by virtue of the real experience of functioning 
with others within the group setting. A medium is provided whereby cooperative 
attitudes may grow, expand and eventually replace neurotic strivings. 

Practitioners of group therapy contend that groups can liberate and give 
direction to what is significant, in a social sense, in the individual. Man is a 
group creature who needs to relate himself to others in order to function ade- 
quately as a human being. Unfortunately, emotionally ill persons suffer from 
disturbances in interpersonal relationships which eventually alienate them from 
the group. The therapeutic group offers an opportunity to resolve some of these 
disturbances by providing an atmosphere in which the person is neither rejected 
nor ridiculed for his neurotic impulses. He becomes, in the group, more tolerant 
toward himself and less defensive toward others. As the patient interacts with 
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other group members, and his behavior is discussed in a frank and unemotional 
way, he gains greater self-understanding while experiencing feelings in an 
acceptable setting. Although the group stimulates destructive patterns in inter- 
personal relationships, the hope is that eventually the patient will be able to 
adjust to the group without exploiting his neurotic character drives. For in- 
stance, a power-driven person may learn that he can submit to the group with- 
out being controlled or hurt. A negativistic individual may discover that yielding 
to others does not presuppose abandoning his personal rights and freedom. A 
detached patient may derive positive pleasures by infiltrating slowly into group 
activities. As the members of the group relate to each other freely, they learn to 
compromise, to give as well as to receive. This may encourage cooperative 
participation, helpfulness and friendliness, which may undermine and eventually 
replace destructive interpersonal feelings. 

Moreno [154,155] has devised an elaborate group therapeutic technique 
of “psychodrama.” In this method, the patient is encouraged to dramatize 
situations spontaneously, and, in the role of actor, to relive many of his con- 
flicts, wishes, fears and attitudes. By acting-out his problem and giving vent 
to feelings and fantasies, the person is said to desensitize himself to inner 
terrors, to achieve hidden wishes, to prepare himself for future contingencies, 
and otherwise to resolve many of his deeper problems and conflicts. Sometimes 
the therapist, upon reviewing the patient’s history, decides on which life situa- 
tions to reenact, in order to work out important conflictual foci. A device often 
employed is that of the “auxiliary ego” assumed by a trained worker who both 
mimics the patient and reacts spontaneously by uttering ideas and thoughts he 
believes the patient may not be able to verbalize. In reenacting situations, the 
patient may play the role, not only of himself, but also of a significant person 
in his life, such as a parent or sibling. While observing the patient's activities, 
the therapist may remain silent or he may inject questions or suggestions. The 
material elicited during psychodrama is utilized in discussions with the 
therapist at later sessions. Though psychodrama usually has an emotionally 
cathartic value for the patient, it is possible in some circumstances, for the 
patient to be helped in understanding his problems as they reveal themselves 
in his expressed acts and thoughts, and as they are reflected back to him by the 
“auxiliary ego.” With coordinate individual psychotherapy, the patient will be 
better enabled to gain insight into his disturbed behavioral patterns. 

A form of reeducative therapy termed “relationship group therapy” is 
described by Glatzer and Pederson-Krag [156]. In the course of group treat- 
ment with this method personality patterns emerge. The group therapeutic rela- 
tionship becomes a living experience into which the patient projects his impulses 
and strivings. These are interpreted to the patient by the therapist. Immediate 
emotions ate dealt with and handled, particularly those the patient can face 
without too much anxiety. In this way, he gradually becomes aware of some 
repressed feelings and learns the origins of many of his neurotic conflicts. The 
object is to help the person come to terms with himself. 

Slavson [157] describes a type of reeducative therapy under the name 
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“activity group therapy.” This is used with children in the medium of a “social 
club.” Complete permissiveness prevails and there is freedom in the expres- 
sion of all types of behavior. Cathartic ventilation of feelings usually occurs 
freely. Materials such as arts and crafts are supplied, refreshments are served, 
and outings made possible. The group functions as a secondary family with 
the therapist becoming a substitute parent. Relationships, established with the 
therapist and with other children in the group, lead to a more realistic concep- 
tion of the world and of the self. Insight is gained by the child within the action 
setting, and not through interpretation. 


Insight Therapy with Reconstructive Goals 
(Reconstructive Therapy) 


A CHIEF DIFFERENTIAL FEATURE IN SUPPORTIVE, REEDUCATIVE AND 
reconstructive psychotherapy relates to the degree of insight achieved. In sup- 
portive therapy, the amount of insight is minimal; in reeducative therapy, it is 
more extensive, but focused on relatively conscious problems. The objective in re- 
constructive therapy is to bring the individual to an awareness of his unconscious 
conflicts and their derivatives, which produce difficulties in interpersonal rela- 
tionships and a breakdown of defenses and modes of adjustment. This is 
deemed important in expediting extensive alterations in character structure. 
Reconstructive psychotherapy aims not only at restoration of the individual to 
effective life functioning, through resolution of disabling symptoms and dis- 
turbed interpersonal relationships, but it strives also to bring about a maturation 
of emotional development with the creation of new adaptive potentialities. 

The methods employed in bringing unconscious material to awareness were 
originally developed by Sigmund Freud. They include such techniques as those 
of free association, dream interpretation and the analysis of the transference. 
Included also are the use of strategically timed interpretations, and the dealing 
with resistances to the content of unconscious material and to the relationship 
with the therapist. An understanding of the genetic determinants of the in- 
dividual’s personality, and of the relationship of these determinants to his 
present-day character structure is helpful in the therapeutic process. 

To do this type of therapy, the therapist must preferably have undergone a 
personal psychoanalysis, and must have treated a number of patients success- 
fully, under the supervision of an experienced psychoanalyst. 

As has been indicated previously, reconstructive personality changes some- 
times occur spontaneously during the course of supportive and reeducative ther- 
apies, or upon completion of these treatments as a consequence of more con- 
genial relationships with people. For instance, the individual may work out, in 
the medium of the relationship with the therapist, or with a person outside 
of therapy, such archaic strivings as persisting dependency needs, fears of rejec- 
tion or overprotection, detachment and untoward aggression. He may even con- 
nect the origin of such impulses with unfortunate childhood conditionings and 
experiences. Reconstructive changes occurring in this way, however, are the 
exception rather than the rule. In reconstructive psychotherapy, the treatment 
situation is deliberately planned to promote, inside or outside of therapy, a living 
through, with insight, of the deepest fears and conflicts of the individual. 

If we accept the statement of Freud [158] that psychoanalysis includes 
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“any line of investigation, no matter what its direction, which recognizes the two 
facts of transference and resistance,” we must concede that all reconstructive 
therapy is psychoanalytic in essence. There are three main “types” of insight 
therapy with reconstructive goals: “Freudian psychoanalysis,” “non-Freudian 
psychoanalysis” and “‘psychoanalytically oriented psychotherapy.” All of these 
therapies aim at a reconstructive change in the personality. However, they differ 
as to the method by which this objective is realized. Freudian psychoanalysis is 
more or less the original technique of Sigmund Freud. Non-Freudian psycho- 
analysis, which includes the approaches of Horney, Sullivan, Rank, Jung, Adler 
and Stekel, is a modified, more active technique. Psychoanalytically oriented 
psychotherapy, in which category belong some of the techniques described by 
Alexander and French, is the most active of the reconstructive therapies. 


FREUDIAN PSYCHOANALYSIS 


Reconstructive psychotherapy owes a debt of monumental proportions to 
Sigmund Freud who introduced the substructure upon which present dynamic 
psychiatry is based. While many of his original theoretic assumptions have 
undergone modification, the clinical observations of Freud remain as funda- 
mental foundations for the scientific method in psychiatry. 

In 1880, Joseph Breuer discovered that when an hysterical girl under 
hypnosis was induced to speak freely, she expressed profound emotion and 
experienced relief from her symptoms. Under the impression that her hysteria 
originated in certain painful experiences while caring for her sick father, Breuer 
enjoined her, while she was in an hypnotic state, to remember and to relive the 
traumatic scenes. This seemed to produce a cure in her hysteria. 

Ten years later, in conjunction with Freud, Breuer continued his research, 
and, in 1895, the two men published their observations in a book, Studien Uber 
Hysteria {159}. Their conclusions were that hysterical symptoms developed as 
a result of experiences so traumatic to the individual that they were repressed. 
The mental energy associated with the experiences was blocked off, and not 
being able to reach consciousness was converted into bodily innervations. The 
discharge of strangulated emotions (abreaction), through its normal channels 
during hypnosis, would relieve the necessity of diverting the energy into 
symptoms. This method was termed “catharsis.” 

Freud soon found that equally good therapeutic results could be obtained 
without hypnosis by permitting the patient to talk freely, expressing whatever 
ideas came to his mind. Freud invented the term “psychoanalysis” for the 
process of uncovering and permitting the verbal expression of hidden traumatic 
experiences. Freud found that there were forces that kept memories from in- 
vading consciousness, and he discovered that it was necessary to neutralize the 
repressing forces before recall was possible. An effective way to overcome re- 
sistances was to permit the patient to relax and to talk freely about any idea or 
fantasy that entered his mind no matter how trivial or absurd. Freud could 
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observe in this “free association” a sequential theme that gave clues to the 
nature of the repressed material. 

Mainly through an introspective analysis of his own dreams [160] Freud 
was able to show how dreams were expressions of unconscious wishes and fears, 
evading the barriers of repression through the assumption of symbolic disguises. 
He perfected a technique of arriving at the meaning of the unconscious mate- 
rial through translation of symbols. 

Freud also observed that when the patient was encouraged to say what- 
ever came to his mind, he verbalized irrational attitudes toward the therapist; 
such as, deep love, fear, hate, overvaluation, expectancy, disappointment and 
other strivings that were not justified by the reality situation. He noted too 
that the patient identified the therapist with significant personages in his past, 
particularly with his parents, and that this identification motivated the transfer 
over to the therapist of attitudes similar to those he originally had toward his par- 
ents. This phenomenon Freud called “transference.” For example, a patient 
with a phobia of being subject to imminent, but indefinable injury might, at a 
certain phase in his analysis, begin to develop an aversion and dread of the 
analyst, expressed in fears of being mutilated. At the same time, incestuous 
wishes for the mother might appear in dreams. Analysis of the relationship 
with the analyst (transference) would then possibly reveal an identification of 
the analyst with the patient’s father. It would then become apparent that the 
patient secretly feared injury by the father for his forbidden wish to possess 
the mother, and that his phobia was an expression of this fear of mutilation 
which had been dissociated from awareness by repression. The bringing of the 
patient’s attention to the sources of his fear, and his realization of its irrational 
nature, would result in an amelioration or cure of his neurosis. 

The material uncovered by Freud from his studies of free association, 
dream interpretation and analysis of the transference, suggested to him that 
there was a dynamic portion of the psyche, closely associated with the emo- 
tional disorder, that did not follow the normal laws of mental functioning. 
Freud called this aspect of the mind the “unconscious,” and he set about to 
determine the unique laws which dominated the repressed psychic component. 
In studying the symbols issuing from the unconscious, Freud noted that they 
were concerned chiefly with sexual material, and he concluded from this that 
the unconscious was preoccupied for the most part with sexual wishes and fears. 
Consequently, he assumed that the most important traumatic events which had 
been repressed were sexual in nature. It was largely on this evidence that he 
evolved his “theory of instincts” or the “libido theory.” 

In his theory of instincts, Freud postulated the fact that all energy had its 
origin in instincts which persistently expressed themselves (repetition com- 
pulsion) and were represented mentally as ideas with an emotional charge 
(cathexis) . A fundamental instinct was that of eros, the sexual or life instinct, 
manifesting itself in a force called “libido.” Freud hypothesized a petmeation 
of the body by this vital instinctual force, the “libido,” which powered the 
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individual’s development toward mature sexuality. Libido was, however, sub- 
ject to many developmental vicissitudes in its destined course to adult genital- 
ity. During the first year of life, it concentrated itself around the oral zone, 
the mouth and lips, the child gaining a kind of erotic pleasure by sucking and 
later by biting. At the end of the first year, there was a partial shift in libido to 
the anal zone, and intense pleasures were derived from the retention and ex- 
pulsion of feces. During this period, the child’s interests were more or less con- 
centrated on himself (narcissism), and satisfactions were primarily localized 
within his own body (auto-erotism). Relationships with people were primitive, 
being circumscribed to only part of the parent (part-object relationships), like 
the nipple or breast instead of the entire parent. 

Around the age of three, libido was centered around the phallic zone— 
the penis or clitoris. “Object relationships’ were less primitive and were ex- 
tended to a more complete relatedness with the parent. Yet, fundamentally, the 
child was ambivalent, responding to his parents and other people with a mix- 
ture of love and hate. 

This stage of psychosexual growth continued into the Oedipal period, dur- 
ing which the little boy developed toward his mother a profound interest, with 
strong sexual overtones and desires for exclusive ownership. The little girl, 
envying men for their possession of a penis, created in part by a desire to re- 
pudiate her femininity and to become a male (penis envy), and resenting the 
fact that she had no penis, accused the mother of responsibility for this de- 
privation and turned to the father with an intensified sexual interest. In the 
case of the boy, hostility toward the father, due to a desire to eliminate him as 
a rival, generated a fear of counter-hostility, and particularly a fear of castra- 
tion, which inspired such anxiety as to induce him to give up his interest in the 
mother and to make friends with his father. The intensity of fear became so 
overwhelming and so unendurable that the boy was forced to yield to his more 
powerful competitor by renouncing, repudiating and repressing sexual feelings 
toward the maternal love-object. He was obliged also to repress concomitant 
hostile impulses toward the father. The little girl similarly resolved her enmity 
toward her mother, as well as her sexual interest in her father, This drama, 
known as the Oedipus complex, was to Freud the crucial nuclear conflict in the 
development of the personality contributing to both character formation and 
neurotic symptoms, 

The incorporation of parental injunctions and prohibitions, and the re- 
pudiation of sexual and hostile aims as related to the parents, resulted in the 
crystallization of an aspect of the psyche which took over the judging, prohibit- 
ing and punitive functions hitherto vested in the parents. This aspect became 
the conscience or super-ego. The adequate resolution of the Oedipus complex 
was associated with channelization of libido into the genital zone, with capac- 
ities for complete, mature, unambivalent, “whole-object”’ relationships. 

Following upon the Oedipal period, there was an era characterized by the 
neutralization of sexual impulses. This Freud called the “latency period.” With 
the advent of puberty, however, increased libido, due to the heightened activity 
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of the genital glands, reactivated the old Oedipal interests. The person then 
lived through the revived early Oedipal conflict, and his capacity to solve this 
anew was determined by the extent of previous vicissitudes and the adequacy 
with which his conflict had formerly been resolved. In “normal” solutions, the 
child transferred his or her sexual interest to extra-familial persons of the op- 
posite sex. The little girl renounced her boyish interests and accepted a passive 
female role. 

Under certain conditions, normal psychosexual development was impeded 
by a “fixation” of libido onto oral, anal and phallic zones. The libido, bound 
down in this way, was unable to participate in the development of full genital- 
ity. Freud believed that both constitutional and experiential factors were re- 
sponsible for this. Most prominent were excessive gratifications or inordinate 
frustrations experienced at an early stage of growth. Not only did libidinal fixa- 
tions interfere with the development of mature sexuality, but they constituted 
stations to which the individual might return when confronted with over- 
whelming stress or frustration. Under these circumstances, the libidinal stream 
was said to undergo “regression” to pregenital fixation points. When this hap- 
pened, there were revived attitudes and interests characteristic of childhood, 
with immature sexual strivings, interest in “‘part-objects’’ and narcissism. In- 
fantile conflicts and patterns were also revivified in this process. Sexual per- 
versions constituted the positive expression of pregenital libidinal fixations, 
while neurotic symptoms were a negative or converted expression [167]. 

Freud conceived of the mental apparatus as an organ that prevented the 
damming up of energy. Pain was related to an increase of energy, and pleasure 
to a decrease. In order to help understand the operations of the mental ap- 
paratus, Freud elaborated a topographic structure of the psyche, as involving a 
reservoir of instinctual energy, the /d; a supervisory area serving a censoring 
and sanctioning function, the swper-ego; and a structure that mediated internal 
and external adjustments, the ego. These sub-divisions, although recognized by 
Freud as arbitrary, empiric and metapsychologic, were retained by him as a 
conceptual necessity {162}. 

Freud classified the id as the original undifferentiated mind, the repository 
of inherited urges and instinctual energy. It contained the instincts of Eros— 
the life or sexual instinct, and Thanatos—the death instinct. It provided the in- 
dividual with dynamic energy (libido), which vitalized every organ and tissue 
and sought expression in response to a “pleasure principle,” along whatever 
channels were ayailable for it. Through impressions received by the perceptual 
organs, the id underwent modifications immediately after birth. Differentiation 
by the child of himself as an entity apart from the world was in keeping with 
the evolution of the ego, which increasingly assumed the function of an execu- 
tive organ, harnessing the id to the demands of reality (reality principle). Im- 
portant impressions, particularly those related to experiences with parents or 
their surrogates, and frustrations created by prohibitions of pleasure strivings, 
registered themselves on the child’s psyche and stimulated primitive mecha- 
nisms of projection and introjection. In projection, aggression was discharged 
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outward and directed toward parents; in introjection, the frustrating parental 
agencies were “incorporated” within the child’s psychic apparatus. Through 
these mechanisms, rudiments of a super-ego developed which later, with the 
resolution of the Oedipus complex, crystallized and took over the guiding and 
prohibitive functions of the parents. One aspect of the super-ego contained 
constructive ideals toward which the individual felt driven (ego ideal). 

Under the lash of the super-ego, the ego created repressions against li- 
bidinal strivings and their ideational representatives. Such repressions served to 
avoid conflict. When, however, for any reason, repression relaxed or proved 
insufficient, the ego was invaded with some of the content of the repressed. 
This threat to the individual’s security inspired anxiety, a danger signal that in- 
dicated a break-through of the repressed material. 

As Freud continued his work, he laid less and less stress on strangulated 
emotions due to early traumatic experiences as the primary cause of neurosis. More 
and more he became cognizant of the purposeful nature of symptoms, and, in 
1926, he revised his theory of neurosis drastically, claiming that symptoms 
were not only manifestations of repressed instinctive strivings, but also repre- 
sented defenses against these strivings [163]. 

Freud contended, however, that the essence of a neurosis was a repression 
of infantile fears and experiences which continually forced the individual to 
act in the present as if he were living in the past. The neurotic seemed to be 
dominated by past anxieties that, split off, operated autonomously and served no 
further function in reality. 

Internal dangers were constantly threatened by the efforts of the id to dis- 
charge accumulated tension. Such discharge was opposed by the mental force 
of the super-ego in the form of repression to prevent the release of tension. 
Repression was a dynamic force which attempted to seal off internal dangers. 
However, the maintenance of repression required an enormous expenditure of 
energy. The ego derived this energy from the id in a subversive manner. Thus, 
an idea or tendency invested with libido (cathexis) would be stripped of libido 
and this energy used to oppose the idea or tendency (anti-cathexis). 

Subtle mechanisms such as symbolization, condensation, distortion and dis- 
placement were employed to evade repressive forces and to provide a substitu- 
tive discharge of repressed energy, and a consequent relief of tension. Fantasies, 
dreams and symptoms were expressions of such mechanisms. Where the sub- 
stitutive expression was in harmony with social values and super-ego ideals, it 
provided a suitable means of relief (sublimation). Where it was not in har- 
mony, conflict resulted and repressive mechanisms were again invoked. If re- 
pression proved ineffective in mediating tension, a regression to earlier modes 
of adaptation was possible. This happened particularly where the individual 
was confronted by experiences similar to, or representative of, those which ini- 
tiated anxiety in childhood. The ego reacted automatically to these experiences, 
as if the reality conditionings of later years had had no corrective effect 


on the original danger situation. It responded with essentially the same defenses 
of childhood, even though these were now inappropriate. 


INSIGHT THERAPY WITH RECONSTRUCTIVE GOALS 59 


A retention of a relationship to reality at the expense of an intrapsychic 
balance, produced a psychoneurotic disturbance. The existing conflict here was 
between the ego and the id. If an intrapsychic balance developed at the expense 
of reality relationships, the consequence was psychosis. The latter resulted when 
the ego was overwhelmed by id forces, the conflict being between the ego and 
the environment. 

In addition to the libido theory described above, Freud elaborated the 
theory of the death instinct to account for phenomena not explicable in terms 
of libido. He postulated that an instinct existed in the id which prompted ag- 
gressive and destructive drives. This instinct manifested itself in a “repetition 
compulsion” to undo the forward evolutionary development of the organism, 
and to return it to its primordial inorganic state. The death instinct, though 
sometimes libidinized (sadism) was totally different from the sexual instinct. 

Freudian psychoanalytic therapy is based on the libido theory described 
above. It rests on the hypothesis that neurotic illness is nurtured by the repres- 
sion of vital aspects of the self and its experiences; particularly oral, anal and 
sexual (including Oedipal) experiences in relation to important parental agen- 
cies. This repression is sponsored by fear of the loss of love or of punishment 
from the parents, which has been internalized in the super-ego. Repressed feel- 
ings, attitudes and fears, and the early experiences associated with them, con- 
tinue to strive for conscious recognition, but are kept from awareness by dread 
of repetition of parental loss of love or punishment now invested in the super- 
ego. The removal from the mainstream of consciousness makes it impossible 
for the individual to come to grips with basic conflicts. These remain in their 
pristine state, uncorrected by reality and by later experiences. The energy re- 
quired to maintain repression, as well as to sustain other defenses against anxi- 
ety, robs the individual of energy that could be utilized to nurture psychosexual 
development. 

Therapy, of necessity, consists of restoring to consciousness that which 
was removed by repression, and which has been draining off energies needed to 
foster personality growth. In therapy, the relationship with the therapist helps 
strengthen the ego to a point where it can eventually cope with anxiety, mobi- 
lized by the return of the repressed to awareness. It is essential that the patient 
recognize the derivatives of the repressed, since these represent in an at- 
tenuated form, the warded-off material. To minimize the distortion of these 
derivatives, the obtrusion of current situations and other reality influences must 
be kept at a minimum. This is fostered by certain technical procedures, such 
as “free association,” the assumption of the couch position, passivity of the 
therapist, encouragement of transference, the use of dreams, and the focusing 
of the interview away from reality considerations. 

The basis of Freudian psychoanalysis lies in what is perhaps Freud’s most 
vital discovery, that of transference. As has previously been indicated, Freud 
found that the patient, if not interfered with, inevitably projected into the 
therapeutic situation, feelings and attitudes that were parcels of his past. Some- 
times transference manifestations became so intense that the patient actually 
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reproduced and reenacted with the therapist important conflictual situations and 
traumatic experiences (transference neurosis) which had been subject to in- 
fantile amnesia. By recovering and recognizing these repressed experiences and 
conflictual situations that had never been resolved, and by living them through 
with a new, less neurotic and non-punitive parental agency, the supet-ego was 
believed to undergo modification. The individual became tolerant of his id, 
and more capable of altering ego defenses that had crippled his adaptation. 
There occurred, finally, a mastery of his early conflicts and a liberation of fix- 
ated libido which could then enter into the development of a mature personality. 

Since the Oedipus complex is considered by Freud to be the nucleus of 
every neurosis, its analysis and resolution in transference constitutes a primary 
focus. Where the Oedipus complex is not revealed, where its pathologic mani- 
festations are not thoroughly analyzed and worked through, and where for- 
gotten memories of early childhood experiences are not restored, treatment 
is considered incomplete. 

Because Freudian psychoanalysis 7s transference analysis, all means of fa- 
cilitating transference are employed. These include the assumption by the ther- 
apist of an extremely passive role, the verbalization by the patient of a special 
kind of communication—'‘free association’”—the analysis of dream material, 
the maintenance of an intense contact with the patient on the basis of no less 
than five visits weekly, and the employment of the recumbent couch position. 

Passivity on the part of the therapist is judiciously maintained even 
through long periods of silence. The therapist also refrains from reacting emo- 
tionally, or responding positively or negatively to any verbalized or non-verbal- 
ized attitude or feeling expressed by the patient. Strict anonymity is observed, 
no personal information being supplied to the patient irrespective of how im- 
portumate he may become. A non-judgmental, non-punitive, non-condoning 
attitude by the therapist is adhered to, dogmatic utterances of any kind being 
forbidden. 

The only “rule” the patient is asked to obey is the “basic rule” or “funda- 
mental rule” of verbalizing whatever comes to his mind, however fleeting, re- 
pulsive or seemingly inconsequential it may seem (free association). This 
undirected kind of thinking is a most important means of tapping the uncon- 
scious, and of reviving unconscious conflicts and the memories that are related 
to their origin. Most importantly, free association, like passivity, enhances the 
evolution of transference. So long as the patient continues to associate freely, 
the therapist keeps silent, even though entire sessions may pass without a com- 
ment. The therapist fights off all temptations toward “small talk” or impulses 
to expound on theory. Only when resistances to free association develop, does 
he interfere, and only until the patient proceeds with his verbalizations. 

Dream analysis is utilized constantly as another means of penetrating the 
unconscious. By activating repressed material and working on defenses as they 
are revealed in dream structure, the therapist aids the development of trans- 
ference. 

The frequency of visits in Freudian psychoanalysis is important. To en- 
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courage transference, no fewer than five visits weekly are required. In some 
cases four visits may suffice. Fewer visits than this encourage “acting-out” and 
other resistances to transference. 

The use of the recumbent couch position enables the patient to concentrate 
on the task of free association with as few encumbrances of reality as possible. 
It helps the therapist, also, to focus on the unconscious content underlying the 
patient's verbalizations without having to adjust himself to the demands such as 
would exist in a face-to-face position. Concentrating on his inner life rather 
than on external reality, helps to bring on the phenomenon of transference. 

During the early stages of analysis, the main task is to observe—from his 
free associations and dreams—aunconscious conflicts, and the types of defenses 
employed by the patient, which form a kind of blueprint of the unconscious 
problems of the patient. This blueprint is utilized later at the stage of trans- 
ference. Since repression is threatened by the operation of exploring the uncon- 
scious, anxiety is apt to appear, stimulating defensive mechanisms. These func- 
tion as resistances to productivity, and even to verbalization. Free association 
may consequently cease, and the patient may exhibit other manifestations that 
oppose cooperation with the treatment endeavor. Such resistances are dealt with 
by interpretation. Through interpretation the patient is brought to an aware- 
ness of how and why he is resisting, and the conflicts that make resistance 
necessary. 

Sooner or later the patient will “transfer” past attitudes and feelings into 
the present relationship with the analyst. Observance of the “basic rule,” the 
attack on his resistances through interpretation, and the consideration of un- 
conscious material in dreams and free associations, remove habitual protective 
devices and façades that permit the patient to maintain a conventional relation- 
ship. Toward the therapist he is most apt to express strivings rooted in past 
experiences, perhaps even reproducing his past in the present. Thus, a revival 
of pathogenic past conflicts develops. Unlike supportive and reeducative therapy, 
in which transference may be utilized as a therapeutic vehicle, the transference 
is interpreted to the patient in order to expose its nature. This is the chief means 
of resolving resistance, of bringing the individual to an awareness of the warded 
off content, and of realizing the historical origin of his conflicts. 

The development of transference may occur insidiously and manifest itself 
indirectly, or it may suddenly break out in stark form. It often shows itself in 
changes in the content of free associations, from inner feelings and past rela- 
tionships with parents, to more innocuous topics, like current events and situa- 
tions. This shift is evidence of resistance to deeper material activated by the 
erupting transference feelings. Sometimes free association may cease entirely, 
with long stubborn silences prevailing which are engendered by an inability to 
talk about feelings in relation to the therapist. The purpose of superficial talk or 
silence is to keep from awareness repressed emotions and forgotten memories 
associated with early childhood, particularly the Oedipus complex. Until these 
can be brought out into the open, the emotions relating to them discharged, and 
the associated memories revived, the conflictual base of neurosis will remain. 
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The transference neurosis offers an opportunity for this revival, since, in 
relationship with the therapist, the patient will “act-out” his loves, fears < 
hates, which were characteristic of his own experiences during the Oedi 
period. 

Transference, however, acts as a source of powerful resistances that imp 
therapeutic progress. Once the patient is in the grip of such resistances, he 
usually determined to cling to them at the expense of any other motivati 
including that of getting well. On the positive side, transference is import 
diagnostically, since it reveals a most accurate picture of the patient’s in 
conflicts. Additionally, it induces a coming to grips with and a working-thron 
in a much more favorable setting of those unresolved conflicts that have bloc! 
maturation. The resolution of transference is felt by Freudian psychoanalyst: 
be the most powerful vehicle known today for producing structural alterati 
in the personality. 

Active interpretations of the transference are essential to its resoluti 
These include the interpretation of its manifestations, its origin, and its origi 
and present purposes. The working-through of transference is accompanied 
a recollection of forgotten infantile and childhood experiences—a recount 
of distortions in relationships with parents or parental surrogates. Interpre 
tions will usually be denied at first as part of the resistance manifestati 
Acknowledgment of the unreal nature of transference is usually opposed by | 
patient, because this either constitutes too great a threat for him, or because 
does not want to relinquish transference gratifications which are deemed ess 
tial to life itself. So long as he continues to accept transference as factual, | 
analysis will remain interminable, unless forcefully terminated by either part 
pant. With persistence on the part of the therapist, interpretations usually t 
hold, and the patient is rewarded with greater insight, an increased sense 
mastery, liberation from neurotic symptoms, and a genuine growth in matur. 

The therapist must also constantly guard against manifestations of count 
transference, which may be both disguised and varied, and which are mobili: 
by unresolved problems and pressing needs within the therapist himself. Co 
mon forms of counter-transference are subtle sadistic attacks on the patient, i 
pulses to be pompous and omnipotent, or desires to reject the patient or to « 
tach oneself from the relationship. Because of counter-transference, a perso 
analysis is considered essential for the analyst in order that he can deal with. 
Own unconscious tendencies and resistances precipitated by his contact with . 
patients. 

As the ego of the patient is strengthened by an alliance with the therapi 
it becomes more and more capable of tolerating less and less distorted deri 
tives of unconscious conflict. The continued interpretation by the therapist 
the patient's unconscious feelings and attitudes, as well as the defensive « 
vices that he employs against them, enables the patient to work-through | 
problems by seeing how they condition every aspect of his life. In the medit 
of the therapeutic relationship, the individual is helped to come to grips w. 
early fears and misconceptions, resolving these by living them through in t 
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transference. The patient is finally able to resolve libidinal fixations, and 
liberate energy that should originally have gone into the formation of a matu 
sexual organization [ 164-185]. 

Disagreement with certain psychoanalytic concepts is legion. Even thc 
analysts who consider themselves to be “orthodox” Freudians are not in cot 
plete accord with Freud in theory and method. For instance, there are ma 
analysts who challenge the death instinct hypothesis. Insofar as technique 
concerned, practically every analyst implements psychoanalytic methods in | 
own specific way. An extensive questionnaire distributed by Glover [186] tc 
representative group of practicing psychoanalysts demonstrated that deviatio 
from orthodox techniques were extensive. There were differences in the for: 
timing, amount and depth of interpretation. The degree of adherence to fr 
association varied, as did the assumption of passivity and anonymity, the use 
reassurance, and the management of transference. Variation in methods 
doing psychoanalysis was indicated by the fact that out of eighty-two questios 
there was general agreement on only six, and even here there was not comple 
conformity. 

Criticism of Freudian psychoanalysis is voiced both by those who have h 
no intimate contact with the psychoanalytic technique, as well as by well-train 
psychoanalysts who have been thoroughly schooled in Freudian principles. Lir 
of disagreement will be discussed in the next section on non-Freudian psych 
analysis. One commonly voiced criticism of the Freudian method is that sot 
analysts insist upon wedging their patients into a preconceived theoretic str 
ture. When the patient does not produce appropriate material that substantial 
accepted notions of dynamics, or when he refuses to accept interpretations, he 
credited as being in an obstinate state of resistance. Another criticism express 
by non-Freudians is that, in their eagerness to smuggle “deep” insights in 
patients, certain “orthodox” analysts make dogmatic interpretations which t 
patient feels obliged to accept. These may mobilize intense anxiety, which d 
organizes patients with weak ego structures. A third criticism is that ma 
Freudian analysts are intolerant toward those who practice any therapies ott 
than Freudian psychoanalysis, considering these to be superficial and of lit 
real value. Accordingly, they are inclined to depreciate the results of treatme 
by non-analysts, as well as by analysts of non-Freudian orientation. 

Freudian psychoanalysis is taught extensively in this country, being spc 
sored by the American Psychoanalytic Association and by most.of the curre 
schools of psychoanalytic training. 


NON-FREUDIAN PSYCHOANALYSIS 


Deviations from Freudian psychoanalysis vary from minor divergen¢ 
related to one aspect of theory to major disagreements in which substit 
hypotheses or therapeutic methods appear to depart radically from commor 


accepted definitions of psychoanalysis. 
Areas of dissension include doubts concerning the existence of the dea 
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instinct; the validity of the libido theory; the importance of infantile sexuality; 
the conceptualization of stages of development in oral, anal, phallic and genital 
terms; the primacy of the Oedipus complex as a neurotic source; the existence 
of such phenomena as libidinal fixation and regression; and the compart- 
mentalization of the psyche into super-ego, ego and id. Furthermore, deviations 
have been inspired by a belief that founts of conflict are not exclusively, nor 
most importantly, repressed sexual or hostile impulses. It has also been felt that 
many conflicts inspiring neurosis need not be completely or even partly uncon- 
scious. Difficulties are credited to the effect on the individual of current en- 
vironmental stresses and immediate interpersonal relationships, rather than 
past traumatic happenings. The therapeutic situation is not considered prin- 
cipally as an arena of transference phenomena, but equally as a setting which 
has values in itself as an experience in relationship. Expressed also is the belief 
that intense transference feelings and transference analysis are not absolutely 
essential to the achievement of insight. 

Deviations from the “orthodox” technique have been many, practiced even 
by those who adhere to the basic theoretic principles of Freudian psychoanalysis. 
These variations have been occasioned by the observation that the problems of 
many patients are not influenced favorably by adherence to the “basic rule,” 
the practice by the therapist of anonymity and passivity, the use of free associa- 
tion, the assumption of the recumbent position, the minimization of the im- 
portance of reality stresses and current interpersonal problems, and the setting 
up of a transference neurosis. 

Consequently, therapeutic efforts are directed toward increasing repression, 
facilitating better compensations and sublimations, and encouraging release of 
fixated emotion by more active techniques than those of “orthodox” psycho- 
analysis. Since the focus is more on the current defenses of the individual than 
on the original vicissitudes that forced him to adopt inadequate defenses, the 
transference neurosis is not considered a primary objective. Demonstrated con- 
stantly to the individual are the contradictions inherent in his present defensive 
structure and the ineptness of his responses in terms of the existing reality 
situation. The patient is then helped in evolving more adequate defenses in line 
with social reality. Stressed in this approach is the idea that the Oedipus com- 
plex and the formative experiences contributing to its improper resolution, may 
not become conscious. Yet, even though it is not recognized and dealt with 
directly, the unresolved Oedipus complex may better be handled and controlled 
by more mature defenses issuing from therapy, defenses approximating the 
adjustment of the “normal” person. 

The technical modifications employed by those who have deviated from 
orthodox Freudian theory and method include the following: 

1. Passivity in the relationship is superseded by activity, in order to deal 
more adequately with resistance and to subdue the development of neurotic 
transference. Anonymity of the therapist is, for the same reason, not completely 
observed. 

2. Free association is abandoned as a “fundamental rule,” the interview 
being of a focused variety. 
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3. The couch position is replaced completely or partly by a sitting-up, 
face-to-face position. 

4. The frequency of visits may be reduced to as few as three sessions 
weekly, and sometimes even two or one. 

5. The therapeutic relationship is handled in a manner so as to resolve 
transference as soon as it begins to operate as resistance. An attempt is made to 
minimize the development of a transference neurosis. Positive elements in the 
relationship may be encouraged as a catalyst to therapy. The relationship is 
regarded not only as a mirror that reflects unconscious strivings, but also as a 
vehicle which has values in itself as a growth experience. 

6. The focus in therapy is on both unconscious and conscious aspects of 
personality. Current problems and situations are stressed as much as experiences 
in the past. 

7. There is a blending of analytic techniques with methods derived from 
supportive and reeducative approaches. 

The most notable non-Freudian contributions to dynamic pscychiatry have 
been made by Adler, Jung, Ferenczi, Rank, Stekel, Reich, Rado, and members 
of the ‘‘dynamic-cultural school,” including Fromm, Horney and Sullivan. 


1. The “Individual Psychology” of Alfred Adler 


Adler broke with Freud over the importance of infantile sexuality and 
the validity of the libido theory. He insisted that man’s development was condi- 
tioned by social environment rather than by biologic forces. Because each person 
was unique, his psychology was an “individual psychology.” Adler propounded 
a theory of neurosis based on the idea that behavior must be examined, not 
historically from the viewpoint of past causes, but teleologically from the stand- 
point of goals. 

According to Adler's theory {187—191}, the basic helplessness of the 
human infant, magnified by existing body or organ defects, by an inadvan- 
tageous ordinal position of the child in the family, or by parental neglect or 
rejection, creates feelings of inferiority. Since inferiority feelings oppose 
security and a sense of well-being, the individual attempts to cope with them by 
elaborating compensatory attitudes and patterns of behavior. Among these is a 
“will to power” characterized by strivings for power, dominance and superiority. 
This, the “aggressive” way of dealing with inferiority, is, in the minds of both 
males and females, equated with “masculinity.” A submissive” way of 
handling inferiority is to conceal, deny or escape from it through such psy- 
chologic processes as fantasy and rationalization. Unable to gain self-esteem or 
power through other means, the individual may attempt to achieve his objectives 
by a “flight from reality” and the development of neurotic symptoms. Since 
the feminine role is associated with inferiority, both men and women exhibit 
a “masculine protest” to compensate for their feminine characteristics. 

The constellation of impulses, attitudes and strivings marshalled to over- 
come inferiority and to achieve power, are organized into an elaborate “‘life 
style” or “life plan” which influences the individual in every aspect of his 
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functioning. In accordance with the “concept of unity and purpose” there is a 
total involvement in pursuit of one’s “life style.” The improper operation of 
his “life style” may interfere with the healthy growth of the person and with 
good social and community relationships. 

The technique of Adlerian therapy is organized around the exploration 
and detection of the “life style” of the individual, including his aims, motiva- 
tions and compensatory drives that operate in both negative and positive ways. 
The past, while considered of historical interest, is relegated to a position less 
important than the present or the future. Once the “life style” is identified, the 
patient is guided into more effective ways of functioning in order to aspire to 
greater potentialities through “normal” psychologic means. In the course of 
this educational process, strivings for power diminish and are replaced by social 
feelings and interests which lead to healthier attitudes toward oneself and the 
community. 

The relationship between therapist and patient is kept on a positive level, 
with the avoidance, if possible, of a transference neurosis. Transference is 
analyzed only when it acts as resistance to the therapeutic effort. The relation- 
ship is assumed to possess values in itself as the first real social relationship the 
patient establishes that can serve as a bridge to other relationhips. The therapist 
assumes an active role, constantly pointing out self-deceptive tendencies and 
other resistances in order to introduce reality into the situation. The past life 
and early memories are stressed only because of their formative influence on the 
“life style.” Sexuality, however, is not considered the basic problem as in 
Freudian psychoanalysis. The focused interview is generally employed rather 
than free association. Dreams are utilized, but are interpreted in terms of the 
present “‘life style” and future strivings. Patients are seen three or four times 
weekly, and the face-to-face sitting-up position is usually preferred. 

Criticisms of Adler’s theory and method are organized around the follow- 
ing contentions: first, that only one of manifold human strivings is stressed— 
that of feelings of inferiority; second, that not enough credence is given to deep 
unconscious forces; and, third, that goals in therapy tend to be reeducative 
rather than reconstructive in nature. 

At the present time “individual psychology” is practiced by a multi-dis- 
ciplinary group strongly loyal to the founder, Alfred Adler. Adlerian Consulta- 
tion Centers operate in New York, Chicago and Los Angeles, as well as in the 
principal cities of Europe. An “Individual Psychology Association” exists in 
New York City with which Adler's children, Dr. Alexandra Adler and Dr. Kurt 
Adler, are affiliated. Many present-day Adlerians, while adopting the basic 
theoretic and methodologic premises of “Individual Psychology,” have in- 
corporated and utilize findings of other schools. 


2. The “Analytical Psychology” of Carl Jung 


Jung [192,193] also rejected Freud’s biologic and genetic approach for a 
teleologic point of view. Although he acknowledged the existence of bodily 
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libido, he contended that it issued, not from the sexual instinct, but from a 
universal force or “life urge.” He recognized that neurotic parents promoted 
neurosis in their offspring, but he minimized the effect of sexual intimidation 
as well as the general importance of infantile sexuality. 

Observing that the symbolic productions of neurotics and psychotics bore a 
resemblance to those of primitive people, Jung speculated the existence of a 
collective unconscious—a hereditary portion of the mind that contained the 
imprints of ancestral experience. A study by Jung of associations, dreams, 
fantasies and drawings seemed to substantiate the presence of instinctive thought 
ptocesses. These appeared in the form of primordial images which Jung called 
“archetypes.” Prominent, for instance, was the quadruple “mandala” sym- 
bolism, which was represented in ancient civilizations as the “four directions 
of heaven,” and a circular form of symbolism, signifying the “circle” of 
existence. 

Jung compartmentalized the psyche in different terms than Freud. He 
divided it into a superficial part, the persona, which was a social mask assumed 
by the individual, made up of his social interests and sanctions; a less super- 
ficial aspect, the ego, which was only to some extent conscious and reflected 
past personal experiences; and a deeply unconscious part which had within it 
the collective unconscious and contained “archetypes.” Among the more common 
archetypes were the Animus, the mate ideal of the female psyche, and the 
Anima, the mate ideal of the male psyche. 

Difficulties developed where an improper balance of masculine Animus 
elements and feminine Anima elements prevailed. Difficulties also occurred 
when there was a lack of harmony between the persona, the ego and the col- 
lective unconscious. Jung conceived of the idea that baser elements of the soul 
were present in the collective unconscious, and he characterized these as “the 
Shadow.” He believed also that the collective unconscious contained creative 
founts of energy. Primitive fears and other untoward manifestations of the un- 
conscious invaded the patient’s conscious mind and created tensions and various 
neurotic symptoms which were attempts at self-cure. Thus the collective un- 
conscious, unleashed, constituted a source of danger for the person. 

Another area of conflict was residual in the way personality structure 
functioned. Jung evolved a theory of character, dividing people into two types: 
introverts and extroverts. The introvert had his interests centered on himself; the 
extrovert’s interests were on the external world. Each type was further sub- 
divided into feeling, thinking, intuition and sensation subtypes. Problems 
developed when an individual pursued his own personality type or subtype 
with an extreme inhibition of other reactions. 

Jungian psychoanalytic therapy involves an exploration, with the help of 
dream interpretation and art analysis, of various aspects of the psyche, including 
elements of the personal and collective unconscious. Particularly, an effort is 
made to explore “archetypes” in order to determine how these imprints con- 
taminate the patient's present life and interfere with his self-development and 
self-realization (individuation). Bringing the individual into contact with his 
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collective unconscious is said to help liberate creative forces that will have a 
constructive effect on adjustment. Once non-conscious elements are recognized, 
an attempt is made actively to guide the patient into a productive relationship 
with his unconscious. In this way, a balance of masculine and feminine com- 
ponents is restored within the personality. Regressive impulses, such as desires 
for return to the womb and impulses for rebirth, become dissipated. 

Emphasis in treatment is not only on the unconscious, but also on current 
difficulties, Dreams, for instance, are regarded as reflecting present strivings as 
well as future plans of action. Activity is the keynote in therapy, and the rela- 
tionship is kept on a positive level, transference neurosis being avoided as much 
as possible. Free association is secondary to a focusing of the interview along 
specific lines. The therapeutic approach varies with the personality type, the 
introvert being presumed to need elaborate coherent interpretations, while the 
extrovert is said to achieve adjustment on a much more pragmatic basis. The 
development of an intellectually satisfying religion is often considered an essen- 
tial part of therapy, since religion is believed capable of reconciling existing 
“archetypes” with an ethical system. 

Criticisms of the Jungian approach relate to its metaphysical content, to 
the religious-like elements with which therapy is imbued, and to a tendency for 
some patients to become preoccupied with a mystic philosophy toward life, 
and with speculations of “archetypes” and other manifestations of their racial 


past. Jungian principles have not gained too great a popularity in the United 
States. 


3. Therapeutic Modifications of Sandor Ferenczi 


Ferenczi, while remaining loyal to Freud’s theories, introduced certain 
modifications of method. Finding that transference did not develop readily in 
many patients, Ferenczi advocated “active” therapy in the form of an embargo 
on physical and sexual gratifications [194]. He believed that this restriction 
would block libido and make it available for projection into the transference. 
The patient was consequently enjoined to abstain from sexual satisfactions of 
all kinds, and even to limit his toilet activities. The release of resentment and 
aggression directed toward the therapist was felt to be of therapeutic importance. 
However, experience soon ptoved the method to be of little value, and 
Ferenczi himself abandoned it. Instead, he substituted a completely permissive 
atmosphere by acting as a tolerant, “good” parental figure who acceded to many 
of the patient's wishes and demands. He urged that the therapist admit his own 
faults and shortcomings to the patient in order to convince the latter that all 
authority was not harsh, nor intolerant, nor incapable of admitting to faults. 
A mutual analysis often resulted. 

In order to help the patient to an awareness of his past, Ferenczi also en- 
couraged him to relive it by dramatizing childhood situations, while he re- 
mained tolerant to the patient’s “acting-out.” Ferenczi recognized that the 
analyst's personal feelings about the patient, and his attitudes toward the patient, 
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often determined the nature of the reactions. He advocated that the therapist 
consider the patient's reactions to be conditioned both by transference and by 
responses to definite provocations for which the therapist should admit re- 
sponsibility. Collaborating with Rank [195}, Ferenczi advised setting a time 
limit to analysis as a means of accelerating the end of the treatment. 

Ferenczi’s technical innovations are still employed by some therapists, with 
vatying results. 


4. The “Will Therapy” of Otto Rank 


To Rank [196,197] the process of birth, with forceful separation of the 
child from the mother, constituted a trauma from which the individual never 
recovered. Two sets of strivings resulted from the “birth trauma”: the first, 
an impulse to return to the womb in order to restore prenatal conditions of 
security; the second, an impulse for rebirth or separation from a maternal 
object. The first group of impulses expressed itself in a need to establish 
with people relationships of a dependent, infantile and clinging nature. The 
second group appeared as a “will” to grow, to achieve “individuation,” and 
to separate oneself from confining relationships. The life of the person was 
governed by these contradictory strivings to unite and to separate. 

The primordial anxiety of separation from the mother, rooted in the 
original birth trauma, was revived at all subsequent experiences of separation; 
such as, weaning, castration threats, and removal from close relationships with 
people. The need to restore unity with the maternal figure was contained in a 
desire to submit oneself in human relationships, including sexual relationships; 
while the need for assertive individuality was residual in an impulse to fight 
off the desire to unite with another person. 

Rank classified personality into “normal,” “neurotic” and “creative artist” 
types. The normal person was one who had yielded his own will to that of the 
group. The neurotic retained his will, refusing to sacrifice it to the group. He 
was unable to assert his will to become a creative artist. He was thus incapable 
of living up to his creative aspirations and the “will” to be himself. 

Rank emphasized the fact that the analytic hour offered the patient a unique 
opportunity to live through with the therapist his past experiences, particularly 
the birth trauma. In Rankian analysis, the process of therapy is consequently 
centered in the patient-therapist relationship, the focus being on the patient’s 
feelings toward the therapist. The analysis is considered an experience from 
which the patient will eventually separate and then go on to a new experience. 
The reactions of the patient to the inevitable circumstance of separation are 
studied carefully with the object of working through fear of, and guilt toward, 
the separation, as well as needs to control and to be controlled. The struggle 
of the will is also studied as it is reflected in the desire to continue therapy and 
to be dependent, as well as to discontinue treatment and to separate oneself 
from a dependent relationship. 

The emphasis in therapy is thus on the present rather than the past. Ac- 
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tivity in treatment is the keynote, the patient being encouraged to assert him- 
self in order to develop and strengthen his own will. An effort is made to 
mobilize constructive elements in the personality and to transfer the negative 
expression of will into positive and creative will. A time limit to therapy is 
usually set. This is believed to act as a catalyst to the union-separation conflict. 
No effort is made to bring out sexual material. Resistance is accepted as an 
inevitable expression of the will. It is not met with counter-resistance or in- 
terpretation. Transference is also accepted as an aspect of the growth process in 
which there is a strengthening of the “will” to be oneself. 

Guilt and fear are gradually resolved through this experience in relation- 
ship, which liberates the will from its one-sided expression and results in a 
“utilization of its own contrariness,” The acceptance of responsibility for one’s 
ambivalence reduces guilt and fear to a point compatible with living. The 
patient eventually learns to tolerate separation from the therapist and with 
strengthened will achieves independence and growth. 

Criticisms of Rankian analysis are expressed by those who object to the 
activity involved, and to the focus on union and separation to the neglect of 
other personality aspects. The abrupt insistence that the patient stand on his 
own feet under any circumstances is said to have an unfortunate effect on persons 
with weak ego structures who may require a great deal of support in early 
phases of treatment. 

Certain Rankian principles have been incorporated into a number of 
psychotherapeutic approaches including psychobiologic therapy, non-directive 
therapy and functional casework. The theory of the birth trauma is not as gen- 
erally accepted as are Rank’s concepts of therapy, particularly those that deal 
with the importance of the patient-therapist relationship as a positive growth 
experience. 


5. The "Active Psychoanalysis” of Wilhelm Stekel 


While Stekel [798] retained Freud’s basic concepts of unconscious con- 
flict, transference and resistance, he believed that the libido theory did not ex- 
plain the multiform conflicts of the human mind, and he felt that the castra- 
tion complex was not nearly so ubiquitous as Freud had assumed. He believed, 
too, that current life conflicts were as important as past conflicts. He contended 
that absolute unconscious elements were not the only foci of neurosis; rather, 
aspects of the conscious mind might be repressed and transformed by a wide 
variety of symbols. Stekel emphasized certain formulations such as the “central 
idea of the neurosis” which varied in each person, and the inevitable anchoring 
of mental conflict in the immediate life situation of the person. Emotional dis- 
turbance was often a product of competition of inharmonious “motives.” 
Glimpses of these might be captured from dreams and free associations. 
Anticipating present-day characterologic approaches, Stekel remarked that the 
future of analysis was residual in an analysis of character. 

The chief contributions of Stekel, however, were in the field of technique. 
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The general therapeutic formula propounded was this: “Recall what originated 
your trouble, recognize your morbid attitude, and surmount it.” Stekel alleged 
that resistance prevented the patient from recognizing his morbid attitudes, 
from recalling their origins, and above all, from surmounting his difficulty. 
Resistance, however, could not be resolved by the orthodox analyst's manner 
of remaining a passive spectator to the patient’s free associations and dreams. 
This was the fallacy of passive psychoanalysis. The therapist must actively in- 
terfere in breaking up repression. He must actively collaborate with the patient 
in the interpretation of his free associations and dreams. Through “sympathy” 
and “imaginative insight” (qualities Stekel subsumed under the term “intui- 
tion”) the therapist must alert himself to repressed complexes, and he must 
intervene actively to make the patient aware of them. The intuitive facility 
with which the symbolic meaning of the neurosis was determined, and the skill 
with which interpretation was offered, influenced the speed of therapy. The 
therapist’s main function, then, was as an intuitive artist probing his way into 
the psyche. Stekel admitted that active analysis presupposes that the analyst be 
endowed with an intuitive faculty, but he avowed that this faculty was more 
widespread than had been presumed. 

Abandonment of the analyst's passive role was associated with activity and 
directiveness, even to the point of advice-giving and exhortation. While free 
association was utilized, the patient must not be permitted to ramble along into 
blind channels; instead, selection of pertinent topics for discussion was in order. 
The use of the face-to-face, sitting-up position was also advocated. Emphasis 
was put on the interpretation of dreams, but the therapist’s intuition had to be 
relied on in order to divine what eluded free associations to the dream structure. 
The use of adjuvants in therapy was also indicated. Stekel insisted that it was 
essential to adopt methods to the particular case, rather than to force the patient 
to abide by a particular method. With active methods Stekel believed that it was 
tare for more than six months to be required for analysis. This short period 
avoided interminable analyses, and prevented the development of untoward, 
unmanageable reactions. 

The importance of transference was recognized by Stekel as an essential part 
of every analysis. Indeed, he felt that analysis was impossible without trans- 
ference. Transference, however, could serve two functions—that of expediting 
therapy, and that of acting as resistance to therapy. Only where transference 
functioned as resistance was its handling justified. 

A frequently heard criticism of Stekel’s system of psychotherapy is that 
the activity of the therapist may sponsor an excessively disciplinary, prohibitive 
and punitive attitude toward the patient. Objections are also expressed in regard 
to the maximal six-month time limit to therapy on the basis that character 
reconstruction usually requires a long-term approach. Followers of Stekel have 
revised his temporal limitation and often do long-term therapy. The “intuitive” 
aspects of active analysis may also come in for questioning, Many observers 
would contend that what makes a therapist intuitive is a high degree of sen- 
sitivity that enables him rapidly to perceive nuances in the interpersonal process, 
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and, on the basis of extensive experience, to translate these into valid deductions. 
Not all persons, however, would be capable of doing this, irrespective of the 
extent of training and experience. The intuitive aspects of the Stekelian system, 
therefore, would be limited to a restricted number of “intuitive” analysts, who 
could hypothesize constructs with a high degree of probability. A less intuitive 
analyst who tried this would indulge in guesswork that might be disastrous to 
the therapeutic objective, due to the foisting of faulty interpretations on the 
patient. In order to utilize Stekel’s system effectively, then, the therapist would 
require an extremely high degree of analytic training, an extraordinary flexibility 
in personality, a deep sensitivity that would enable him to perceive nuances, 
and above all, good judgment that would permit of the judicious employment 
of active procedures. 

At the present time, Stekelian analysts are not organized into a special 
analytic school. Some of the students and colleagues of Stekel train psychiatrists 
individually in the Stekelian method. Modifications of this method, however, 
have been many, as Stekelian analysts have introduced into their work recent 
contributions from various other psychiatric groups. 


6. The “Character Analysis” and “Orgone Therapy” 
of Wilhelm Reich 


Until relatively recently the basic theoretic orientation of Reich followed 
along lines of Freud’s earliest formulation of the libido theory. This contended 
that neurosis was due to a conflict between repressed instinctual desires—usually 
infantile sexual desires—and ego repressing forces. The resulting conflict pro- 
duced a stagnation of libido which was converted into anxiety, and which sub- 
sequently engendered neurotic symptoms or neurotic character traits. Therapy 
involved the making conscious of unconscious conflict in an effort to liberate 
strangulated libido. Defensive forces of the ego, however, acted as resistance 
to the return of the repressed. Before unconscious elements could be restored 
to awareness, it was essential to eliminate resistances. Through interpretation 
the patient was helped to see how his resistances operated, their nature, their 
purpose and their modus operandi. 

Character formation was conceived of by Reich as a kind of psychic armor 
which protected the individual from the disturbing stimuli of the outside 
world, and from inner libidinal strivings [199,200]. During psychoanalysis, 
the patient’s character served the interests of resistance against the repressed. 
Before one could tap the unconscious, therefore, it was essential to break down 
“character resistances” until the individual was denuded of defenses that 
barricaded repressed material. Character resistance revealed itself in attitudes 
and behavior toward the analyst and the analytic situation. Reich, in his book, 
Character Analysis {201}, described the analysis of resistance including char- 
acter resistance, and he insisted that this was necessary before the content of the 
unconscious could be accepted and integrated by the patient. 

While the theoretic basis for Reich’s method has been discounted by many 
analysts, the techniques of character analysis have proven themselves to be in- 
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valuable. Followers of the “dynamic-cultural’ school, particularly, find the 
analysis of character vital, apart from its resistance-disintegrating virtues. 
Emphasis is placed on the neurotic nature of character trends, analysis of which 
constitutes a chief objective rather than a means to deeper repressed material. 

Reich, however, coincident with his reported discovery of a “cosmic sub- 
stance orgone”’ has tended to depreciate his contributions on character in favor 
of a newer “physiological” orientation to therapy [202]. The establishment 
of orgastic potency was felt by Reich to be the most important goal in therapy. 
He described the therapeutic process as a consecutive loosening of the character 
armor, a break-through of repressed and affect-laden material released by acti- 
vation of infantile sexual conflicts, a working-through of infantile genital 
anxieties, a dealing with orgasm anxiety, and, finally, a developing of full or- 
gastic potency. Character analysis in itself, however, he claimed was incapable 
of achieving the desired goal of orgastic potency. This was because another 
form of armor besides character armor shielded the unconscious. This was 
“muscular armor” which, in the form of chronically fixed muscular attitudes, 
increased tonus and rigidity, and shielded elements of sexuality and aggression 
from awareness. Therapy, to be effective, had to provide for a loosening of the 
muscular armor. 

These new ideas made necessary a reformulation of his hypothesis. Char- 
acter was developed from a binding of “bio-energy.” Therapy remobilized 
“bio-energy” from character armor through character analysis, and from mus- 
cular armor through “vegetotherapy.” The resulting liberation of emotions 
produced a mobilization of “orgone energy” which vitalized orgastic potency. 
This was “orgone therapy,” and it reached the biologic depths of the human 
being, bringing him to an awareness of both organ sensations and muscular 
armoring, with an eventual destruction of the armor, a reestablishment of 
“plasma motility,” and an appearance of “orgasm reflex.” 

In orgone therapy, the muscles of the patient’s back, chest, jaw, abdomen 
and extremities are pressed firmly by the therapist to elicit emotional reactions 
and to liberate associations and memories. The patient’s reactions are then 
interpreted to him. Sometimes the therapist imitates the patient’s mannerisms or 
behavior, or encourages “‘acting-out’ tendencies. Verbalization of fantasies, 
memories and feelings associated with the “muscular armor,” is said to dissipate 
the armor and to permit of the dealing with direct impulses, of which the 
muscular manifestations are defenses and resistances. 

While character analysis has gained wide acceptance among many analysts, 
the validity of the theory and technique of orgone therapy is generally con- 
sidered controversial. 


7. The Biologically Oriented Theoretic System 
of Sandor Rado 


Rado, in an attempt to apply the scientific method to psychoanalytic think- 
ing, has evolved a psychodynamic system which is biologically based [203- 
205}. According to Rado, neurosis is the product of faulty responses of the 
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organism to danger registered as “failures in emergency adjustment.” A hier- 
archical organization exists on various psychodynamic levels: “hedonic,” “‘emo- 
tional,” “low intellectual (emotional thought) ,” and “self-attributive,” cor- 
responding with physiologic activity at the cortical level. 

A signaling arrangement, evoked by any kind of pain threatening the or- 
ganism, or by the anticipation of pain, is the basis for the development of 
“emergency behavior.” Of all motivations, emergency behavior is the strong- 
est; it takes precedence over any other motivation. However, in disturbed emo- 
tional states, this rule may be violated. 

On the “hedonic” level of organization, pain evokes the “riddance re- 
sponse” in the form of physiologic reactions to rid oneself of offensive agents. 
Vomiting, diarrhea, spitting, sneezing and coughing are manifestations of 
these reactions. The psychic correlate of the “riddance principle” is the mecha- 
nism of repression. Fear and rage are conditioned by an anticipation of pain. 
They warn of impending damage, and they inspire protective responses of flight 
(in fear) and of fight (in rage). On a social level, flight may be into depend- 
ency relationships with, and submission to authority; fight may be expressed in 
terms of defiance of authority. On the level of “emotional thought,” emotions 
are tempered to some degree with ensuing apprehensive and angry thought 
patterns. Discrimination and analysis promote greater flexibility of performance. 
However, the person is still subject to escape and combat mechanisms in re- 
sponse to painful stimuli. Basic emergency reactions on the level of “unemo- 
tional thought” are controlled to some extent by the intellect. There is an ad- 
vance detection of threats to the organism with an appraisal of its powers to 
cope with the threats. On the highest or “self-attributive’’ level, heightened 
pride accompanies rage responses or awareness of self-strength, while diminished 
pride follows fear reactions or awareness of self-weakness. 

The development of the individual's conscience issues out of disciplinary 
rewards and punishments in relationship to parents. Fear of punishment, and 
the restraints it inspires, become automatized, and, in adult life, continue in 
force. Obedience, and the moral pride consequent to it, also persist as adaptive 
patterns, Fear of one’s conscience is a residue of fear of parental punishment. 

However, temptation may release rage and defiance which, by over- 
whelming the fear of one’s conscience, may drive the individual to disobedience. 
A feat of condign punishment may then eventuate for such defiance. This may 
lead to a desire to reinstate oneself. Defiant rage, consequently, may be turned 
inward with self-reproach, confession, remorse and pleas for forgiveness. 
The hope is to be restored to the good graces of the parents. This expiatory 
pattern may become fixed, the individual seeking forgiveness by self-punish- 
ment. More pernicious are the phenomena of self-punishment for imagined 
guilt, and of advance painful punishment as a release for gratification of for- 
bidden desires. Sometimes rage breaks loose with an abandonment of self- 
reproach and an attack on the person who is feared. 

Failures of emergency control may be caused by an overproduction of fear, 
rage and pain. Resultant are overreactions to existing danger, and emergency 
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responses in the absence of real danger. An overproduction of emergency emo- 
tions may express itself in an outflow of emotions. To stop the overproduction, 
the organism may have to resort to repression and other automatic “riddance” 
mechanisms. All disordered behavior is the consequence of such failures in 
emergency adjustment. 

The theoretic concepts of Rado are at present taught at the Psychoanalytic 
Clinic for Training and Research at Columbia University. 


8. The “Dynamic-Cultural” School of Psychoanalysis 


Freud’s theoretic speculations were originally based on the investigation 
of symptoms and other “‘ego-alien” phenomena. During psychoanalytic treat- 
ment, the consideration of resistances and the mechanisms of defense focused 
investigations on certain “‘ego-syntonic” occurrences such as character mani- 
festations. Concentration on dynamisms employed by the ego in its adjust- 
ment led to the development of “ego psychology.” The contributions of Reich 
{201}, Fromm [206-207] and Anna Freud [208] have been utilized by so- 
ciologically minded psychiatrists, who, forming what has come to be known 
as the “‘dynamic-cultural’” school, have made a significant contribution to ego 
psychology. 

This school is characterized by a shift in theoretic emphasis from biologic 
to sociologic events, from concern with past experiences to the patient's pres- 
ent-day contacts with people, from consideration of the vicissitudes in sexual 
development to character patterns which, though of early origin, influence 
current interpersonal relationships, from concentration on fixations of libido to 
the thwarting of ego growth and maturation. 

It is the contention of the “dynamic-cultural’” school that Freud confused 
cultural phenomena with biologic instinctual manifestations [211]. Challenged 
also is the sexual nature of infantile urges. Orally-centered activities of the 
new-born infant, for instance, are believed to stem not from an urge for erotic 
satisfaction, but rather from the fact that the mouth and the cortical area gov- 
erning the mouth are more highly developed at birth than any of the other 
bodily areas. The oral zone, consequently, serves as a primary means of contact 
with the world. The shift of interest to the anal area, is considered not as a 
biologic transfer of libido to this locality, but as a pattern characteristic of the 
emphasis put on toilet training in western civilization. Instead of the emphasis 
being placed on pleasures in fecal retention or excretion, it is put on the strug- 
gle with parental disciplines. The phenomena of the latency period are also 
said to be culturally determined, field studies of anthropologists demonstrating 
the absence of a latency period in some societies. The Oedipus complex is re- 
garded as a neurotic reaction, a consequence of certain elements operating in 
our peculiar monogamous patriarchal society. Sexual feelings in the child for 
the parent are said to be brought about when neurotic needs cause the parents 
to over-stimulate and over-fondle the child. The child’s reactions are deter- 
mined by the attitudes of the parents, punitive or disapproving reactions pro- 
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ducing feat of the loss of love and fear of castration. Penis envy is explained 
not by a craving on the part of the girl for a penis, but rather by the desire for 
the privileges that masculinity brings the individual in our culture. The child’s 
reactions during puberty are also determined by cultural factors. For example, 
homosexual interests need not occur where boys and girls are given freedom in 
seeing each other. The resentment a girl feels at accepting her femininity is be- 
lieved produced not by a need to renounce interest in being a boy, or in trans- 
fering clitoral to vaginal pleasures, but rather by pressures and demands put 
on her by the environment because she is a girl. Experiential and sociologic 
factors, rather than biologic influences, are thus regarded of prime etiologic 
importance in conflict formation. 

The “dynamic-cultural” school puts an emphasis on character structure. 
Character is considered the product of interaction of the environment with the 
constitutional make-up of the individual. It is organized in the form of complex 
behavior tendencies which regulate the individual's relationships with the en- 
vironment. Character strivings are patterned around the demands of the cul- 
ture as vested in the disciplines, prohibitions and commands of the parents. 
Their aim is to help the individual propitiate his needs for security and self- 
esteem. Tension and anxiety may result whenever a character drive fails to 
function, or when one important drive is in conflict with another. Distorted 
character drives make for defects in interpersonal relationships and oppose nor- 
mal biologic and social needs. In this way they are considered the core of the 
neurotic process. 

According to Erich Fromm [210,211], social forces encourage irrational 
mechanisms in man’s relationships with the group and promote the isolation of 
the person from others. A primary need is a desire for closeness with, and ap- 
proval from, a significant individual. Fear of disapproval from this person, as 
originally was the case with the parental agency, causes the individual to deny 
or to tepress any feeling, impulse, attitude or reaction that inspires disapproval, 
no matter how constructive or important it may be. A number of character 
strivings are elaborated to cope with the reactions of the significant parental 
figure. Fromm conceives of character types as rooted in certain fundamental at- 
titudes, such as receptive, exploitative, hoarding, “marketing” and productive 
attitudes, conditioned by experiences with parents who exerted a specific influ- 
ence over the child that led him to develop these attitudes as security mecha- 
nisms. Basic anxiety issues from a conflict between a need for approval from a 
parental figure and a need for independence. Fromm emphasizes the value in 
therapy of discovering what healthy aspects of self have been eliminated as a 
result of environmental restriction or condemnation. The therapist helps the 
patient to understand and to rectify his need to cling to irrational authority, and 
to evolve a character organization that permits him to relate to the group in a 
healthy and productive manner. 

The two chief “schools” of “dynamic-cultural” thinking are those of 
Karen Horney and Harry Stack Sullivan. 
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The school of Karen Horney. According to Horney [212-214], the forces 
of neurosis stem from compulsive neurotic drives which are a means, elaborated 
by the individual, of coping with feelings of helplessness, isolation, fear and 
hostility. The original source of such drives is residual in “basic anxiety” 
aroused in the child when he feels isolated and helpless in a potentially hostile 
world. This “basic anxiety” forces the child to develop coping mechanisms in 
the form of character traits that become a lasting part of his personality. 

There are three lines along which character drives are organized: (1) 
drives that enable the individual to move toward people, (2) drives against 
people, and (3) drives away from people. All three of these action tendencies 
exist in different people in varying degrees, the most prominent set of drives 
determining the prevailing behavior tendency. However, if one set of drives 
predominates, it indicates an overdevelopment along one line. A number of 
sub-drives issue from the philosophy of life involved with moving toward, 
moving away from, and moving against people. Included here are an inordinate 
need for affection, compulsive impulses toward modesty, an impelling desire for 
a partner, and drives for power, prestige, ambition and perfectionism. 

Neurosis is a consequence of conflicts between contradictory sets of neu- 
rotic trends, as well as between incompatible attitudes towards others and 
towards the self. The individual is torn by these inner contradictions, and usu- 
ally refuses to recognize them since an awareness of his tendencies produces 
great anxiety. The need to deny the existence of such tendencies consumes 
much energy in the person. Four major attempts are usually made to solve 
conflict in all neuroses, The individual first blots out a part of the conflict, and 
then attempts to detach himself from people in order to avoid hurt. Next he 
tries to move away from himself with a resulting unreality of the self-image 
and finally with the creation of an idealized image of himself. Thus the need 
for perfection may be an effort to measure up to the idealized image of the self; 
while a craving for admiration may be due to a desire to feel that the idealized 
image has been achieved. Horney believes that of all attempts at solution, the 
idealized image is perhaps the most important, due to its far reaching influence 
on the total personality. The last attempt at solution of conflict is through the 
process of “externalization,” in which inner processes are experienced as going 
on outside of the self. This augments the conflict between the self and the 
world. 

In addition to the four major attempts at solving conflict, there may be 
lesser attempts, such as a tendency toward “arbitrary rightness” in order to quell 
all inner doubts, a rigid self-control which serves the purpose of holding the 
individual together by sheer will power, and a relapse into cynicism which aug- 
ments all values and eliminates conflict in regard to ideals. The hopelessness 
of being inextricably entangled in conflict may end in sadism, which, according 
to Horney, is an attempt at restitution by means of vicarious living on the part 
of the person who despairs of “ever being himself.” Sadism, then, is the out- 
come of an insatiable need for vindictive triumph. A potent source of conflict 
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lies in the neurotic’s loss of capacity to wish for anything wholeheartedly because 
his wishes are divided. 

Therapy must involve itself with a thorough understanding of the char- 
acter structure of the individual and of the conflicts that are raging within him 
as a result of fundamentally contradictory attitudes within himself. While 
character distortions were acquired as a result of past experiences, they are 
manifesting themselves in the present, and the therapeutic effort of necessity 
must involve a thorough exploration of present difficulties, and an understand- 
ing of the interplay of forces in the existing personality. Examination of the 
functions of the character trends and their consequences for the patient may 
reduce anxiety and allow the patient to become discriminatingly friendly toward 
others, with a gain in inner strength and activity. Free associations are em- 
ployed to lift unconscious elements into awareness. However, the therapist ex- 
etcises an influence on the direction of the associations. As in Freudian analy- 
sis, the relationship of the patient and therapist is subjected to a detailed study, 
although there is greater activity and a minimization of genetic factors. Inter- 
ptetations involve a clarification of problems as well as the making of sugges- 
tions as to possible solutions. 

The training division of the Karen Horney school is called the “American 
Institute for Psychoanalysis” and is located in New York City. 

The school of Harry Stack Sullivan. Sullivan [215-217] stresses the 
fact that emotional illness is both nurtured by and manifested in disturbances 
in interpersonal relationships. These develop out of early experiences and con- 
ditionings with parents and other significant adults. Their effect is an inter- 
ference with the proper assessment of reality and effective communication with 
the outer world. The patterns of reaction (parataxic distortions) that are elab- 
orated to maintain security bear upon all later reactions and lead to other ac- 
cumulated distortions. Rejecting the libido theory, Sullivan tends to regard 
sexual disturbances as one aspect of interpersonal disorganization. Therapy 
involves an analysis of the relationship between patient and therapist in order 
to explore the distortions that extend themselves into this and other relation- 
ships. The therapeutic relationship is conceived of not only as a repository of 
archaic attitudes, but also as a reality relationship that has within it many growth 
potentials. 

More specifically, Sullivan contends that the personality of the child is 
evolved from relationships with parents and other important persons with 
whom he is in intimate contact. A basic factor that molds personality is a need 
to maintain a sense of well-being or “euphoria,” a loss of which is associated 
with tension and anxiety. Early in life the maintenance or loss of “euphoria” 
becomes conditioned to approval or disapproval from parental agencies. Conse- 
quently, in order to preserve his well-being, the child imbibes the attitudes, 
values and standards dictated by the parental sanctions, and there is an inhibi- 
tion and dissociation of traits and tendencies that meet with parental disap- 
proval and punishment. Demands on the child for social conformity cause him 
to respond automatically to avoid hurt even though the child is confused 
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as to the meaning of such demands. The self-system of the child thus is 
established and developed along lines approved by significant adults, and any 
impulses or attitudes not so approved are apt to produce anxiety. The latter are 
repudiated as alien to the self and are either tentatively suppressed or are actu- 
ally blocked off from awareness by repression. 

Interpersonal relationships are determined by the many characterologic 
traits the individual has elaborated as consonant with or alien to his self. These 
“parataxic distortions,” reflecting attitudes toward significant past personages, 
are automatically projected into all interpersonal relationships. 

In the therapeutic situation, as in any other situation, the patient acts out 
his “‘parataxic distortions.” Bringing these to the awareness of the patient helps 
him to separate the present from the past, and to appreciate the attitudes and 
values that are a part of himself which he tends to repudiate. The patient ex- 
periences emotionally what has been dissociated, and in this way is enabled to 
evaluate and to accept aspects of himself that had been split off from aware- 
ness. While the current situation is actively considered, childhood experiences 
and conditioning are also constantly explored in order to expedite insight 
into the origins of the patient's problems, and to separate the past from the 
present. In these ways, new and healthier interpersonal relationships may be 
reconstructed. 

The management of a patient in therapy is more flexible and active than 
in Freudian psychoanalysis. Thus, the patient may assume a sitting or recum- 
bent position; he may use free associations or deal with specific aspects of his 
experience; he may work with present reality problems as well as early child- 
hood memories and productions from the unconscious, such as dreams. The 
emphasis is on the character structure and problems in interpersonal relation- 
ships, although genetic origins are not neglected. Relaxation of the “basic rule” 
permits of a focusing of the interview on significant material. The therapeutic 
situation is considered a real relationship that has values in itself in addition to 
serving as an arena for transference. Much of the theory and method of Sullivan 
are at present adopted by the William Alanson White School for Psychiatry, 
Psychoanalysis and Psychology, which is located in New York City. 

Criticism of the “Dynamic-Cultural” School. Criticism of the “dynamic- 
cultural” school stems mostly from Freudian psychoanalysts who regard the di- 
version into the sociological field a form of resistance against the biologic- 
sexual hypothesis of Freud. Franz Alexander has questioned Horney’s attack 
on the libido theory on the basis that it strives to substitute for the mystic bio- 
logic substance of libido, an equally empty sociologic slogan of culture {218}. 
There is a general feeling among Freudians that sociological-cultural approaches 
deal with only one facet of human experience, and do not consider the basic 
infantile sexual conflicts which are the nuclei of neuroses. While analysis of 
character is said to be helpful, it does not eradicate the deepest sources of con- 
flict. Some observers have even gone so far as to say that therapy conducted in 
accordance with principles of the dynamic-cultural school is “superficial” and 
has a reeducative rather than a reconstructive influence. 
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PSYCHOANALYTICALLY ORIENTED PSYCHOTHERAPY 


Psychoanalytically oriented psychotherapy is the most active of all analytic 
therapies maintaining the greatest flexibility in the techniques employed. By 
focusing on pertinent data and by using active means of dealing with resist- 
ance, and of bringing unconscious conflicts to awareness, much unnecessary time 
is claimed to be saved. The relationship is also actively manipulated, transference 
being controlled and certain aspects of the relationship stimulated. 

Perhaps the best known system of psychoanalytically oriented psychother- 
apy is set forth by Alexander, French and other members of the Chicago Insti- 
tute for Psychoanalysis [219]. The therapy described, though of a short-term 
nature, is believed by the authors to yield results comparable to long-term 
standard psychoanalysis. Alexander and French stress the fact that they utilize 
the therapeutic situation as a corrective experience. It provides a new and more 
favorable medium in which the patient is exposed to, relives, and finally masters 
the conflicts and emotional problems he was unable to handle as a child. This is 
achieved either in the transference relationship or outside of therapy in real life. 
Not only does the patient overcome unresolved childhood conflicts by reliving 
them—which makes them less acute—but the therapist also responds to the 
patient and to his behavior in a manner totally different from that of the parent. 
This gives the patient an opportunity to revive his past and to face his conflicts 
over and over again under the guiding aegis of the therapist. Activity in the 
therapeutic situation is said to accentuate the corrective experience. 

The authors recommend such modifications in technique as direct inter- 
viewing, in addition to free association; the regulating of the number of sessions 
each week; the offering to the patient of advice and suggestions about certain 
aspects of his life; the interrupting of therapy for a variable period prior to 
ending treatment; the manipulating of the transference in each patient in ac- 
cordance with the needs of the patient; and the employing of real life experiences 
as a part of the treatment process. Flexibility in method is advocated with a 
change of technique to suit the patient's personality, as well as his problems. 
While the transference relationship is believed to be important, the considera- 
tion of extratherapeutic experiences is considered of equal importance. Positive 
transference attitudes are encouraged to establish rapport and to enhance thera- 
peutic progress. Negative attitudes are analyzed when they block the process of 
therapy. Emphasis is more on the relationship than it is on the transference 
neurosis. The experience of mutual frankness and sincerity in relationship to 
the therapist is believed to make it possible for the patient to reorient himself 
to other human contacts. 

While their techniques are not claimed to be applicable to all cases, in 
many instances the goals achieved are said to approximate those previously 
considered possible only with “orthodox” techniques. Indeed, the authors are 
inclined to press the advantages, in certain patients, of their modification of 
formal psychoanalysis. 

The “sector therapy” of Felix Deutsch [220] falls into the category of 
psychoanalytically oriented psychotherapy. While he admits that psychoanalytic 
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treatment cannot be shortened to achieve extensive goals, limited goals are 
possible with psychotherapy employing psychoanalytic techniques. Deutsch ad- 
vocates the use of the “associative anamnesis” [221]. Here the technique 
essentially involves a focusing of the interview on symptoms and conflicts by 
accenting key words and phrases which the patient himself has used and which 
reflect basic problems. The therapist picks a few of the most frequently em- 
ployed words or expressions, incorporates them into his own conversation, and 
observes the reactions of the patient. The key words and phrases uttered by 
the therapist usually stimulate associative ramifications in the form of free asso- 
ciations. However, the associations are guided, and their continuity maintained. 
Through this means, manifest symptoms or present problems are linked with 
underlying conflicts. The constant confrontations by the therapist serve some of 
the purposes of interpretation. Memories are revived, associative chains are 
broken up and replaced with new ones. By this form of interviewing, the patient 
learns to discriminate the past from the present, and his ego is induced to alter 
its defensive attitudes. 

Illustrative of the many innovations that are introduced into psycho- 
analytically oriented psychotherapy is the “objective psychotherapy” described 
by Karpman [222]. Karpman assigns to the patient a series of written ques- 
tions dealing with the patient's history, attitudes and feelings. The patient is 
requested to write out detailed answers to these questions. After reading them, 
the therapist picks out pertinent points, and formulates new questions to which 
the patient is expected to reply. Reading material may be given the patient 
which is related to his problem, and the patient’s reactions in writing are re- 
quested. Dreams are written by the patient and interpretations to these are 
handed in written form back to the patient for his leisurely study. Formulations 
of the dynamics in writing are made from time to time by the therapist, and 
the patient is requested to study these and to turn in his written comments. 

Criticism of psychoanalytically oriented psychotherapy is often expressed 
to the effect that transference is watered down by the active techniques em- 
ployed. The consequence of avoidance of a transference neurosis is said to be 
a limitation of the extent of insight achieved. The inevitability of circumscribed 
goals in treatment is also presented as an objection. Additionally, the concen- 
trated short-term techniques employed are believed to be dangerous in the 
hands of any other than the most highly trained and experienced psycho- 
analysts. Because psychoanalytically oriented therapy is often a rapid pro- 
cedure, it is unfortunately apt to appeal to therapists who may not be trained in 
psychoanalysis, but who are searching for dramatic unrealistic short-cuts. 


ADJUNCTIVE AIDS IN PSYCHOANALYTICALLY 
ORIENTED PSYCHOTHERAPY 


1. Hypnoanalysis 


Work by Erickson [222-225], Erickson and Hill [226], Erickson and 
Kubie [227,228], Hisenbud [229], Kubie [230], Lindner [231,232], Gill 


82 THE TECHNIQUE OF PSYCHOTHERAPY 


and Brenman [233], Fisher [234] and Wolberg [235,236] has indicated 
that hypnosis lends itself to a facilitation of the psychoanalytic process. A most 
important effect of hypnosis is its power to remove those resistances that pre- 
vent awareness of unconscious material. Whereas months may be consumed 
in an attempt to remove such resistances during psychoanalysis, hypnosis. is 
often able to achieve an almost surgical removal of barriers to the conscious 
appreciation of repressed elements of the personality. 

Hypnoanalysis presupposes an aptitude on the part of the patient to enter 
a trance sufficiently deep to make possible the employment of the various 
hypnoanalytic procedures. The ability to verbalize during hypnosis without 
awakening is mandatory. A somnambulistic trance is essential where such 
techniques as drawing, play therapy, dramatics, mirror gazing, regression and 
revivification, and the creation of experimental conflicts are to be used. Free 
association, dream induction and automatic writing often require no more than 
a medium or light trance. 

The mere induction of hypnosis may eliminate many resistances to free 
association. The material flows freely, and the results of one session are often 
equivalent to weeks of waking free association. It is often helpful to have the 
patient visualize scenes in his mind as they appear. Hypnosis may also be used 
to analyze resistances that prevent waking free association. The hypnotic state, 
however, cannot in itself dissolve all resistances to free association, and, in some 
cases, the patient will be unable to verbalize his thoughts even in the deepest 
somnambulism with the most persistent urging. Occasionally, material may be 
brought up by instructing the patient that, at a certain count, he will have a 
thought, or visualize an image. 

The ability to dream under hypnosis must be inculcated in the patient by 
training. A medium trance is usually required. Unconscious ideational processes 
of a purposeful nature may be stimulated by dream activity, and, frequently, 
the patient may work out an insight through dreaming when it is suggested that 
he do so, Dreaming under hypnosis or posthypnotically may also be used as a 
means of understanding attitudes and feelings that are not yet conscious and 
which cannot be verbalized. In this way attitudes may be divulged which reveal 
trends in the transference. Dream activity may also aid in the dissolution of 
resistance. An important use of hypnotic dreaming is in the recovery of dreams 
which have been forgotten, as well as specific portions of dreams which have 
either been repressed or have been subjected to secondary elaboration. Dream- 
ing under hypnosis may also be used to help the recovery of forgotten 
memories and experiences. 

The techniques of regression and revivification are sometimes useful in 
bringing the individual back to a period in his life during which he had ex- 
perienced important traumatic happenings. Regression increases the hy- 
petmnesic effect of hypnosis to a marked degree, opening up pathways to for- 
gotten memories and experiences which would not be available to the individual 
at an adult level. 


The induction of experimental conflict is another means of demonstrating 
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to the patient the workings of his unconscious. Often it may produce insight 
where other techniques fail. Many resistances prevent the acknowledgment by 
the patient of certain unconscious drives. Only by experiencing them in actual 
operation can the patient realize how they are influencing his behavioral and 
attitudinal patterns. By means of hypnosis, experimental conflicts may be in- 
duced which involve significant incidents in the patient's life, or significant 
attitudes and relationships with people [237]. 

Hypnosis is also often effective in promoting recall of traumatic memories 
and experiences which have been repressed. 

Limitations of hypnoanalysis center around the following: first, not all 
patients are hypnotizable to the depth necessary for use of the various hypno- 
analytic techniques; second, since fantasies are easily elicited in the trance, the 
validity of the evoked material must be scrupulously tested; third, the regressive 
state associated with hypnosis may introduce elements into the transference 
that must be analyzed carefully; and fourth, material elicited and experiences 
encountered in the trance must be integrated into the more conscious layers of 
the psyche, working through a number of resistances before they are effectively 
incorporated. Many patients and some therapists regard hypnosis as a miracle 
cure—a concept for which there is no basis, since there are many problems which 
do not respond to the hypnotic method, failures occurring here as with any other 
technique. While hypnoanalysis is useful as a therapy in some conditions, 
particularly where repression is the favored defense, as in traumatic neurosis 
and hysteria, it is no more effective than other reconstructive therapies in condi- 
tions like personality disorders. 


2. Art Therapy 


The use of artistic media, such as drawing, painting and finger painting, 
as ways of exploring unconscious conflict, has been advocated by some observers 
{238-247}. The productions, whatever their nature, serve as means of emo- 
tional catharsis and as vehicles for revealing inner problems, wishes and fears. 
The aim of insight is attainable since many art productions provide symbolic 
ways of representing unconscious phenomena [248-253]. The patient projects 
into his creations significant emotional meanings. This is very much similar to 
what happens in the Rorschach test [254]. Furthermore, the symbolized con- 
tent permits of an expression of inner impulses without too much guilt feeling. 
The art therapist accepts the patient’s projections without punitive or judg- 
mental retaliation. Interpretations are offered to the patient at strategic times. 
Interpretation of art symbols has been described by Pfister {481}, Jung [255], 
Appel [256], Liss [257], Harms [258,259], Reitman [260], Baynes [267], 
Mira [262}, Naumburg [263,264], and Kris [265]. Other informative articles 
are those of Levy [266], Curran [267], Despert [268], Bychowski [269], 
and Mosse {270}. 

Criticism of art therapy relates to the tendency among some art therapists 
to overvalue the medium of communication—the art production—and to con- 
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fuse the latter with the therapeutic process itself. While therapy may thus be 
regarded as a constant uncovering phenomenon that brings up interesting mate- 
tial, there may be a denial or minimization of the true therapeutic vehicle— 
the relationship between patient and therapist. The use of art as an adjunct to 
therapy is, nevertheless, considered by some analysts as helpful to patients who 
express themselves better in drawing and in other artistic ways, than in free 
association or dreams. While the content of therapy may be focused on art ex- 
pression, the therapeutic process goes through the usual phases of transference 
and resistance as in any reconstructive form of psychotherapy. 


3. Play Therapy 


Play therapy provides the individual with a means of giving vent to feel- 
ings, ideas and fantasies he cannot ordinarily verbalize [271-278]. The bene- 
ficial effects of play therapy are based ultimately on insight the patient gains 
into his unconscious problems. More immediately, he acts out in play, hostile, 
sexual, excretory and other fantasies, as well as anxiety-provoking life situations. 
The cathartic effect of play therapy temporarily alleviates tension. This is not as 
important as the gradual insight that develops into the nature and effects of 
unconscious conflicts. The non-condemning attitude of the therapist, who 
neither criticizes nor restricts the patient, but accords him freedom in expressing 
overtly impulses and fantasies of a dreaded nature, alleviates guilt feelings and 
eventually makes it possible for the patient to acknowledge and to tolerate re- 
pressed drives. As these are repeatedly acted out in play, the patient becomes 
desensitized to their influence. Carefully timed interpretations aid him in 
developing insight. 

Play therapy appears to be particularly suited to the expression of uncon- 
scious aggression and to the acting-out of jealousies in relation to a parent or 
sibling. It is also an excellent medium for exploration of sexual and excretory 
fantasies. It is of greatest value in children. Merely instructing the child to 
play as he wants, sometimes suffices to get him interested in the play materials. 
In this reference the free play technique of Gitelson [279] is useful, or, if 
the therapist prefers, the methods of Anna Freud [280} and Melanie Klein 
[281] may be employed. In many cases, however, it is difficult to create in the 
patient an attitude that is conducive to spontaneous play, and here a more active 
approach will be necessary, such as represented in the methods described by 
Conn [282], Levy [283] and Solomon [284,285]. Criticism of play as a 
therapeutic medium revolves about the age limitations for its use. While play 
is a normal form of expression in childhood, adults are usually not amenable 
to play methods. 


4. Narcotherapy (Narcosynthesis, Narcoanalysis) 


The intravenous injection of sodium amytal or sodium pentothal produces 


a lessening of inhibition with verbal outflow and, occasionally, motor discharge. 
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This emotionally cathartic influence has been utilized advantageously in the 
war neuroses, the patient being induced to verbalize fantasies and to relive ex- 
periences associated with traumatic battle incidents [66,67]. The patient's asso- 
ciations are interrupted by pointed questions whenever the therapist believes 
these to be indicated. Repeated barbiturate interviews gradually restore to the 
patient a sense of mastery and, when coupled with interviews on a waking level, 
help the individual to gain insight into his untoward reactions to the traumatic 
scene. 

In the civilian neuroses, intravenous sodium amytal is utilized to facilitate 
free associations. Transference and resistance are dealt with and interpretations 
ate given. Interviews in the waking state are coordinately employed. The exact 
effects of this combined therapy, and its advantage over traditional psycho- 
therapy have not yet been accurately evaluated. Results are most notable in 
anxiety states, hysteria and certain psychosomatic conditions. Sometimes narco- 
therapy is used as an adjunct in reconstructive psychotherapy where the patient 
is unable to verbalize readily, or where resistances to unconscious content are 
especially high. It is used also in panic states which develop during the course 
of regular psychotherapy. 

Because much anxiety is liberated in narcotherapy, ego-supportive tech- 
niques like suggestion and reassurance are more frequently employed than in 
ordinary analytic psychotherapy. Hoch and Polatin emphasize that narcosis in 
psychotherapy will require further experimentation and evaluation [286]. 


5. Analytic Group Therapy 


Group therapy with reconstructive goals has come into prominence in re- 
cent years. In 1939, Schilder [287 } described a method which combined auto- 
biographic material with free association and dream interpretation. Wender 
[288] employed an analytic type of group procedure in a hospital setting. Sarlin 
and Berezin [289] reported an uncovering approach in group therapy. 

Sutherland {290} stresses that the psychoneurotic can be helped adequately 
in group therapy only if a change is brought about in him through resolution 
of his unconscious conflicts. He contends that group therapy can be conducted 
_ along strictly analytic lines in order to achieve this purpose. Somewhat similar 
points of view are emphasized by Foulkes [297}, Slavson {292} and Ackerman 
1293]: 

Ezriel [294,295] lists three hypotheses related to a method of applying 
psychoanalytic theory to group therapy. The first is that unconscious feelings 
toward past authoritative personages are projected onto figures in the social 
environment. The group provides an opportunity for such multiple transfer- 
ences, The second is that a common group tension develops which involves all 
group members and elicits in each person unconscious fantasies that have a com- 
mon denominator. Each member assumes a role in a “drama,” enacted in the 
session by the group. This brings out the individual’s particular defense 
mechanisms. The third hypothesis deals with interpretations that are made to the 
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group members. These are given in relation to the unconscious content of the 
area of common tension and to the specific defenses the patient employs in 
relation to the latter. 

Spotnitz [296} discusses the enhancing of ego-functioning of the indi- 
vidual in the group setting. Where selection of group members includes a 
scattering of problems and personality types, an opportunity is afforded the 
patient to experience and to observe a variety of reactions which help him to 
sctutinize his own reactions more objectively. Individual resistances are handled 
rapidly by the group and this results in symptomatic improvement. Spotnitz 
believes that the instinctual forces at work in groups can be understood in terms 
of the life and death instincts as outlined by Freud. 

Wolf [297] describes a form of group therapy that employs psycho- 
analytic techniques of free association, dream interpretation, and resistance, 
transference, and counter-transference analysis. The groups, while heterogene- 
ously composed, are confined to persons of approximately the same age. The 
mixing of sexes, Wolf believes, facilitates resolution of problems on the hetero- 
sexual gregarious plane. Excluded are psychopaths, alcoholics, stutterers, mental 
defectives, hallucinating psychotics and hypermanic patients. The groups, com- 
posed of eight or ten members with sexes balanced, meet three times weekly for 
ninety minutes. 

A number of individual interviews may be required before the patient is 
ready to enter the group. This is the first stage of therapy and is diagnostic. The 
patient is also prepared for group analysis by explanations regarding its theory 
and practice. The second stage of therapy is conducted in the group setting. It 
consists of free associations organized around the dreams of the group mem- 
bers. Once good rapport has developed, the third stage of therapy begins. This 
consists of each patient spontaneously free-associating about the next. This re- 
sults in a bombardment of the patient’s character structure and exposure of 
conflicts. The patient learns which of his characteristics please the group and 
which disturb them. In the fourth stage of treatment, resistances mobilized by 
the free associations of the group members come up for analysis. The fifth stage 
of treatment is characterized by an analysis of transference—its identification 
and resolution. Patients here learn how they project parental and sibling images 
into the group and toward the therapist. Identification and resolution of trans- 
ference are said to proceed more thoroughly and tapidly in a group setting. The 
sixth and final stage of treatment is characterized by planned conscious responses 
in the interests of the group and the self. These replace strivings of an irrational 
or compulsive nature engendered by the character structure. 

Criticism of analytic group therapy revolves about contentions that the 
method is not yet tested, and that reconstructive changes are not as extensive or 
as permanent as in individual therapy. Unless the patient is coordinately in 
individual therapy, it is difficult to work through certain transference resistances 
which are more easily concealed in group than in individual treatment. 


Similarities and Differences 
Among the Various Psychotherapies 


IN ATTEMPTING TO DIFFERENTIATE THE SUNDRY PSYCHOTHERAPEUTIC 
approaches, two kinds of data are apparent. The first relates to observations of 
clinical phenomena made by therapists in the course of working diagnostically 
and therapeutically with patients. The second is concerned with the interpreta- 
tion of this data along theoretic, speculative lines. 

Common theoretic constructs deal with the following: (1) the nature of 
the predisposing factors in emotional illness, (2) the manner in which child- 
hood experiences and conditionings produce distortions in personality develop- 
ment, (3) the relationship between personality structure and neurosis, (4) the 
constituents of inner conflict, (5) the meaning, function and manifestations of 
anxiety, (6) the structure of the psychic apparatus, and (7) the mechanisms of 
defense. Various schools may place an emphasis, duly or unduly, on some of 
these constructs, or they may accent certain phases of psychodynamics which 
may or may not be verifiable. 

Techniques of psychotherapy, though diversified, are not nearly so disparate 
as theoretic formations. Indeed, basic similarities are apparent among all psycho- 
therapeutic schools which include the following: (1) they are all goal-directed 
toward specific objectives, (2) they are organized around a relationship between 
therapist and patient, (3) they require some kind of interviewing procedure, 
and (4) they evoke emotional responses in the patient which must be thera- 
peutically handled, 

The goals in treatment with supportive, reeducative and reconstructive 
therapies have already been described. Briefly, they consist of a relief of symp- 
toms and better adaptation in areas of living in which the patient has failed 
(supportive therapy); a reorganization of attitudes and values with expansion of 
personality assets and minimization of liabilities (reeducative therapy); and an 
alteration of the basic structure of the character with creation of potentialities 
that were thwarted in the course of the individual's development (reconstruc- 
tive therapy). The setting of goals may be determined in some psychotherapeutic 
systems by the patient, in others by the therapist. 

The type of relationship between therapist and patient varies among the 
different psychotherapies. There are some relationships deliberately set up by the 
therapist in which he assumes an authoritarian, domineering, directive and dis- 
ciplinary role. There are others that are non-authoritarian, permissive, non- 
directive and non-disciplinary, sometimes to a point where the therapist seems 
detached. There are still others in between these two extremes in which the 
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therapist attempts to relate himself to the patient as a cooperative partner. The 
degree of activity or passivity the therapist assumes with the patient will vary 
with the relationship sought; it may remain consistent throughout the course of 
therapy or may shift at different stages of the treatment process. The kinds of 
attitudes displayed by the therapist will similarly range from moralistic to 
tolerant, from judgmental to non-judgmental. 

The kinds of verbalization obtained from the patient may be spontaneous 
and rambling to the point of “free association,” or they may be focused by the 
therapist on selected topics. Similarly, the responses of the therapist may range 
from spontaneous comments and conversations to controlled utterances and 
pointed interpretations. 

The interview focus will depend on the approach employed. For example, 
in guidance, it is usually on existent work, marital, social and interpersonal 
difficulties with the object of correcting these as expediently as possible. In 
persuasion, the focus is on faulty attitudes and values with the idea of inculcat- 
ing in the patient a correct philosophy toward life. In emotional catharsis, it is 
on suppressed and repressed feelings and experiences, with the aim of releasing 
pent-up emotions. In reassurance, it is on irrational fears and attitudes with the 
idea of correcting misconceptions and mistaken attitudes. In many reeducative 
therapies, it is on distortions in interpersonal operations with the object of en- 
hancing character assets and of minimizing liabilities. In semantic approaches, 
it is on language and communication disturbances for the purpose of clarifying 
concepts, values and goals. In non-directive therapy, it is on the feelings behind 
verbalizations in the hope of releasing spontaneous growth forces. In Freudian 
psychoanalysis, it is on past life experiences with an attempt to resolve the 
Oedipus complex toward development of mature genitality. In Adlerian 
analysis, it is on the present “life-style” with attempts to resolve feelings of in- 
feriority and compensatory power mechanisms. In Jungian analysis, it is on the 
exploration of elements in the collective unconscious with the aim of releasing 
the individual from the crippling influences of “archetypes.” In Rankian anal- 
ysis, it is on the union and separation strivings of the patient with the ultimate 
objective of resolving the ubiquitous birth trauma. In Horney analysis, the focus 
in on the contradictions of character structure with dissipation of character dis- 
turbances and of the unrealistic, idealized self-image. In Sullivan analysis, it is 
on the individual's relationships with people, with the aim of restoring self- 
esteem and good interpersonal relationships. 

It will be seen that the focus of inquiry is on selected aspects of the total 
functioning. Because the individual projects himself as a whole into the most 
minute area of living, exhibiting in this area basic patterns of relatedness and 
basic defensive operations, the working through of problems in one area may 
result in a restructuring of the personality in other, apparently unrelated areas. 
Thus, if the focus chosen is inferiority feelings in relation to an employer, the 
limited resolution of the patient's attitudes toward the employer and toward 
himself may result in more harmonious attitudes toward other authorities, in 
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greater self-esteem and feelings of mastery, in greater acceptance of himself 
and his impulses, including sexual and hostile impulses. If the focus is on 
sexuality and problems in relating sexually to others, or the resolution of fears 
of mutilation, the capacity to separate the paralyzing archaic prohibitions of 
childhood from the present will probably eventuate in more constructive 
attitudes in the patient toward authority, toward his colleagues and toward 
himself. Consequently, even though our field of inquiry dealt practically ex- 
clusively with sexual problems, the total integrative function will have been 
influenced in successful therapy. These facts perhaps explain why the individual 
may be helped equally well by many different approaches which selectively 
consider only a circumscribed aspect of functioning. Readjustment in one 
area starts a chain reaction that can involve the person as a whole. 

The attitudes of the patient toward the therapist show extreme variations 
in all therapies, the patient reacting to him, first, as a real person, and, second, 
as a symbol of authority. Attitudes will consequently be molded by the actual 
role the therapist plays with the patient, as well as by habitual attitudes and 
feelings residual in the patient's previous dealings with authority (transfer- 
ence). The attitudes of the therapist to the patient are also diverse. First, there 
are feelings toward the patient as a human being who needs help and services 
that the therapist renders for a fee; second, impulses are mobilized toward the 
patient that are neurotically nurtured and are parcels of disturbances in the 
therapist's own character structure (counter-transference). The methods of 
handling transference and counter-transference, such as by encouragement, 
avoidance, control or interpretation, will differ according to the goals in therapy, 
the specific techniques being followed, and the level of the therapist's under- 
standing of psychodynamic processes in both the patient and in himself. 

A ptivate survey among a sizeable number of psychotherapists practicing 
supportive, reeducative and reconstructive therapies yielded some interesting 
facts that have been detailed in Chart II, page 90. Outlined is a comparison 
of technical procedures in the three main psychotherapeutic groups, according 
to the duration of therapy, frequency of visits, the taking of detailed histories, 
routine psychologic examinations, the kinds of communications obtained from 
the patient, the general activity of the therapist, the frequency of advice- 
giving to the patient, the handling of transference, the general relationship of 
the patient to the therapist, the physical position of the patient during therapy, 
the handling of dream material, and adjuncts utilized during treatment. 


1. Duration of Therapy 


No exact estimate of the time required to achieve therapeutic goals is 
possible in supportive, reeducative and reconstructive psychotherapies. In some 
instances, satisfactory goals are achieved in several sessions; in others, treatment 
requires several hundred sessions. However, the tendency is toward relatively 
short-term intervals, averaging ten to fifty sessions in supportive, reeducative 
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and psychoanalytically oriented psychotherapy. In both Freudian and non- 
Freudian psychoanalysis, the time estimate is from two to five years with an 
average of three years. 


2. Frequency of Visits 


Under most circumstances the frequency of visits is lowest in the supportive 
and reeducative therapies, averaging no more than one or two visits weekly. In 
some instances, however, it is as high as three times weekly. In psychoanalyti- 
cally oriented psychotherapy, visits average twice weekly, with a low of one 
and a high of three. Most non-Freudian analysts prefer seeing their patients 
three times each week, occasionaly lowering this to twice, or raising it to four 
times weekly. Some Freudian analysts are insistent on visits no less than five 
times weekly, but others allege that they can handle patients on a four-times- 
a-week basis. 


3. Detailed History-taking 


In supportive therapy, a routine detailed history is the rule. It is employed 
in reeducative therapy in the form of a systematic inquiry into areas of adjust- 
ment and maladjustment. In reconstructive therapy, analysts, particularly Freud- 
ian analysts, prefer a spontaneous unfolding of historical data, some even con- 
demning the practice of history-taking as prejudicial to good therapy. 


4. Psychologic Examinations 


Intelligence testing and vocational batteries are often used in supportive 
and reeducative therapies as a means of assaying intellectual capacities, voca- 
tional interests and work potentials. Projective testing, most frequently the 
Rorschach test, is employed in reeducative and reconstructive therapies mostly 
as an aid in diagnosis to determine the presence of organic brain conditions, 
and to ascertain the strength of latent schizophrenic tendencies. 


5. Patient's Communications 


The kinds of communication encouraged in the different therapies vary to 
a considerable degree. Free associations are rarely or never employed in non- 
reconstructive treatment. Guided interviews are organized, in supportive ther- 
apy, around symptoms, environmental disturbances and immediate interper- 
sonal problems, and, in reeducative therapy, around daily events and the 
current life situation. In Freudian psychoanalysis, unguided free associations are 
considered mandatory in order to circumvent conventional resistances to un- 
conscious content. Concern with every-day problems is felt to be of secondary 
importance, often serving as a diversion from focal areas of conflict. In non- 
Freudian psychoanalysis, free associations are believed to be useful, but are not 
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felt to be absolutely essential. Interviews are often focused on interpersonal re- 
lationships and other apparent areas of conflict. Analysts who employ psycho- 
analytically oriented psychotherapy tend even more toward focused interviews. 


6. General Activity of Therapist 


As might be expected, activity and directiveness are greatest in those who 
do supportive therapy, and least in practitioners who employ non-directive and 
Freudian analytic approaches. Irrespective of intent, however, or the kind of 
therapy practiced, the degree of activity or passivity is determined largely by the 
personality structure of the therapist. Recordings of treatment sessions prove 
this point amply, therapists of active temperament finding it difficult to main- 
tain passivity and anonymity even though their brand of therapy calls for these 
roles. Often therapists whose recordings show them to be very active and direc- 
tive have no awareness of their activity or directiveness. In supportive therapy, 
an active approach reinforces the authoritarian position of the therapist. This 
is felt to be helpful to the therapeutic objective. Moderate directiveness in other 
therapies, except perhaps in Freudian psychoanalysis, is not considered prejudi- 
cial to the therapeutic aim, provided it is controlled during phases of therapy 
where it is essential for the patient to think through his own problems and to 
arrive at his own set of goals and values. 

The lines along which the therapist actively works are determined in part 
by his attitudes toward the patient’s defensive structure. In supportive and re- 
educative therapies, the defenses are resurrected and strengthened with a re- 
building of those that have enabled the individual to function satisfactorily 
prior to the present upset. In reconstructive psychotherapy, the defenses are 
challenged for the purpose of eliminating those that perpetuate the neurosis 
and as a means toward alteration of the character structure itself. 


7. Advice-giving to the Patient 


The amount of advice offered to the patient correlates positively with the 
degree of directiveness and authoritarianism assumed by the therapist in his re- 
lationship with the patient. In supportive therapy, accordingly, it is often given; 
in reeducational therapy, it is occasionally proffered; while in reconstructive 
therapy, it is, more or less, avoided except in emergencies. 


8. Transference 


In supportive and reeducative therapies, certain aspects of the positive 
transference are encouraged and utilized to facilitate therapeutic change. There 
is also a constant attack on, and dissipation of, negative transference as soon as 
this develops. In Freudian psychoanalysis, the spontaneous feelings and atti- 
tudes of the patient are encouraged to a point where he may actually react to 
the therapist not as a real person, but as a symbol of authority toward whom 
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archaic emotions and strivings are directed (transference). This enables the pa- 
tient to live through with the therapist some of the most important traumatic 
experiences in his past (transference neurosis), gaining insight through actual 
revivification of events damaging to personality formation. Interpretation is in 
terms of genetic origins. In non-Freudian psychoanalysis and psychoanalytically 
oriented psychotherapy, transference also is considered an essential part of ther- 
apy, but the transference neurosis is kept at a minimum by greater therapist ac- 
tivity, less frequent visits and by the immediate handling through interpretation 
of irrational trends and feelings. Transference is analyzed in terms of character 
structure as well as of genetic origins. 


9. General Relationship of Patient to Therapist 


In supportive and reeducative therapies, and occasionally in psychoanalyti- 
cally oriented psychotherapy, a positive relationship is fostered and sustained as 
much as possible by appropriate actions and utterances, the relationship itself 
being utilized to promote therapeutic change. Transference reactions which in- 
terfere with a positive relationship are usually dealt with as expediently as pos- 
sible. In all the reconstructive therapies, the relationship of the patient to the 
therapist is permitted to develop more or less spontaneously. Transference is en- 
couraged in Freudian psychoanalysis as a vehicle of insight; it is controlled to 
some extent in non-Freudian psychoanalysis and in psychoanalytically oriented 
psychotherapy. 


10. Physical Position of Patient during Therapy 


The sitting-up position is always utilized in supportive and reeducative 
therapies, In Freudian psychoanalysis, the recumbent couch position is employed 
as a means of fostering free associations. This requirement is less rigidly fol- 
lowed in non-Freudian psychoanalysis, in which the sitting-up position is al- 
ternately or exclusively used with certain patients. In psychoanalytically ori- 
ented psychotherapy, the sitting-up position is employed, though occasionally, 
at certain phases of treatment, the recumbent position may be used. 


11. Dream Material 


Dream material is generally disregarded in supportive and reeducative 
therapies, although analytically trained therapists, who use such therapies, 
study dreams without interpreting them to the patient, in order to observe the 
defensive reactions of the patient, including transference and resistance mani- 
festations. In all of the reconstructive therapies, dream material is employed as 
a principal means of access to unconscious conflict. The manner in which dreams 
are handled will vary according to the theoretic training and orientation of the 
therapist. 
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12. Adjuncts Utilized during Therapy 


Bibliotherapy, art therapy, group therapy, physical therapy, occupational 
therapy, drug therapy, and hypnotherapy are often employed by therapists 
practicing supportive therapy. In reeducative approaches and in psychoanalyti- 
cally oriented psychotherapy, group therapy, bibliotherapy, play therapy, art 
therapy, narcotherapy and hypnotherapy are sometimes coordinately used. Few 
or no adjuncts are utilized in non-Freudian psychoanalysis, while in Freudian 
psychoanalysis, most therapists avoid all adjunctive devices. 


9 


The Use of Supportive, Reeducative 
and Reconstructive Approaches 


A NUMBER OF DIFFERENT OBJECTIVES ARE POSSIBLE IN ANY CASE UNDER 
treatment. First, we may try, by supportive techniques, to restore to the indi- 
vidual a shattered sense of mastery so that he integrates on a more adaptive 
level. We would expect to achieve here an alleviation of symptoms nurtured by a 
collapse in adaptation, such as anxiety, depression, and psychosomatic com- 
plaints; as well as dissipation of neurotic defenses, like phobias, compulsions 
and conversion phenomena. Second, we may aim, with reeducative therapy, for 
a correction of disturbed patterns of behavior, with the object of helping 
the patient utilize the resources that he has to the full in quest of a more 
satisfactory work, interpersonal and social adjustment. Finally, we may, by 
employing reconstructive measures, strive for the development of new re- 
sources through resolution of personality blocks that have impeded the acquisi- 
tion of maturity. 

To illustrate how supportive, reeducative and reconstructive approaches 
may be employed in practice, we may consider the case of a patient who applies 
for therapy after the onset of an emotional illness characterized by tension, 
depression, anxiety and psychosomatic symptoms. The patient in explaining 
his upset, attributes it to challenging work pressures brought about by a shift 


in his position from a relatively routine one to that involving considerable 
responsibility. 


RESTORATION OF MASTERY THROUGH 
SUPPORTIVE SYMPTOM RELIEF OR REMOVAL 


In going over his history, it appears that the patient has, up to the onset of 
his work problem, made a satisfactory adjustment. He seems to have a good 
home life; he enjoys his children and tespects his wife; he is an excellent pro- 
vider who conscientiously performs his work duties; he belongs to a number of 
organizations, and has the usual quota of friends. According to this record, it 
would seem reasonable to scale our goals toward bringing him back to where 
he was prior to his collapse. We might calculate that once his symptoms were 
eliminated or under control, he would have the best chance of recovering his 
equilibrium. With this in mind, we might attack his symptoms along several 
different lines. First, we might attempt to subdue them by the administration of 
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medicaments, such as antacids for hyperacidity, atropine for spasm, tonics for 
anorexia, sedatives and hypnotics for tension, drugs like “tolserol’” for anxiety, 
and benzedrine for depression. Where his depression is so intense as to consti- 
tute a suicidal hazard, electric shock therapy might be considered. The patient 
might also be trained in progressive muscular relaxation in an attempt to re- 
lieve his taut muscular state. He may be reassured, in the event he is frightened 
by his condition, to the effect that his problem is not irremediable, and he may 
be urged to utilize his will power to get well. He may also be removed from 
his environmental situation. By absenting himself from existing arenas of stress, 
there may be an assuaging of tension. 

The therapist may, instead of making these efforts, focus attention on the 
patient’s work difficulty, reasoning as follows: “Here is a man who has problems 
in assertiveness, yet who is involved in a work situation that is too hard for him 
to handle. Competitiveness demanded by his present job is not for one with this 
kind of personality. Prior to the unhappy job change, he was getting along ade- 
quately. The treatment objective, then, is to return him to his previous job to 
which he was able to adjust satisfactorily.” 

Assuming that his vocational situation is the primary source of his diffi- 
culty, the patient may be urged to find a different position. He would be helped 
here to an awareness that the competitive stresses in his present job are those to 
which he cannot and should not adjust, and he may be encouraged to seek a type 
of work that avoids competition. Where the patient is willing to give up his 
present position and to occupy a less burdensome one, he may manage to regain 
his customary equilibrium. 

Environmental difficulties may exist in addition to the work problem that 
upset the patient, rendering it additionally impossible for him to make an ade- 
quate adjustment. For example, were our patient to suffer from a family 
difficulty in conjunction with his work problem, our focus in therapy would 
of necessity also occupy the former area. The therapist would help the patient 
extricate himself from his disturbing plight by bringing him to a realization of 
both constructive and destructive aspects of his situation, or by more active 
measures which might involve contact with his family. 

If our patient were the victim of a family disturbance that was insoluble, 
to which he is unable to adjust himself, it might be necessary to advise him 
to take up residence elsewhere. Temporary or permanent placement in a foster 
family or rest home might help stabilize the person, provided he had not yet 
sustained structural damage to his personality. Placement in an institution or 
hospital might also sometimes be necessary, especially where the patient had be- 
come addicted to alcohol or drugs, where he displayed a hypomanic condition 
or “acted out” his problems in a destructive manner, where he was severely de- 
pressed or suicidally inclined, or where he evidenced drastic hysterical or psy- 
chosomatic symptoms. 

These measures are obviously all aimed at symptom relief or removal. The 
philosophy behind such approaches is that symptoms impair the functional ef- 
ficiency of the psyche like a diseased gall bladder upsets the entire digestive 
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system. Suggestion, persuasion, “thought control,” progressive relaxation, pur- 
poseful forgetting, and the plunging of the self into extroverted activities are 
among the devices aimed at the symptom, as if it were a foreign body whose 
presence obstructed an otherwise intact psychic mechanism. 

No issue is taken with the successes scored by this type of therapy. Suc- 
cesses do occur and there are certain personalities who are able to forestall com- 
plete emotional collapse by practicing such devices as “riding their symptoms,” 
substituting innocuous for painful thoughts, engaging in frenzied pursuit of so- 
cial activities, and observing a punctilious performance of ritual and prayer. In 
justification of these methods it must be said that many persons refuse to accept 
more intensive treatment or are so intellectually or financially handicapped that 
a more exhaustive analysis of their problems is beyond their means. In these 
cases, the mastery of symptoms helps the individual gain freedom from excruci- 
ating distress and, in some instances, permits him to attain to a more useful 
existence. 

However, one must not minimize the superficiality of goals of this ap- 
proach, for the dynamic sources of tension and anxiety go untreated. Thus, while 
the manipulation of the patient’s environment toward alleviation or removal of 
inimical circumstances, or the encouragement of healthy interests and outlets, 
might be helpful in some cases, in others results would be singularly barren. 
This is particularly the case where the individual is victimized by deep inner 
conflicts that are projected onto the environment, and in themselves help to 
create the environmental distortion. Results are poor also when the environ- 
mental difficulty has overwhelmed the resources of the ego to a point where 
the individual has lost his sense of mastery, the resulting anxiety precipitating 
old repressed fears and conflicts. Here, infantile defenses are revived which 
cripple the adaptive resources of the ego to a point where, even though the en- 
vironmental disturbance has abated, the individual is burdened with a residual 
neurosis. 

We may compare this with the situation of a man suffering from a minor 
heart ailment which does not incapacitate him so long as no great strain is im- 
posed on his circulation. Should a severe shock or catastrophic happening super- 
vene, or should physical work which is beyond his endurance be foisted on the 
individual, the resources of the heart will fail, producing cardiac damage with 
symptoms of circulatory failure that remain long after the initiating stress has 
disappeared. And so it is with a personality disorder around which the indi- 
vidual has managed to organize his life. When circumstances remove his 
erected safeguards, and he is propelled into a situation he cannot handle, severe 
disorganization may result which persists long after the initiating disturbance 
has passed. 

Environmental adjustment may also fail because the patient feels tied to 
his life situation no matter how inimical it may be, considering it as an in- 
evitable consequence of living, one he has no right to challenge, let alone 
change. Any tension and anxiety that accompany this acceptance are usually 
credited by him to sources outside of himself. 
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MODIFICATION OF DISTURBED ATTITUDES 
THROUGH REEDUCATIVE THERAPY 


An investigation may disclose that our patient’s inability to endure competi- 
tion at his place of work may not be due so much to an environmental peculiarity, 
as it is to the fact that unique ideas and attitudes possessed by the patient make 
competition an inacceptable or dangerous circumstance. 

‘When we examine the exact nature of his disturbed attitudes, we may find 
that the patient is being victimized by a tangle of contradictory character trends 
that inspire personal insecurity, promote devaluated self-esteem, and impair his 
relationships with people. For example, we may observe that a basic character 
trend he possesses is that of dependency which operates insidiously, causing him 
to ally himself with some other person who is a symbol of strength and 
omniscience. He relates to this person as if the latter were a powerful and pro- 
viding parental agency. Accordingly, he may assume a passive role, exhibiting 
little spontaneity and initiative, anticipating that his needs and demands will 
automatically be satisfied. Competition poses a threat to his dependency need, 
for it puts the responsibility on his own shoulders which he believes are too 
weak to bear the burden of spontaneous enterprise. Other character trends may 
exist which both reinforce and oppose his dependency. While he has managed to 
keep a tenuous emotional balance up to the time of the present crisis, the altera- 
tion of his vocational situation has disrupted his equilibrium, threatening his 
sense of mastery and precipitating catastrophic fears and anticipations of injury. 
He may be aware of how dependent he is, and he may even resent his dependency 
as opposed to his best interests; yet his security is so bound to this trend that he 
may be unable to subdue its operation. 

When we inquire further into the circumstances underlying the presumably 
good adjustment prior to the outbreak of his illness, we find that the patient's 
security has always been maintained by the satisfaction of his dependency. So 
long as this has been gratified, he has been able to get along splendidly. Un- 
gratified, he has been riddled with disquieting fears and threatened with an 
ill-defined sense of catastrophe. Investigating the conditions prevailing at the 
onset of the patient’s illness, we discover that for some time prior to the onset, 
the wife has been withdrawing her attention from the patient and transferring 
it to her brother and his wife who have, because of financial pressures, moved 
into the patient's home. As her interest became increasingly diverted from the 
patient, his feelings of insecurity and resentment expanded. The more im- 
portunate his demands, the less she responded, until finally he reacted like an 
abandoned child in a rejecting world. His helplessness and fears of aggression 
mounted, until the very act of going to work constituted a challenge which taxed 
his capacities. Promotion to a more responsible position was the last straw that 
precipitated a breakdown in adaptation. 

As a consequence of this discovery, we may attempt as a goal to inculcate 
in the patient some insight into his dependency as well as into other disorganiz- 
ing attitudes and strivings. The object of insight here is the retraining of re- 
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action patterns. Thus, we would try to bring our patient to an awareness of the 
attitudes and patterns he habitually exploits, and we would demonstrate to him 
which of these facilitate and which obstruct his adjustment. Next we would help 
him to apply this knowledge toward modifying or changing his reactions. We 
would also evaluate his assets and his liabilities to see how much he had mini- 
mized the former and exaggerated the latter. 

In the course of exploring his dependency, the patient might achieve 
some insight into himself. He might become cognizant of how compliant he is 
to authority, over-estimating the virtues of others to the minimization of his own 
abilities and capacities. He might recognize that his fear of competition is 
actually associated with anticipating hostilities from people, or with the belief 
that in pitting himself against others, he would come out second best, thus ex- 
posing himself to ridicule. He might discover also that he harbors ambitions 
that are totally beyond possibilities of fulfillment, contributing to his sense of 
defeat. 

The patient would probably be surprised to learn that his character patterns 
are regarded as problems, since he has accepted them as normal for himself. As 
soon as he realizes that his patterns are responsible for much of his turmoil, he 
might be supplied with a valid motivation to alter his scheme of life. While this 
motivation in itself would not be enough to produce the desired change, his 
patterns constituting the only routes he knows to security and self-esteem, it 
might help him to approach his problems from a different point of view. Faced 
with his usual difficulties, the patient would, as a rule, be unable at first to give 
up his destructive drives. Knowledge that frustration or pain was inevitable 
to their pursuit, would not be enough to get him to relinquish whatever gratifica- 
tions followed their exploitation. However, even the mere knowledge that his 
attitudes were responsible for his plight would be healthier from a therapeutic 
viewpoint than the conviction, existing previously, that sources of misery lay 
outside oneself, Eventually, when he realizes that his suffering does not com- 
pensate for the dubious gratifications accruing from indulgence of immature 
drives, and when he understands that his reactions interfere with important 
life goals, the patient might begin experimenting with new attitudes and 
behavior. 

Once convinced that more creative substitutive reactions were possible, a 
long period of experiment and training would be necessary before habitual 
attitudes were abandoned. Generally, habits that have persisted over a long time 
do not vanish within a few weeks or a few months. In spite of good resolutions, 
automatic responses operate in line with established patterns. Struggle is in- 
evitable until control is won over old patterns, and new ones take their place. 


PERSONALITY GROWTH AND MATURITY THROUGH 
RECONSTRUCTIVE THERAPY 


The most ambitious objective we could achieve in therapy would be a re- 
placement of neurotic character strivings with those which will enable the person 
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to relate himself creatively to his environment. This objective would most 
advantageously be reinforced by liberation of the individual from anxieties and 
fears that were rooted in past experiences and conditionings. Important also 
would be the development of the ego to a point where it could cope realistically 
with inner strivings and environmental pressures. The individual would evolve 
into a free agent with the willingness to make his own decisions and to take 
the consequences of his acts. There would be an adaptive choice of ends and 
means and an ability to act without undue restraint from others. Capacities to 
plan one’s life and to develop goals and ideals in harmony with the disciplines 
of society would be vital. A sense of inner freedom, independence, assertiveness 
and self-reliance would, furthermore, add to a well-balanced personality. 

To achieve these objectives in our patient with the work difficulty, it would 
be necessary to eliminate the source of the patient’s problem rather than to con- 
trol its effects. This would necessitate an understanding of the conflictual roots 
of his disorder with an analysis of factors that have produced a collapse in 
adaptation. We would strive to expand our patient’s sense of self so that he 
might outgrow the need to fasten himself to a parental figure for purposes of 
emotional support. 

The theoretic basis of the approach we would have to employ to achieve 
our ambitious goal involves the following propositions: (1) Past inimical ex- 
periences and conditionings have retarded the normal psychosocial growth proc- 
ess, and are now promoting in the individual immature strivings and emotions 
that come into conflict with reality on the one hand, and, on the other, with 
the person’s own incorporated system of ideals and standards. (2) Resultant 
are tensions, catastrophic feelings of helplessness and expectations of injury 
that in turn invoke protective devices. Most common of these is repression, a 
sealing-off process which blankets offending impulses, attitudes and memories 
from awareness. (3) However noble the attempt, repression of inacceptable 
strivings rarely succeeds in annihilating them, for their expression is sought 
from time to time by powerful motivations of impelling need. Their filtering 
into conscious life promotes bouts of anxiety and whips up the defenses of the 
ego which, while ameliorating anxiety, may be destructive to adjustment. Addi- 
tionally, repressed strivings may express themselves subversively as symptoms. 
(4) The direct or disguised operation of repudiated strivings, and the defenses 
that are mobilized against them, promote attitudes and values that disorganize 
interpersonal relationships. Reactions develop that are opposed to good judg- 
ment and common sense. While the individual may assume that he is acting like 
an adult, emotionally he is reacting like a child, projecting into his present life 
the same kinds of fears and misinterpretations that confronted him in his early 
years, as if neither time nor reality considerations have altered materially the 
patterns learned in his past. So long as he protects himself from fancied hurt by 
circumscribing his activities, he may manage to get along, but should he venture 
beyond his habitual zone of safety, the precarious balances he has erected will 
crumble. 

Were we to treat our patient with the work problem according to this hy- 
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pothesis, we would become involved in a more or less extensive therapeutic pro- 
cedure which would have to go beyond the mere cortection of his work diffi- 
culty. Indeed, we would consider the vocational disorder as but one aspect of 
the problem, and our therapeutic effort would be directed toward mediating 
disorganizing drives that are destructive to his total adjustment. 

The patient, by becoming aware, during therapy, of the conflictual forces 
within him would gradually realize that he was harboring attitudes that were a 
carry-over of early conditionings. For instance, our exploratory process might 
reveal the patient’s mother as a woman who had prevented him from achieving 
that type of independent assertiveness that enables a child to resolve his depend- 
ent ties, It would demonstrate how the mother’s own neurotic needs sponsored 
a cloying overprotectiveness that kept the patient infantilized and helpless. 
Tt would bring out how his efforts at aggressive defiance were met with uncom- 
promising harshness, until he gave up in his attempts at independence and 
shielded himself by complying with his mother’s demands. It would uncover 
passive wishes, fears of mutilation in the assumption of a desired masculine role, 
and a host of other unconscious conflicts that were engendered by his early 
experiences. It would finally expose his infantile impulses as living on in his 
adult life, transferring themselves to those with whom the patient became in- 
timately involved. His wife would be revealed as a figure toward whom the 
patient reacted as if she were a reincarnation of his mother, Partly because of 
her own impulses and partly because the patient had maneuvered her into a 
parental role, the wife might be shown as having responded by mothering him. 
In this protective atmosphere, the patient had made a tolerable adaptation even 
while he repressed desires for freedom and growth. Interpreting the wife’s 
withdrawal as rejection, the patient had reacted with intense hostility. This he 
needed to smother for fear of losing every vestige of his wife's affection. His 
increasing helplessness soon reached an intensity where he could no longer 
carry on. At this point he was faced with a greater work challenge in the form 
of added responsibility, and continuing at work meant coping with further stress. 
The patient reacted to this threat as a child would react—by screaming for help. 
Reconstructive psychotherapy would bring the patient to an awareness of these 
facts, and help him overcome the crippling drives sponsored by his past. 


| 


“Brief” or “Short-Term” Psychotherapy 


THE PLAN TO SHORTEN THE PERIOD REQUIRED FOR PSYCHOTHERAPY 
is an intriguing proposition from the standpoint of time and financial saving. 
A number of articles have appeared which deal with theoretic and practical 
aspects of this idea [298-315]. There is little agreement regarding the dy- 
namics, techniques and results of short-term therapy. Nor is there any conform- 
ity as to how few ot how many sessions are necessary to make psychotherapy 
“brief.” Some therapists consider twenty-five sessions a maximum, preferably 
condensed into a period of less than four months; others regard therapy short- 
term” even if it has gone on for a year provided that the total number of ses- 
sions does not exceed fifty. 

As to the utility of short-term therapy, there are those who zealously advo- 
cate the practice as an effective substitute for long-term therapy; there are oth- 
ers who depreciate its influence, considering it superficial, futile, and even dan- 
gerous in that it may raise false hopes in the patient. 

The most serious and perhaps most valid objection offered to short-term 
therapy is that sufficient time is not provided within the brief therapeutic pe- 
riod to permit of a “‘working-through” of insight so that it is utilized by the 
total personality for the establishing of new integrative patterns. Time itself 
is the essence of those therapies that have for their objective a real alteration of 
the personality structure. 

There are, however, some exceptions to this rule. First, the individual may 
already have, as a result of a previous therapeutic effort, or by dint of fortunate 
life experiences, solved significant aspects of this problem, Here, a brief period 
of treatment may carry him through toward change. Second, the short thera- 
peutic interval may have brought the patient to a sufficient awareness of his 
problem, resolving some of his defenses, so that he questions his later reactions 
and explores his relationships in a forthright manner. There are certain indi- 
viduals who, possessed of an introspectiveness and capacity to tolerate anxiety, 
may, after having got a start in short-term therapy, proceed on to considerable 
personality change through their own spontaneous efforts. 

Despite these exceptions, one must not overemphasize the extent of change 
induced by short-term approaches, even though the quantity of insight achieved 
and the symptomatic relief obtained evokes great optimism in both patient and 
therapist. The neurotic founts of conflict are many and powerful, and will con- 
tinue to plague the patient, attempting to force him into defenses which have 
already proven futile. Indeed, the very insights that are liberated during the 
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treatment period may be utilized to reinforce habitual defenses consolidating 
them into the neurotic scheme of life in a seemingly innocuous way. 

With these cautions in mind, short-term therapy may be used with con- 
siderable benefit in selected patients, and, even where the final effect of therapy 
has been a mere consolidation of defenses with repression of destructive ele- 
ments in the personality, the effort will often definitely have been worthwhile. 

Problems that respond especially well to short-term therapy are those in 
which the treatment goal is an abbreviated one. For instance, certain aspects of 
a total problem may often be rectified in a few therapeutic sessions. Here, a 
brief period of treatment suffices to restore the patient to emotional equilibrium, 
leaving him symptom-free and capable of eluding certain pitfalls previously 
unavoidable. Additionally, he may learn how to utilize his assets to best advantage, 
how to minimize his liabilities, how to avoid crises in relationships with people, 
how to organize his activities around his characterologic weaknesses, and how to 
discover and release some positive qualities within himself. These therapeutic 
aims, as will be noted, are not too extensive. Basically, the objective is to stabilize 
the individual by restoring defenses that had, prior to his upset, enabled him to 
function satisfactorily, or to provide him with a somewhat better means of inter- 
personal relatedness. 

Persons who respond well to short-term approaches are those who have, 
prior to coming to therapy, already worked out many of their difficulties on a 
non-verbal or partially verbal level. Such individuals merely need a helping hand 
in the form of clarification, a little more support, or a slight challenge in order 
to think through their problems toward a satisfactory solution. Other susceptible 
patients are those with flexibility of character structure, who are capable of 
relating easily to others without undue dependency, hostility or detachment. 
Where the motivation for treatment is strong, where ego strength is good, and 
where concurrent environmental distortions are easily remediable, success is 
mote readily insured. A fairly keen intelligence and the ability to work on one’s 
problems between sessions are also of positive value. 

The shortening of therapy depends to a considerable degree on the therapist 
himself. Unfortunately there is a tendency to think about brief psychotherapy in 
terms of utilizing one or another special technique or frill. Actually, the most 
important factor in shortening psychotherapy is not the method that is used, nor 
the specific syndrome treated, but the therapist himself, his understanding of 
dynamics and of how to use himself most constructively in the therapeutic inter- 
personal relationship. What this means is that an incompetent therapist’s tech- 
niques are not particularly enhanced through the utilization of short-term ap- 
proaches. Indeed, he may discover that his psychotherapy actually becomes 
briefer in the wrong sense, in that his patients become dissatisfied earlier and 
terminate therapy much more quickly than if he had utilized traditional long- 
term methods. 

The therapist must, in short-term therapy, be capable of establishing a 
tapid rapport with the patient. He must be sensitive, perceptive and capable of 
focusing on important conflictual areas without undue delay. It goes without 
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saying that he must understand how to utilize with skill the specialized tech- 
niques that are part of the therapeutic process. A knowledge of hypnotherapy 
and narcotherapy are also of great advantage. 

Problems which do not yield to short-term measures are those that have 
persisted a long time and perhaps date back to early childhood. An example of 
the latter are serious personality disturbances caused by destructive conditionings 
in the formative years of life. Obdurate attitudinal and behavioral patterns 
usually cannot be resolved except by a prolonged therapeutic experience. Here, 
time itself is important since extensive reconditioning is required. Time is an 
essential part of treatment in instances where emotional growth has been 
thwarted by unfortunate traumas in early life, and where the therapeutic goal is 
a maturation of the personality structure. 

This does not mean that brief psychotherapy precludes extensive per- 
sonality change; it does mean that the change to take place will require an 
extensive time interval following treatment in the medium of life experience 
itself. What is accomplished in therapy here is that seeds of insight are planted 
which slowly germinate in the course of living long after therapy has ceased. 
Resistances are gradually resolved, sometimes with surprising changes in the 
character structure. This happy result, however, is fortuitous, and where the in- 
dividual’s difficulty has been deeply structuralized, he will usually require long- 
term treatment before any permanent change is discernible. 
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What Is the "Best” Kind of Psychotherapy 2 
Sy 


OF BIAS IN THE PSYCHOLOGIC OR PSYCHIATRIC FIELD THERE IS NO LACK, 
It usually takes the form of a flaunting of one’s special brand of therapy as 
superior or “best.” This is confounding when one considers that the practice of 
psychotherapy is rooted in empiricism. Nevertheless, there are those who, 
wedded to a specific school of psychiatric thinking, espouse their theories with as 
great vehemence as they denounce and depreciate those of other schools. Such 
dogmatism certainly is not unique to psychotherapy. It is found in many dis- 
ciplines whose practitioners exhibit rigid sectarianism and a tenacious defense 
of cherished beliefs, with violent antagonism toward colleagues who dare to 
countenance deviant opinions. 

Since human knowledge is ever in a state of flux and is qualified by the 
limited methods, instruments and knowledge of the times, no true scientist can 
ever brand his discoveries as absolute. Indeed, lack of decadence in scientific 
thinking is mirrored in the ability to tolerate and then to challenge or absorb 
new ideas. Current rifts are thus present in any virile and expanding science, 
eventuating in a synthesis of varied thinking—a synthesis that can best survive 
the tests of time. This is the basis of the interdisciplinary and eclectic approach 
to science which more and more is filtering into the mental health field. An 
eclectic viewpoint in psychotherapy is more than justified by the fact that the 
various schools of psychiatry, psychology and the other social sciences have 
made significant contributions to the field. 

Psychoanalysis, for instance, has contributed theories of personality de- 
velopment and dynamics of the therapeutic process which are fundamental 
structures around which good psychotherapeutic method is organized. Psycho- 
biology has introduced the philosophy of considering the human being an in- 
tegrate of a variety of functions, and has stressed the need for a practical assay 
of his assets and liabilities in working out a treatment plan. The casework field 
has evolved a whole body of Supportive approaches, along with carefully 
fomulated interviewing and supervisory processes. The field of psychology, 
complementing its investigations of learning theory and research methodology, 
has contributed certain non-directive and directive counseling techniques, along 
with a number of procedures in play therapy, art therapy, group therapy, speech 
therapy, vocational guidance and rehabilitation. From anthropology there has 
been gained an understanding of the need to evaluate character structure in 
terms of family and cultural patterns, and to gauge goals in therapy along lines 
of anticipated social pressures. Finally, from the field of medicine, there has 
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come the consideration of the reciprocal relationship that exists in physical and 
psychic illness. Tolerance, then, for the points of view of the various people in 
the mental health field is conducive to healthy growth. 

Eclecticism in method is also justified by the fact that a number of things 
can be done for a person with an emotional problem which will make him feel 
better, temporarily or permanently. These include: (1) alleviating or removing 
his symptoms, (2) adjusting his life situation so that it imposes a minimal 
burden on him, (3) inducing him to change his disorganizing attitudes and life 
goals, and (4) investigating what conflicts are at the bottom of his difficulty 
and dealing with them on various corrective levels. 

All psychotherapies approach one or more of these aims, being adapted 
to some better than to others. Different therapists, by virtue of their unique 
personalities and specialized training, apply themselves to one or another 
technical procedure with greater or lesser facility. And patients selectively 
respond to some therapeutic methods and not to others. 

There is, therefore, no “best” kind of therapy except that which happens 
to suit the patient’s needs most at the time he applies for treatment. When we 
consider the preferred type of psychotherapy to employ—supportive, reeducative 
or reconstructive—we must keep in mind exactly what we are trying to ac- 
complish. A patient with even a sound and well-organized personality structure 
may go to pieces in the face of severely traumatizing environmental circum- 
stances. The only help he may require is a short interval of supportive therapy 
which will suffice to bring him back to the adjustment level he enjoyed prior to 
his upset. To embark on a long and costly course of reconstructive psycho- 
therapy would be ill-advised, unless he failed to show improvement after the 
immediate stress source was resolved. A second person may suffer from prob- 
lems in adjustment that interfere with his ability to get along with people; yet 
he may be sufficiently flexible to alter his patterns of living once his distorted 
attitudes are brought to light. The preferred treatment here would be some 
kind of insight therapy with reeducative goals. A third person may come to 
treatment with what seems to be a minor work or marital problem. Our ex- 
amination may reveal that his complaint factor is merely the superficial mani- 
festation of a serious personality disorder, and that we will be unable to remedy 
his complaint until we have produced a drastic reorganization of his character 
structure. This will require perhaps years of reconstructive therapy. 

The matter of selective response to the different techniques in the suppor- 
tive, reeducative and reconstructive psychotherapies is of significance. Some 
patients, for instance, do better with guidance than with persuasive techniques; 
some are susceptible to emotional catharsis and desensitization; others respond 
best to inspirational group therapy. Where reeducative therapy is needed, some 
persons react favorably to directive approaches while others are helped more 
by those of a non-directive nature. In the realm of reconstructive psychotherapy, 
certain patients are influenced most effectively by Freudian psychoanalysis, 
others by non-Freudian psychoanalysis, and still others are best handled by 
psychoanalytically oriented psychotherapy. 
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Since psychotherapy is an interpersonal relationship, the personality of 
the therapist, as reflected in his capacity to relate to patients, is fully as im- 
portant, if not more important, than the method he employs. Indeed, the per- 
sonality of the therapist influences the choice of method as well as the modifica- 
tions he introduces in implementing any set technique. Thus, some therapists, 
by virtue of basic characterologic passivity, do better with “passive” techniques, 
such as non-directive therapy or Freudian psychoanalysis. Other therapists, 
possessing more active character structures, are unable to play a passive role in 
therapy, and are inspired toward executing supportive approaches, directive 
teeducative therapies, non-Freudian psychoanalysis or psychoanalytically 
oriented psychotherapy. Patients seem to do well with all methods of treatment 
provided the therapist is skilled in his particular approach, and is capable of 
setting up and maintaining a good working relationship with his patient. This 
does not mean that goals are interchangeable in supportive, reeducative and 
reconstructive therapies, because, as has been indicated, there are definite limita- 
tions in the extent to which the patient’s personality structure may be influenced 
by the technical methods employed. Yet, within each of these three large group- 
ings, considerable flexibility in method may be displayed consistent with the 
training of the therapist and with his personality set. 

The beneficial effects wielded by psychotherapy, irrespective of type, are 
to a large extent due to a restoration of the patient’s sense of mastery. This re- 
sults from a constructive use of the therapeutic relationship in a number of 
ways. First, the patient may gain from therapy sufficient emotional support, 
sympathy and understanding to help him to endure and to conquer inner ten- 
sions and external demands. The relationship, while supportive, is spontaneously 
utilized by him in such a manner that it does not inhibit, too drastically, im- 
pulses for assertiveness and independence. Second, the relationship facilitates 
the cathartic release of disturbing feelings, with alleviation of guilt and fear. 
Third, the patient is helped to mediate an external or internal stress source or to 
adjust himself to it. Fourth, shattered repressions are rebuilt and habitual de- 
fenses restored, with alteration of those defenses which are destructive to ad- 
justment. Fifth, a reevaluation of the self develops with modification of cer- 
tain unrealistic attitudes and strivings and substitution for them of productive 
patterns that lead to more congenial relationships with people. 

Where the therapist’s personality and technical skills facilitate the above 
effects, the results of therapy are usually good. Where his personality or meth- 
ods block such effects, results will be poor no matter what school of thought 
the therapist espouses or how thoroughly conversant he is with theory. 

In instances where the patient achieves a good therapeutic result, the 
therapist may deceive himself into believing that what has effectuated the cure 
or improvement was his focus on a specific theoretic orientation rather than be- 
cause of important processes evolving out of the patient's constructive use of the 
relationship in the indicated ways. 

Much misunderstanding has developed among the different psychologic 
schools due to the flaunting by some schools of their superiority to others. Pet- 
haps the most burning question relates to the virtues of Freudian psychoanalysis 
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over other therapies. Current among both professional and lay persons is the 
idea that Freudian psychoanalysis is the aristocrat of all therapies and that any 
other type of treatment is a substitute made necessary by financial limitations 
and the absence of trained personnel. This assumption was probably nurtured 
by the successes of Freudian psychoanalysis in certain cases, and by the wide- 
spread publicity given the method through books and current publications. Re- 
sultant is a general feeling that Freudian psychoanalysis is the treatment of 
choice and that other treatment methods are to be suspected if not condemned. 

Actually, Freudian psychoanalysis was never intended as treatment for 
all types of emotional illness, Freud himself recognized this in circumscribing 
its application to a group of conditions he called the “transference neuroses” 
[316,317]. Since transference was the main tool of psychoanalysis, Freud con- 
tended that only those individuals who were capable of establishing a trans- 
ference were susceptible to the psychoanalytic method. According to this 
hypothesis, the most susceptible syndromes to psychoanalysis were conversion 
hysteria, anxiety hysteria, anxiety neurosis, certain types of compulsion neurosis 
and some neurotic depressions. Problems least susceptible were character dis- 
turbances, perversions, addictions and psychoses. 

Fenichel {318} outlines a number of relative indications and contra- 
indications to psychoanalysis. Included are the following: 

1. The age of the patient should ideally be between fifteen and forty. 
Younger children are considered Jacking in “reasonableness,” and older persons 
in flexibility. 

2. Since an adequate intellectual capacity is important, a low intelligence 
is a contraindication. 

3. Unfavorable and irremediable life situations which provoke compensa- 
tory neurotic defenses may militate against psychoanalysis. 

4. Since psychoanalysis is a prolonged and exhaustive procedure, it should 
not be utilized in mild neuroses which do not justify an extensive expenditure 
of time, money and energy. y 

5. Neuroses accompanied by severe or dangerous symptoms are usually 
best handled by approaches that work more rapidly than psychoanalysis, since 
in the latter, symptomatic suffering continues for a considerable period. 

6. Certain speech disorders may contraindicate psychoanalysis. 

7. The method may not be possible in the absence of a kind of “reason- 
able” ego. This is lacking in psychotic and psychopathic states, and is inopera- 
tive where the patient is not motivated to cooperate or to accept therapy. 

3. Where secondary gains are intense, psychoanalysis may fail. 

9. Character structures of a schizoid nature often do not withstand the 
rigors of psychoanalysis, sometimes breaking down into psychotic states as a 
result of treatment. 

Stone [319], reviewing the work of various writers, presents the following 
conditions as prejudicing the use of formal psychoanalysis, in favor of another 
psychotherapeutic technique: (1) individuals whose mental problems are so 
severe that extensive personality alteration would expose them to greater 
difficulties than they now have; (2) those who possess mental problems so 
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slight that an ambitious procedure such as psychoanalysis would not be justified; 
(3) those whose life circumstances are so unpropitious that extreme personality 
change might promote greater disasters than now exist; (4) acute reactive dis- 
orders in individuals who have in the past shown the capacity to overcome un- 
favorable conditions; (5) transitional changes involved in adapting oneself to 
different environmental circumstances or to the inevitable processes of growth, 
such as difficulties in adolescence; (6) persons who have failed to respond to 
long or multiple analyses; (7) persons whose neuroses ate associated with an 
extreme degree of secondary gain; and (8) miscellaneous conditions, such as 
“certain masochistic marital problems, monosymptomatic impotence, ‘psychoso- 
matic’ illnesses, certain mild chronic neuroses, and certain schizoid personalities.” 

It will be seen from this that instances are indeed extensive in which some 
therapy other than Freudian psychoanalysis is to be preferred. It is possible 
that the poor results reported in Freudian psychoanalysis in certain cases 
{320-325 | are products of improper selection of cases. 

Enthusiasm with the Freudian psychoanalytic method has resulted in the 
wholesale application of the technique to conditions for which it never was in- 
tended. The inevitable failures have caused many analysts to introduce modifica- 
tions in the orthodox technique in the form of greater activity and directiveness, 
substitution of focused interviews for free association, circumscription of path- 
ologic areas in which to work, concentration on immediate life problems and 
current interpersonal relationships, abandonment of the couch for the sitting up 
position, and the occasional use of such supportive techniques as suggestion, 
guidance, reassurance, environmental manipulation and persuasion. These modi- 
fications have given rise to the idea in the minds of some therapists that they 
were creating new and revolutionary techniques, whereas actually they were 
merely incorporating in their technical armamentarium procedures which had 
been in use for many years, 

The appreciation of the limitations of Freudian psychoanalysis is a healthy 
step which can result in a better selection of cases for the method. Employed 
conservatively, Freudian psychoanalysis remains the treatment of choice in cer- 
tain problems. In other conditions, modified analytic therapy, or reeducative 
and supportive approaches are to be preferred. 

What is apparent from the results obtained by diverse theoretic and 
methodologic approaches is that no one person nor school of psychologic think- 
ing has a monopoly on the total truth. It would seem, in fact, as if each variant 
were dealing with a partial truth, one aspect of a total truth. When we examine 
critically what successful psychotherapists do, we find that irrespective of the 
school to which they belong, and in spite of what they say they do, methods are 
modified to suit the needs of particular patients and situations. The more 
experienced the therapist, the more flexible he becomes in the kinds of tech- 
niques he utilizes. This eclecticism in approach is of the greatest significance if 
the therapist really wants to help each patient achieve effective relief from 
symptoms and as extensive a personality growth and development as is within 
his potential. 


12 


Who Can Do Psychotherapy ? 


AN EMOTIONALLY DISTURBED PERSON OFTEN ATTEMPTS TO ASSUAGE 
his turmoil by seeking out a relationship, not only with a qualified psychiatrist, 
but with another professional, like a physician, nurse, teacher, psychologic 
counselor, lawyer or social worker, particularly where his complaint is focused 
on physical, educational, marital, interpersonal or social difficulties. The urgency 
of the problems imposed on such professionals, has forced many of them to 
evolve ways of handling people in distress, largely oriented around advice- 
giving and active interference in manifest environmental disorders. 

There is little question, no matter how deftly we employ semantics or how 
we distort words, that these techniques are psychotherapeutic in essence, since 
they involve the setting up of a relationship with the goal of modifying symp- 
toms or correcting personality blocks. The exigency of community need, coupled 
with the lack of any other resource to which people in trouble might turn for 
help, has thus maneuvered many professionals into a therapeutic role. As 
Galdston [326] has commented: “Parent, priest, minister, teacher, faculty 
adviser, social worker, marriage counselor, vocational adviser: all of them in 
different ways, indulge in psychotherapeutic gestures. They are in effect lay 
psychotherapists; have been such for centuries past and are bound to continue 
as such for a long time to come.” 

This situation, unfortunately, has proved itself to be not an unmixed bless- 
ing, for the great majority of even trained professionals are not equipped by 
education, disposition or experience to do psychotherapy. While they may be 
able to function in an advisory or friendship role, they do not have the basic 
knowledge or the skill to handle the patient on a therapeutic footing, dealing 
with such requirements as the degree of support to be extended, the manner of 
inducing and of controlling emotional catharsis, the strategy of timed interpre- 
tations, the handling of resistance, and the management of transference. 

This is not to say that individuals with emotional problems do not improve 
in the course of professional relationships with people untrained in therapeutic 
techniques. There are some persons—usually those with not too severe neurotic 
problems—who seem to gain great benefit from a reasonably permissive and 
non-punitive atmosphere. The depth of therapeutic change, however, is usually 
quite shallow. Moreover, where the partner in the relationship is not trained 
to do psychotherapy, he will often get involved in serious difficulty with a neu- 
rotic person, the relationship becoming explosive in charges of transference 
and counter-transference. He may even find his own neurosis interlocking with 
that of the person, until he is unable to extricate himself from the relationship 
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without creating a dangerous crisis in the life of the individual with whom he 
has become hopelessly involved. 

The realization that emotional difficulties are ubiquitous has lent force to 
an educational movement among professionals whose task it is to handle people 
in trouble. The aim of such training is helping the professional to differentiate 
emotional from other problems, and to manage the former on some kind of 
correctional level. The chief professionals involved have been non-psychiatric 
physicians, psychologists, social workers, nurses, ministers and educators. 


THE PHYSICIAN IN PSYCHOTHERAPY 


Because more than half of the patients seeking medical relief suffer from 
functional instead of, or in combination with, organic ailments, and because 
there is scarcely a single bodily organ or tissue that may not be influenced by 
emotional forces, much attention has been centered in recent years on “‘psycho- 
somatic” factors in physical disease. A virtual plethora of articles on emotionally 
determined somatic syndromes has appeared in medical journals which have 
stressed an organismic concept of the human being [327]. An interrelation- 
ship between physical medicine and psychiatry has been emphasized [328] as 
has been the concept that every physician must to some extent be a psychiatrist 
[329]. It has even been alleged that the internist or general practitioner has 
an advantage over the psychiatrist in dealing with the common psychogenic 
ailments of his patients, because he sees them at an early stage when they are 
more susceptible to treatment and because he is more capable of relating symp- 
toms to the somatic status. Indeed, Groom [330] believes that “Only a small 
percentage of neurotic patients can be or need to be seen by the psychiatrist.” 

The curriculum of practically every medical school contains a sizable num- 
ber of psychiatric courses. The aim of such courses is to prepare the medical 
student so that he can deal intelligently and skillfully with patients as persons, 
and to give him a basic understanding of psychologic and social problems in 
relation to health and disease. These goals are accented in the Report of the 
1951 Conference on Psychiatric Education organized and conducted by the 
American Psychiatric Association and the Association of American Medical 
Colleges [331]. At this conference it was generally agreed that instruction in 
psychiatry be started during the first and second years of medical school. 
Among the objectives of psychiatric training are these: (1) the ability to inter- 
view, (2) the ability to diagnose the condition of patients who are emotionally 
disturbed and who express their problems in physical, psychologic or social 
symptoms, (3) the understanding of what the physician who is not a psychia- 
trist can do and should do in the management and treatment of emotionally 
sick persons who may or may not have physical symptoms, (4) the emergency 
management of disturbed patients, (5) the understanding of what the physician 
cannot do and should not do in the treatment of the mentally sick, (6) methods 
of referral to specialists, hospitals and clinics, (7) knowledge of the interrela- 
tionships between psychiatrist, social case worker, psychologist, nurse, occupa- 
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tional therapist and others caring for the mentally sick, and (8) an appreciation 
of the scope and limitations of present methods of psychiatric therapy. Four 
special topics in the teaching program have been emphasized. The first deals 
with social influences on the development of personality and the creation of 
disturbances in personality; the second topic treats the intricacies of the patient- 
physician relationship, which is considered to be the very core of psychiatry; the 
third topic undertakes to teach interviewing and history-taking; while the fourth 
concerns itself with general problems in growth and development. 

Once the student has graduated, there are those who believe that he has 
a responsibility to learn how to do certain kinds of psychotherapy. The role 
that the physician plays in the community and the prestige he enjoys in the eyes 
of his patients lay a groundwork for psychotherapy. Indeed, all physicians, 
whether they know it or not, practice psychotherapy, since a psychotherapeutic 
influence is inevitable in the doctor-patient relationship [332]. How the physi- 
cian may function therapeutically in his relationship with the patient has been 
detailed in a number of writings, including those of Whitehorn [333], Barte- 
meier [334], Ebaugh [335], Watts and Wilbur[336], Smith [337] and Ren- 
nie [338]. Perhaps the most useful books for physicians on therapy are those 
on general psychotherapeutic techniques by Levine [339], and interview psycho- 
therapy by Law [340]. A very good account of the role the physician plays in 
mental health is included in the volume by Rennie and Woodward [341]. An 
excellent quarterly psychiatric bulletin {342} for physicians has been published 
by the University of Texas which covers the areas in medicine that merge with 
those of psychiatry. The book on “office psychiatry” by Moench [344] is recom- 
mended, as are the articles by Hulse [480]. 

Recognizing that readings, while helpful, are not in themselves sufficient 
to inculcate adequate skills in psychotherapy, a number of postgraduate courses 
for physicians have been organized that rely on the case method of teaching. 
Perhaps the most noteworthy experiment here is that of the “Minnesota Experi- 
ment” set up by the Commonwealth Fund [344] in which an attempt was made 
to introduce the most pertinent parts of basic psychiatric thinking into general 
medicine, and which included clinical practice under supervision. More recently, 
Ziskind [345} described the training program introduced at the Cedars of 
Lebanon Hospital, a general hospital in Los Angeles, in which volunteer prac- 
titioners examine and treat patients with psychogenic problems under super- 
vision of a staff psychiatrist. Ziskind holds that the uncovering of psychogenic 
conflicts is within the sphere of the practitioner, although the latter is not quali- 
fied to do character reconstruction which, an objective of long-term therapy, is 
reserved for the psychiatrist. 

This qualification is important since the great majority of physicians, with 
the training that has been described above, are unable, unless they are unusually 
gifted and intuitive individuals, and unless they have ample time in their 
practices for lengthy interviewing, to do more than to make a diagnosis, to 
motivate the patient to accept psychiatric treatment, and to do supportive and 
possibly some reeducative psychotherapy. 
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Tt has been said that the background of the physician and the kind of train- 
ing to which he has been subjected may support traits that are detrimental to 
good psychotherapy. For instance, he may possess a certain amount of arrogance 
and a tendency toward authoritarianism that interfere with an empathic, non- 
judgmental, non-punitive attitude. His background in pathology may cause him 
to be more interested in the patient's illness, than in the patient himself as an 
individual. He may have a tendency to overestimate the importance of organic 
factors and to underestimate sociologic influences. These defects, if present, may 
possibly be tempered where the physician gets psychiatric supervision. 

If the physician expects to specialize in psychiatry, he will require an 
elaborate training. What goes into the making of the psychiatrist varies with 
the opportunities available to the physician who seeks to enter this specialty. 
After his medical internship and residency, the physician usually associates him- 
self with a mental institution or with the psychiatric division of a large general 
hospital. To qualify for certification in psychiatry, three years of institutional 
experience are required, as well as an additional two years of practice in the 
psychiatric field, Having given evidence of varied experience in adult and 
child psychiatry, he is examined in the areas of psychiatric and neurologic 
diagnosis, neuroanatomy, neurophysiology, neuropathology, psychodynamics and 
the various psychiatric therapies. If the examination is successful, the candidate 
is awarded a certificate of specialization in psychotherapy which makes him a 
Diplomate of the American Board of Psychiatry and Neurology. 

As a general rule, skilled as he is in diagnosis, administration, the use 
of shock and physical therapies, and the handling on a supportive level of the 
severer forms of mental illness, epilepsy, mental deficiency, alcoholism and drug 
addiction, the Diplomate is not trained to do intensive psychotherapy. Should 
he, during or after his institutional training, have worked in a community out- 
patient clinic, he will have had the opportunity to see less malignant mental 
illnesses, psychoneuroses, psychosomatic problems and personality disorders. He 
will have had the opportunity to work in a team framework with social workers 
and psychologists and to consult with correctional workers, educators, ministers 
and other professionals. Doing psychotherapy under the intensive supervision 
of a seasoned psychotherapist will, more than anything else, train him in 
psychotherapeutic methods, 

Many psychiatrists seek further training in the specialty of psychoanalysis. 
This involves application to and acceptance by a psychoanalytic school. The con- 
tent of this instruction consists of several years of didactic lectures and seminars 
in dynamic psychiatry, clinical conferences and case discussions; a personal 
psychoanalysis; and the handling of several psychoanalytic cases under supervi- 
sion. Some psychiatrists attempt to learn the technique of psychoanalytic therapy 
in a less formal way without matriculating, by taking open courses in psycho- 
analytic theory; by reading of the psychoanalytic literature, by entering into 
personal psychoanalysis or psychoanalytic psychotherapy with a trained psycho- 
analyst, and by carrying one or more cases under supervision of an analyst. How 
successful this less disciplined form of training will turn out to be is largely 
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dependent on the calibre of the psychiatrist. Understandably he is under a greater 
handicap than a psychiatrist who is enrolled in a regular analytic school and is 
exposed to a formal course of instruction. 


THE CLINICAL PSYCHOLOGIST IN PSYCHOTHERAPY 


Since World War II there has been a concerted movement toward psycho- 
therapy on the part of clinical psychologists. Encouraged by their work as 
therapeutic adjuncts to psychiatrists in Army and veterans’ clinical units, many 
psychologists have added psychotherapy to their traditional domains of testing, 
research, vocational guidance, remedial reading, speech correction, educational 
and marital counseling, and personnel selection. Psychologists have been func- 
tioning increasingly as therapists in schools, child care institutions, guidance 
centers, community clinics, courts and correctional agencies. Indeed, the Com- 
mittee on Training in Clinical Psychology of the American Psychological Asso- 
ciation has stated “that no clinical psychologist can be considered adequately 
trained unless he has sound training in psychotherapy” [346]. Harrower 
[347] furthermore contends that what makes a psychologist a “clinical psy- 
chologist” is his ability to take a responsible and unemotional stand on the 
subject of therapy. 

The surge of interest of certain clinical psychologists in psychotherapy 
has resulted in the publication of a number of important books on psychologic 
therapy, perhaps foremost of which are those of Rogers [348,349] and Thorne 
[350]. Other contributions of the psychologist to mental health have been 
comprehensively reviewed by Rennie and Woodward [351]. 

To help the clinical psychologist gain an understanding of what is in- 
volved in psychotherapy, many graduate training programs of four years’ dura- 
tion have been evolved which lead to a doctoral degree and include instruction 
in general psychology, abnormal psychology, the dynamics of behavior, diag- 
nostic techniques, research, guidance and therapy. The candidate is expected to 
work in a field center under supervision and to engage in interdisciplinary 
clinical seminars. A curriculum outlined by Jacobsen [352} includes, on an 
undergraduate level, courses in biology, zoology, general physiology, physics, 
chemistry and mathematics. Also considered necessary is knowledge of the basic 
materials in sociology, anthropology, economics, political science, statistics and 
social, experimental and physiologic psychology. On a graduate level, the first 
year of study contains courses in the current theories of personality structure 
and development, problems related to social adaptation, the theory of measure- 
ment, the design of experiment, learning theory, testing, team functioning and 
introductory social case work. During the second year, there are courses in 
advanced psychologic measurements and projective techniques, and some prac- 
tical clinical experience in a psychiatric service, neurologic unit, school, voca- 
tional counseling division, or social agency for the purpose of gaining experi- 
ence in the handling of reading disabilities, speech problems, vocational diffi- 
culties, and, ideally, in the fundamentals of psychotherapy. A year of intern- 
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ship under supervision is recommended during the third year of training. The 
fourth year is devoted to the preparation of the thesis and to advanced seminars 
in psychology, education, vocational guidance, sociology, anthropology, psy- 
chiatry and other medical disciplines. Cross-discipline seminars are indicated 
for an exchange of points of view between members working in different areas 
of study, After receiving his doctoral degree, the student is then considered 
capable of doing clinical work under supervision in a mental hospital, or out- 
patient clinic. 

The completion of this course of study by no means qualifies the individual 
to do psychotherapy. Gifted clinical psychologists working under qualified 
supervision may, in a hospital, clinic or therapeutic agency, learn the intricacies 
of therapeutic technique. Apart from Carl Rogers’ school at Chicago in non- 
directive therapy and Theodor Reik’s “National Psychological Association for 
Psychoanalysis” in New York, which offers training in psychoanalysis, few other 
postgraduate training courses in therapy for clinical psychologists are existent. 
Some psychologists attempt to get training in dynamic therapy, by entering into 
a personal psychoanalysis and working under Supervision of an analytically 
trained psychotherapist. 

In the face of the tremendous demand that prevails among clinical psy- 
chologists for additional training, one may expect within the next few years an 
expansion of postgraduate training facilities, This possibility has aroused great 
consternation in medical circles. Alarm has especially been voiced at the develop- 
ment of psychotherapeutic training programs in universities. The absence of 
proper screening of candidates, the concentration on didactic instruction, and the 
minimal amount of competent, intensive supervision threaten to turn out un- 
qualified and inadequately trained individuals, not instilled, due to lack of 
experience, with the judicious caution and conservatism essential in psychothera- 
peutic work. Such persons constitute a potential public health menace of which 
they themselves are completely unaware. 

Psychologists reply by stating that it is essential to take a realistic view of 
the existing serious lack of psychiatric facilities and personnel. This lack ac- 
counts largely for the alarming activities of untrained and unqualified therapists 
in the field of psychotherapy. These individuals not only mulct millions of dol- 
lars annually from the emotionally ill, but also inflict irreparable damage upon 
those who, having no other recourse, turn to charlatans and to relatively un- 
skilled practitioners in an effort to alleviate suffering. Until sufficient numbers 
of skilled psychotherapists are available we will always be plagued by the menace 
of charlatanry in the area of mental health. It is unrealistic to assume that the 
medical profession can ever supply from its ranks sufficient numbers of people 
to satisfy the ever-expanding demand for mental hygiene services. 

While physicians agree that not enough trained medical psychotherapists 
ate available to cope with the current need, the oft prescribed remedy of supple- 
menting the supply of therapists from non-medical sources is believed to be ill- 
advised. Apart from the fact that it is not possible, at the present stage of our 
knowledge, to mass produce therapists, it has been indicated by Binger {353} 
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that an increase in the number of therapists, even to hundreds of thousands 
could not meet the current demand for therapeutic services. The more services 
that were rendered, the more aware individuals would be of the existence of 
such services, with consequent greater demands for services. 

Opposition to non-medical psychotherapy goes back at least to 1916 accord- 
ing to Galdston [354}. At that time the New York Psychiatric Society recom- 
mended “that the sick, whether in mind or body, should be cared for only by 
those with medical training who are authorized by the state to assume responsi- 
bility for diagnoses and treatment.” It furthermore disapproved “of the appli- 
cation of psychology to responsible clinical work, except when made by or under 
the direct supervision of physicians qualified to deal with abnormal mental 
conditions.” Galdston concludes that while “the clinical psychologist has a 
valuable function in and significant contribution to make to the practice of medi- 
cine” the psychologist should confine himself exclusively to the treatment of the 
normal individual or serve in an ancillary capacity to the medical psycho- 
therapist. 

More or less, there has been an acceptance of the principle that the psy- 
chiatrist transfer some of his functions to ancillary workers within a supervised 
medical setting [355]. Supervision of the non-medical worker with the sharing 
of responsibilities is said to dispel anxiety in the worker and to facilitate better 
psychotherapy [356]. This principle is contested on the medical side by some 
who absolutely oppose any kind of psychotherapy by non-medical persons 
irrespective of supervision. It is contested also by certain psychologists who 
challenge the right of the medical profession to impose on them any kind of 
restrictions in therapeutic work. 

An attempt has been made by some to reconcile the training differences of 
psychologists and physicians. Thus Kubie [357], acknowledging the shortage of 
existing clinical services and of training facilities for psychiatrists, and com- 
menting on the fact that it requires from ten to twelve years to train one to be a 
mature psychiatrist and psychotherapist, advocates the setting up of a para- 
medical discipline of medical psychology with a condensed, concentrated train- 
ing program of five to six years to be conducted in medical schools and teaching 
hospitals. Among the courses there would be included basic training in anatomy, 
clinical physiology and clinical pathology of the normal and abnormal organic 
processes. Certain aspects of medical education would be omitted, such as most 
gross and microscopic pathology, clinical pathology, laboratory techniques and 
bacteriology. Clinical clerkship would involve history taking, nursing care of 
patients and administration of psychologic test batteries. Personal psychoanalysis 
could begin at any time after work on organic wards is started. Such a program 
would lead first to an understanding of how organic factors and ailments in- 
fluence the person psychologically; second, to a special sense of responsibility 
toward the patient as a sick individual; third, to an objectivity in one’s clinical 
evaluations; and fourth, to self-criticism. With two or three years of supervised 
psychotherapy, candidates should become fairly seasoned therapists. 

Miller [358] foresees a future blending of medical and psychologic cur- 


118 THE TECHNIQUE OF PSYCHOTHERAPY 


ricula in an extensive kind of training. Undergraduate instruction leading to a 
bachelor’s degree would consist of two years of liberal arts college, one year of 
advanced clinical psychology, sociology and cultural anthropology, and one year 
of preclinical medical subjects comparable to the first year of medical school. 
After this, the candidate would enter the second and third years of medical 
school, and then do medical and psychiatric clinical work for a year at a general 
hospital, mental hygiene clinic or neuropsychiatric hospital. The granting of an 
M.D. degree in the psychologic sciences would be followed by one year of a 
rotating psychologic-psychiatric internship, which would include experience in 
psychologic diagnostic methods and the performance of different psychiatric 
duties. After this, there would be one year of independent research leading to a 
dissertation. Seminars and a personal psychoanalysis would also be included. 
Successful completion of these requirements would result in an award of a doc- 
toral degree in clinical psychology. From this time on the candidate would work 
for his boards in psychiatry, clinical psychology, or both. 

Gardner [359] stresses the need for contact with seriously ill mental pa- 
tients as part of the training program for psychologists, and he indicates that 
unless there is a prolonged exposure to the problems of such sick patients, the 
candidate is handicapped in developing a proper “clinical attitude.” For this 
reason, at least one year of work in a state hospital in close contact with mental 
patients is recommended as a minimum for all non-medical therapists, including 
psychologists. 

One may suspect that some of the devised plans for the training of psy- 
chologists in therapy are motivated by desires to temper the current medical 
Opposition to non-medical psychotherapy. This opposition is organized around 
one or more of the following arguments: 


1. Psychotherapy is part of the practice of medicine. In doing independent 
psychotherapy, the psychologist is assuming an unauthorized medical responsi- 
bility. 

2. Only a medical background prepares the professional for an understand- 
ing of the human mind, in both its normal and pathologic reactions. Emotional 
illness, being an organismic disturbance, requires a thorough grounding in the 
biologic sciences which non-medical people do not receive. 

3. Only a medical background enables the professional to make a proper 
diagnosis. A non-medical person is incapable of differentiating organic from 
psychologic disease. Because symptoms of emotional illness may mask organic 
and especially neurologic conditions, non-medical people may not recognize an 
early treatable condition until after it has become irremediable. Such instances 
have been reported in the literature [360,361]. 

4. Only medically trained psychiatrists have had sufficient experience with 
severe mental disorders to be able to deal with psychotic-like reactions and to 
differentiate these from milder disorders. 

5. The physician, by virtue of the unique position of prestige he tradition- 
ally enjoys in the mind of the patient operates in the most effective medium. The 
psychologist is handicapped in this respect. 
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6. A strong sense of therapeutic responsibility for the patient is inculcated 
in the physician as part of his training. It is not so often possessed by the 
psychologist. 

7. Society acknowledges that therapy belongs to the medical profession, 
and it sanctions the licensing of the latter. In obtaining a license, the medical 
therapist is subjected to a screening process and to measures of control to which 
the psychologist is at present immune. 

8. Non-medical persons offer the medical profession unfair competition 
usually operating on the basis of lower fees. 

A number of prominent psychologists agree with some of these contentions. 
For instance, published writings recognize certain limitations in the background 
and training of the clinical psychologist. Thus, Harrower { 362] states that there 
is nothing in the regular Ph.D. course in academic psychology per se which 
remotely equips the individual for therapeutic work. To do therapy, he must, 
among other things, have been grounded in theory and experimental techniques, 
have exposed himself to dynamic psychiatry, have immersed himself in some 
kind of medical atmosphere, and have had a personal psychoanalysis. Young 
[363] contends that the absence of blanket approval for the practice by psy- 
chologists of psychotherapy is not only understandable, but more or less desirable 
for the development of clinical psychology, placing a healthy check on the turn- 
ing out of inadequately trained persons. Miller [ 364] lists the following lacks in 
the training of the clinical psychologist: (1) the creation of a feeling of responsi- 
bility for human beings that is in medicine considered a parcel of the patient- 
physician relationship, (2) an understanding of what people are like in a clinical 
situation, (3) a recognition of one’s own failings and limitations, (4) an under- 
standing of the complexity of clinical problems, (5) cognizance of the utility of 
empirical methods which cannot at present be scientifically validated, and (6) a 
realization that research and the clinical situation can be compatible. It has been 
pointed out by psychologists sophisticated in therapeutic procedures that among 
the problems in the psychologist that are destructive to his doing psychotherapy 
is a tendency to a detached, rigid, mechanical approach to patients, nurtured 
perhaps by his training in research. Psychologists who have been reared in the 
techniques of non-directive therapy have also been criticized for their fear of 
allowing patients to become dependent on them. This produces detachment and 
acts to the detriment of the therapeutic relationship. 

On the other hand, many psychologists resent violently the attitudes and 
allegations of the medical profession. To the arguments presented by psy- 
chiatrists, they make counter-claims that their background in learning theory, in 
counseling, in research, and in educational, vocational, and rehabilitative pro- 
cedures equips them better to do psychotherapy than the physician. Having had 
access to the lush field of therapy, many psychologists resist continuing in a role 
of a technician restricted to psychometrics. They insist that psychotherapy is not a 
form of medical practice, but rather an art in the management of interpersonal 
relationships. Lindner [365] has even contended that the orientation required 
by the medical sciences is totally unsuitable to the problems faced by the psycho- 
therapist. He alleges that emotional illness is not a disease which falls in the 
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Province of medicine. A medical education, therefore, in no way trains the indi- 
vidual to do psychotherapy better than a psychologic education. Clinical psychol- 
ogy, furthermore, can diagnose the presence of incipient organic disease as well 
as can clinical medicine. 

To buttress their claims to psychotherapy, psychologists point out that some 
of the most significant contributions to psychotherapy have been made by non- 
medical people; for instance, Anna Freud in the field of child psychoanalysis, 
Erich Fromm in character analysis, Ernst Kris and Theodor Reik in formal psy- 
choanalysis, Otto Rank in modified psychoanalytic therapy, S. R. Slavson in group 
therapy, Robert Lindner in hypnoanalysis, and Carl Rogers in non-directive ther- 
apy. Indeed, some of the best psychotherapists are said to be non-medical people. 
The latter are possessed of the highest integrity and are said to function with a 
keen sense of responsibility for their patients. 

The upshot of these negative and positive comments, claims and counter- 
claims is that opinion is sharply divided among medical and psychologic camps 
as to the role the psychologist may best serve in psychotherapy. There are those 
responsible medical and non-medical authorities who are unalterably opposed to 
the practice of psychotherapy by non-medical persons under any conditions. 
Others believe that such practice may be allowed in organized clinics or hospitals 
under circumstances of adequate psychiatric supervision. Still others do not 
object to the private practice of well-trained non-medical persons provided that 
they operate in close consultation with physicians and psychiatrists. Some non- 
medical people accept psychiatry as the parent body and recognize that treatment 
should be carried out under competent medical auspices. However, they do so 
with a feeling that this is a temporary expedient which will change as soon as 
enough trained psychologist-psychotherapist teachers are available to start train- 
ing programs and to undertake supervision independent of medicine. 

According to the Committee on Clinical Psychology of the Group for the 
Advancement of Psychiatry [366], the encouragement of individual psychother- 
apy by clinical psychologists is consistent with accepted medical and psychiatric 
practice. However, the Committee is opposed to the independent private practice 
of psychotherapy by clinical psychologists. Moreover it feels that “psychotherapy 
done by clinical psychologists should be carried out in a setting where adequate 
Psychiatric safeguards are provided.” Absence of such safeguards may lead to 
diagnostic errors, blundering in the detection in their early stages of serious 
psychiatric conditions, and failure to recognize a physical disorder that causes 
the maladjustment. The psychiatrist with whom the psychologist works should 
assume professional and legal responsibility, and can handle emergencies when 
they arise. Association of clinical psychologists with physicians who are not 
psychiatrists is not recommended since sufficient psychiatric safeguards would 
not be provided. 

This principle of psychiatric supetvision for non-medical therapies is one 
which has more or less been accepted by representative organizations. It has, 
however, been subjected to varied interpretations. In 1949 the following resolu- 
tion was adopted by the American Psychological Association: 
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We are opposed to the practice of psychotherapy (not to include remedial teach- 
ing, vocational and educational counseling) by clinical psychologists that does not 
meet conditions of genuine collaboration with physicians most qualified to deal with 
the border-line problems which occur (e.g., different diagnosis, intercurrent organic 
diseases, psychosomatic problems, etc.). [367] 


In 1951 the American Psychiatric Association Council approved the report 
of the Committee on Clinical Psychology as endorsed by the Coordinating Com- 
mittee on Professional Standards to the effect that psychotherapy “should be done 
in a setting where adequate psychiatric safeguards are provided,” that the 
supervising psychiatrist is responsible for determining the level of competence 
of his psychotherapeutic assistants and for providing adequate supervision “in- 
cluding continuous supervision of psychotherapy and the securing of adequate 
medical examinations and care” [368}. 

The matter of certification and licensure of clinical psychologists has te- 
cently come into prominence. The States of Connecticut, Kentucky, Virginia 
and Minnesota have enacted laws providing for such certification, while Georgia 
has passed a licensing bill for psychologists. “Certification” means that an indi- 
vidual is qualified by virtue of possession of adequate requirements to use the 
title of “Psychologist,” “Certified Psychologist” or other specified appelations. 
Licensure means that the individual is permitted by law to practice as a qualified 
psychologist. 

A semiofficial medical viewpoint on the subject of certification and licensure 
of clinical psychologists is found in the article by Gerty, Holloway and Mackay, 
outlining the report made by a committee appointed by the Section on Nervous 
and Mental Diseases of the American Medical Association [369]. The report 
contends that even though psychologists and social workers in medically con- 
trolled agencies are often entrusted with the conducting of psychotherapy under 
medical psychiatric supervision, unrestricted licensure for private practice is a 
violation of fundamental medical principles irrespective of how skilled the non- 
medical individual may be in the technique of psychotherapy. A psychologic 
internship in a medical institution is not considered the equivalent of basic 
medical education. Attempts to differentiate between medical and non-medical 
types of maladjustment are arbitrary and unsatisfactory. Diagnosis and treatment 
recommendations are the sole function of a medical person with specialized psy- 
chiatric training. This does not mean that well-trained non-medical persons are 
not capable of doing good psychotherapy; indeed, qualified individuals should 
be welcome “if they have had adequate preparation for their special field of 
practice.” However, it is neither safe nor morally possible for the psychiatrist 
to give up assuming responsibility for the treatment of persons with psychiatric 
disorders. The report concludes with the statement that certification of clinical 
psychologists should be adopted in contrast to licensure which is not endorsed 
at this time. Psychologists practicing psychotherapy privately should do so under 
psychiatric supervision. Finally, it is recommended that the medical practice acts 
of all states include “the categories of mental therapy for which techniques have 
been developed within the field of psychiatry.” 
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While there is by no means uniformity of opinion, the general feeling of 
psychiatrists concerning the role of psychologists in psychotherapy may be 
stated as follows: 

1. The practice of psychotherapy entails prolonged specialized training and 
supervised clinical experience. With adequate postgraduate training, qualified 
clinical psychologists are capable of handling psychologic problems on a thera- 
peutic level. 

2. Because psychologic disorders may be a reflection of underlying medical 
and neurologic problems, psychotherapy must be conducted in some sort of a 
medical framework. All patients entering any kind of a treatment program con- 
ducted by a non-medical person should be thoroughly checked by a physician 
to ascertain the presence of physical illness and neurologic disease. In the course 
of therapy, a periodic medical check-up is essential. All patients manifesting 
symptoms of psychoneuroses, borderline or actual psychoses, severe character 
disorders, severe behavior disorders, severe anxiety, physical complaints of any 
type, moderate or severe depression, alcoholism, or addiction to any drug, should 
furthermore be under observation of a well-trained psychiatrist who is responsi- 
ble for the treatment program.’ 

3. Assuming that safeguards are maintained in regard to the medical 
and psychiatric status of the patient, a non-medical person who has been trained 
to do psychotherapy and has had sufficient supervised clinical experience may 
be able to do supportive and reeducative psychotherapy under such supervision 
of the psychotherapeutic process as his level of training demands. Where he has 
had a personal psychoanalysis and has treated patients analytically under com- 
petent analytic supervision, the non-medical person may be able to do recon- 
structive therapy under such further analytic supervision as he may require. 

4. No matter how thoroughly trained a non-medical petson may be in the 
technique of psychotherapy, his educational and experiential background does 
not qualify him to make diagnoses or to assay the extent of organic involvement 
in any patient. Psychologic diagnostic testing is no substitute for clinical diag- 
nosis; these complement rather than substitute for each other. 

It will be apparent from the diverse arguments and opinions that have been 
presented that no easy solution of the suspicions and hostilities between medical 
and psychologic professionals is in sight. Yet, if psychotherapy is ever to develop 
into a scientific discipline, and if we are ever to bring therapeutic facilities within 
the bounds of community needs, it is mandatory that a solution be found to the 
differences that exist between physicians and psychologists in the field of mental 
health. Reciprocal respect and tolerance are essential before we can even begin 
to approach the problem constructively. 


THE SOCIAL WORKER IN PSYCHOTHERAPY 


Originally, the activities of the social worker were concerned with individ- 
ualizing the needs of the client and aiding him in utilizing those social services 
best suited to meet his needs. These limited goals were expanded in later years, 
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and were replaced by objectives of dealing with problems of a social nature 
which produced personality maladjustment, and with problems of personality 
adjustment which were responsible for social malfunctioning. The focus was the 
family. Caseworkers, especially in medical social service departments, and family 
and child agencies, attempted not only to help their clients utilize social services 
more effectively, but also to ‘achieve personal and social rehabilitation. 

Where the caseworker functioned in a psychiatric hospital, or child or adult 
psychiatric clinic, the interests of the patient demanded that the caseworker 
operate in a team relationship with the psychiatrist and clinical psychologist 
in a collaborative effort toward expediting the patient’s recovery. The back- 
ground of the caseworker made him the team member of choice to interpret the 
function of the clinic to the referral source, patient and his family; to refer the 
patient to other more suitable resources if necessary; to coordinate the work of 
the clinic with other community agencies; and to handle the clinic’s relations 
with the community. Trained in understanding the dynamics of family relation- 
ships, the caseworker was chosen as the most logical team member for the intake 
process. He contributed the orientation as well as the preparation of the patient 
for therapy, and he made a systematic inquiry into the patient’s problems includ- 
ing social, environmental and familial factors which were related to the patient's 
current disturbance, This data was communicated at the “intake team confer- 
ence” in planning the treatment program. 

These traditional functions of the caseworker have continued throughout 
the years, but, as the clinic case loads have increased, and as agencies devoted to 
social services have extended their functions to include the helping of the client 
with his emotional problems, the caseworker has inevitably been drawn into the 
psychotherapeutic treatment program itself. In child guidance clinics, for in- 
stance, the social worker was designated to handle the child’s family on a case- 
work level, while the psychiatrist worked psychotherapeutically with the child. 
However, the emotional ailments of family members often required psycho- 
therapy, and psychiatric consultants who were called in to help the caseworker 
observed that no matter how much the caseworker attempted to avoid doing 
psychotherapy, or how painstakingly he tried to restrict his activity to casework, 
he often could not help being drawn into a psychotherapeutic relationship. 

In addition to contributing to the psychiatrist's diagnostic and treatment 
efforts by mediating social factors connected with the patient's illness, before, 
during or after the psychiatric treatment, or by helping the patient and his 
family to make maximum use of the psychiatrist's services, the caseworker has 
increasingly, in recent years, been called on to do psychotherapy. Indeed, therapy 
has gradually become accepted as a function of the caseworker at clinics [370- 
[373] and there has been some recognition of this new role by the social work 
profession itself [374,375 }. 

While acceding to the practical necessity for the extension of the case- 
worker's function in clinics, psychiatrists have insisted that a medical person 
must assume sole responsibility for the diagnostic, medical and legal aspects of 
the case. This principle of psychiatric supervision, however, has not been possible 
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in some instances of psychiatric understaffing. Here the psychiatric caseworker 
carries the treatment responsibility under supervision of a senior caseworker and 
in consultation with the psychiatrist. 

The preclinical training of psychiatric social workers is being designed 
more and more to include a dynamic understanding of personality in order to 
enable the worker to operate more effectively in his work with patients 
{376,377}. In addition to the usual courses in community organization and 
planning, sociologic processes, anthropology, abnormal and social psychology, 
statistics, economics, government, medical information, social casework, social 
research, public welfare, social insurance, and economic and social legislation, 
the average training of the social worker includes courses in psychosocial de- 
velopment, psychopathology, psychodynamics and principles of clinical psy- 
chiatry. Additionally, there is supervised field work in a family agency and 
psychiatric clinic (child guidance or adult). An understanding of the principles 
of interviewing, of the confidential nature of the professional relationship, and 
of the dynamics of therapy are objectives of this supervised work. 

In evaluating the aptitudes of caseworkers in therapy, psychiatrists who 
have worked closely with them observe that some problems are inspired by the 
caseworker's background and training. For instance, there is a tendency toward 
overprotectiveness of the patient, toward too great interference in existing en- 
vironmental difficulties, and toward a minimization of inner psychopathologic 
elements with oyeremphasis on external stresses. Ackerman [378] asserts that 
in his experience he has found caseworkers to be both fearful and fascinated by 
unconscious phenomena, as well as anxious about going “too deep” with their 
patients. They are also apt to feel menaced by any psychotic phenomena that 
emerge in the treatment process, 

Ackerman emphasizes, however, that caseworkers with proper profes- 
sional equipment have an important role to play as psychotherapists within the 
framework of a clinical team. He recommends that a selection of cases to be 
treated by caseworkers include personality disturbances “in which the etiology 
and manifestations are predominantly social.” Where the pathology is chiefly 
biologic, he recommends treatment by physicians. The latter would manage 
psychoses, borderline psychoses, psychosomatic disorders and, possibly, severe 
psychoneuroses, especially where ego integration is frail. Ackermann also be- 
lieves that adequately trained caseworkers may practice psychotherapy privately 
within a clinical team framework. The team shares responsibility for compre- 
hensive diagnostic study and planning of treatment. The dynamics of therapy 
are supervised and periodically checked in team conferences. Systematic psy- 
chiatric supervision of therapy should, he states, be provided. 

A number of psychiatric caseworkers, working in child guidance centers 
and adult psychiatric clinics, and having gained considerable supervised psycho- 
therapeutic experience, have set themselves up in private practice as child and 
adult psychotherapists. Where the training has been primarily psychoanalytic, 
they have designated themselves as “lay psychoanalysts.” Some caseworkers 
have even sought to give up their identity with the social work field on the 
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basis that they have established themselves in a new professional role. The reac- 
tions of the medical profession to this development have been identical with re- 
actions to psychologists operating in private practice, although the precipitated 
feelings have not been quite so intense, perhaps because only a relatively small 
number of caseworkers have been involved. 


OTHER PROFESSIONALS IN PSYCHOTHERAPY 


As has been previously indicated, a number of professionals other than 
physicians, clinical psychologists and social workers come into contact with emo- 
tionally disturbed persons. Chief among these are nurses, ministers and teachers. 
Where they possess the proper training and skill, such professionals are in a 
strategic position to detect incipient neuroses or psychoses, to educate individuals 
in the principles of mental health and the meaning of emotional disturbance, and 
to refer those in need of psychiatric services to available resources. The kind of 
therapeutic help these professionals are capable of rendering is generally of a 
supportive nature contingent on the warm relationship that is established, the 
opportunities for verbalization and emotional catharsis that are offered, and the 
employment of such measures as reassurance and persuasion. In a few instances, 
a gifted professional who has received extensive postgraduate training may be 
able to do a limited type of reeducative therapy. An enlightened and trained 
professional may thus be capable of influencing personality forces at a time when 
the neurosis is relatively reversible and before obdurate accretions of neurotic 
defense have accumulated. 

The entry of professionals of varied disciplines into the psychotherapeutic 
field is, nevertheless, not without its dangers, for there are always aggressive and 
overenthusiastic participants who do not recognize or accept their limitations of 
function, and the need for close lines of communication with psychiatrists. 
Plunging recklessly into the psyche of the patient, they may harm the patient as 
well as endanger their own professional stature. 


1. The Nurse in Psychotherapy 


Whether she be associated with a psychiatric institution, a school, an 
industrial organization or a public health unit, the nurse enters into intimate 
relationships with sick people and thus has unusual opportunities to practice 
principles of mental hygiene. This fact has been increasingly emphasized by 
those who have had the opportunity of utilizing nursing services. Lemkau 
[379,380] contends that the public health nurse can play a most significant role 
in early emotional illness, since she sees people in their homes interacting with 
their families and manifesting subclinical symptoms of neurosis. The nurse 
easily establishes rapport with the family and is readily taken into the confidence 
of the various members. By careful listening, she may permit the emotionally 
distraught individual to ventilate his feelings; she may also reassure, impart 
knowledge and educate. Her contact with mothers at well-baby clinics, and with 


126 THE TECHNIQUE OF PSYCHOTHERAPY 


prospective mothers at prenatal clinics, enables her to handle misconceptions, 
anxieties and other potential founts of neurosis. The psychiatric nurse is also 
equipped to enter into a patient’s psychiatric therapy as a member of the thera- 
peutic team [381-383]. In insulin shock therapy [384,385], electroshock 
therapy [386] and brain surgery [387,388] her role can be most constructive 
to the total treatment effort. 

Cameron [ 389} has indicated ways that the nurse serving in a mental insti- 
tution may act as a psychotherapeutic adjunct to the psychiatrist. Indoctrination 
in psychiatry and psychotherapy enables the nurse to assume some therapeutic 
responsibility. On the wards, for instance, she may organize patients into a 
group and hold group discussions on a variety of impersonal and personal topics. 
These discussion groups, in goal and mode of operation, parallel therapeutic 
groups. Cameron also describes the possibility of employing the nurse in a 
psychotherapeutic unit of three, consisting of patient, nurse and psychiatrist. 
Here the nurse functions as a passive counselor, discussing and clarifying with 
the patient material that has been brought out by the psychiatrist. The nurse may 
also “role-play” with the patient, either acting-out a role accorded her by the 
patient, or gradually shifting her role, so that the patterns of behavior the 
therapist is seeking to change in the patient will be less and less satisfying to the 
patient. It is obvious that with the expansion of the nurse’s part in psychotherapy, 
a revision of undergraduate nursing instruction will be necessary, including 
more concentrated teaching of the dynamics of human behavior, of group rela- 
tionships, and of the principles of psychotherapy. 

Rennie and Woodward {390} emphasize that the nurse should be able to 
manage in an intelligent way the more common psychiatric and emotional prob- 
lems evidenced by the general medical patient. They state, however, that in 
expanding the nurse’s role in therapy, a reorientation is needed in our concepts 
of the nurse’s function. Required, furthermore, are better psychiatric educational 
opportunities for nurses. Bennett and Eaton {391} also contend that basic in- 
struction for nurses in psychotherapy is indicated inasmuch as all nurses who 
work on psychiatric wards, whether this is acknowledged or not, do psycho- 
therapy of one kind or another. Participation by the nurse in group psychotherapy 
is also endorsed by these authors. 


2. The Minister in Psychotherapy 


Traditionally the minister has served as a resource to which the individual 
may turn whenever he is encountering difficult problems in living. The solace 
the sufferer receives from such consultation may be great, due in part to the 
unique prestige the minister occupies in the mind of the average individual. 
Worship and prayer have served the minister as spiritual aids in this helping 
objective. 

In recent years, it has been recognized by clergymen of all denominations 
that while religion often serves as a source of strength for people who are con- 
fronted with situations of crisis, it may require supplementation, even in the 
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devout, in the face of anxiety and other manifestations of neurosis [392-395]. 
Accordingly, many ministers have become interested in getting a scientific under- 
standing of the nature of human conflict, and of the ways of managing a rela- 
tionship so as to increase their effectiveness in dealing with people in trouble. 
That no real disparity need exist between psychiatric knowledge and religious 
belief is often pointed out. It is said that the goals of psychiatry and of religion 
are similar, both striving to help people to achieve satisfactory and meaningful 
lives [396-398]. 

Recognition that many of the problems brought to the minister's attention 
ate nurtured by emotional illness has led to the institution, in the training of 
divinity students, of psychiatric orientation courses as well as of supervised 
clinical experience in hospitals and agencies [399,400]. In 1923, clinical train- 
ing for ministers in hospitals and social casework agencies was started, and has 
been since carried on by the Council for the Clinical Training of Theological 
Students in New York and the Institute of Pastoral Care, Massachusetts General 
Hospital in Boston [401]. Courses in mental health have been added to the 
curricula of many theologic schools. 

Some of the training programs offer the student-clergyman opportunities 
for understanding problems in interpersonal relationships, the forces that enter 
into personality formation, the difficulties people encounter in adjustment, and 
the manifold reactions to stress. The student is taught methods of working with 
people in trouble, and the ways he can cooperate with other workers, such as 
physicians, psychiatrists, nurses, social workers and psychologists, toward help- 
ing the emotionally disturbed individual. Awareness of problems in counseling, 
of the limitations of the minister in counseling, of resources to which persons 
may be referred, and of ways of handling the more common types of counseling 
situations are among the objectives in training. 

The term “pastoral counseling” has been given to the new therapeutic role 
the minister serves with his parishioners, and a few books [402,403] have ap- 
peared detailing principles and techniques. Most of the methods taught are of a 
supportive nature, although the interviewing process, as described in the books 
and articles on pastoral counseling, draws a good deal from Carl Rogers’ non- 
directive therapy and aims for goals of personality modification [402-405]. 
With rare exceptions, however, ministers are not equipped to enter into any 
kind of therapeutic program, and should refer individuals in need of treatment. 

The problems brought to the attention of the minister are legion, and offer 
him an opportunity to help through proper referral. Rennie and Woodward 
[406] list the following problems as those commonly encountered by the minis- 
ter: (1) marital problems, (2) parent-child problems and behavior difficulties 
in children, (3) emotional instabilities, especially in young adults, and middle- 
aged men and women, (4) disturbing love affairs, (5) conflicts in adolescence, 
(6) desire for information and help on problems involving education, social 
health and mental hygiene. 

The minister is thus in the strategic position to practice preventive mental 
health when such problems are brought to his attention. 
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3. The Teacher in Psychotherapy 


One of the fundamental aims of education is to prepare the individual for 
the business of life and to equip him to play a role as a functioning unit of 
society. By and large, educational procedures have been successful in broadening 
intellectual horizons, but have not been so successful in expanding the indi- 
vidual’s capacities for productive human relationships. The concept that a healthy 
life adaptation is dependent upon a healthy personality evolved through a 
healthy millieu during early years, has given rise to a movement in education 
whereby the school assumes a responsibility in providing for the student experi- 
ences that may reinforce constructive factors in the home and modify destructive 
factors. 

The most significant aspects of school experience toward mental health are, 
as Rennie and Woodward [407] have pointed out, determined by the personality 
of the teacher, his skill in managing human relationships, and his understanding 
of children; by the techniques of instruction; and by the content of the curricu- 
lum. Where the teacher has personal emotional difficulties or is victimized by 
current stresses related to status or economic insecurity, these cannot help but 
influence adversely the stability of the teacher's relationships with pupils. While 
little may be done, other than perhaps personal psychotherapy, to alter severe 
emotional problems in the teacher, the difficulties contingent on status and eco- 
nomic factors may be remedied by better school conditions. The techniques of 
teaching and the content of the curriculum may be changed in line with mental 
health needs by setting tasks and goals that are comprehensible and challenging 
to the child, by helping him to clarify perplexing problems and feelings that are 
parcels of everyday living, and by inculcating in him some understanding of the 
complexities of human relationships. 

The skill of the teacher in the handling of human relationships may be 
enhanced where the teacher has a genuine interest in teaching and in children, 
and is not burdened by too severe neurotic problems. Furthermore, it is essential 
that the teacher acquire a greater understanding of the child and his needs in 
undergraduate or postgraduate mental hygiene instruction. Courses for teachers 
on human development, psychopathology and psychodynamics, principles of 
counseling and interviewing, and group dynamics, are important here. In a few 
instances, group therapy has been instituted for teachers headed by a trained 
group worker, in order to bring the teacher to an awareness of undercurrent 
attitudes toward children that may be inimical to the establishing of good rela- 
tionships with them. Additional training of the teacher is considered necessary 
by all authorities who advocate adding mental health goals to the educational 
design [ 408-416}. 

In the main, this new mental health dimension in education has been intro- 
duced on an experimental basis. In nursery schools [417-419] public schools 
[420-424], and colleges [425-428] programs are operative which incorporate 
in their content and method principles of mental health calculated to meet the 
emotional needs of the student and to add to his social development. A number 
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of conclusions have already evolved from these experiments which are gradually 
being incorporated into school programs [429]. 

The recognition that emotional disturbances may sabotage learning and 
school adjustment has created a movement in some schools toward the diagnosis 
of emotional illness through observation of the child’s behavior, attitudes and 
petformance. The average teacher is usually able to discern the more gross 
symptoms of emotional disorder in such manifestations as hyperactivity, under- 
activity, emotional outbursts, undue restlessness, irritability, temper tantrums, 
violent rages, tremors, tics, nail-biting, apprehensiveness, pervasive phobias, 
compulsive acts and rituals, speech disorders, reading disabilities and writing 
difficulties. With special training, the teacher may be able to recognize the less 
obvious signs of neurosis. 

Where the child exhibits patterns of emotional illness, and where these 
patterns have become so structuralized that they cannot be modified through a 
better school environment, therapy of some kind will be required. In a few 
instances, a conscious effort has been made by the teacher to apply therapy to 
students who have been blocked in learning, or who manifest conduct disorders 
and other problems in school adjustment. Thus Hans Zulliger [430} utilized 
psychoanalytic formulations in treating conduct disorders. Axline [431] be- 
lieves that a teacher trained in non-directive therapy may be able to reflect back to 
the child feelings and attitudes the latter is attempting to express, and in this 
way inculcate in the child insights into his behavior. She also believes that non- 
directive methods may be applied to teacher-administrator relationships. 

Most authorities, however, contend that the role the teacher can play in 
therapy is extremely limited. Baron [432] has pointed out that insurmountable 
difficulties present themselves to the functioning in a dual teacher-therapist ca- 
pacity in the average class. While the pupil may establish a relationship with an 
understanding teacher which is therapeutic for the child, the teacher is usually 
unable to enter into a systematic therapeutic program. Nor does the teacher, even 
with special training, possess skills that would make more than a supportive ap- 
proach possible. Therapy of emotionally disturbed children necessitates the 
services of specialists more highly skilled than is the teacher in diagnostic and 
treatment procedures. 

Consequently, where a child requires therapy, it is recommended that he be 
referred to the guidance department of the school, to the school psychologist, or 
to a consulting clinic outside of the school setting. Guidance and counseling 
services at schools are most efficient where a professionally trained counselor is 
available in the school, and where there exists an organized pupil-personnel 
program. The latter should ideally offer such services as educational counseling, 
vocational guidance, and work placement, as well as health, social and psycho- 
logic services. The counselor may supervise the guidance activities of those 
teachers who are capable of functioning in guidance with students. The most 
effective way of dealing with the emotional problems of students within the 
school framework is generally felt to be through a clinical team approach of 
psychiatrist, social worker and clinical psychologist. 
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As parents, school administrators and governmental authorities become 
more enlightened and convinced of the advantages of a mental health approach 
in education, we may expect expansion of school guidance programs, an in- 
crease of diagnostic clinical teams within schools, and more clinics outside of 
schools which can carry on whatever extensive therapeutic work is required. In 
the course of this expansion, the teacher’s preventive and therapeutic roles will 
undoubtedly become more clearly defined. 


THE CONCEPT OF TEAM FUNCTIONING 


In psychiatric clinics, the traditional Mental Hygiene Team, consisting of 
psychiatrist, clinical psychologist and psychiatric caseworker, is considered the 
preferred therapeutic framework. In this, the professional responsibility of each 
team member is clearly defined, and there is provided a basis for mutual inter- 
action and the pooling of skills. The team is regarded as a group of specialists 
or consultants, each playing a specialized role as well as having some sort of 
therapeutic function. In addition to the three professions mentioned, other pro- 
fessionals are sometimes employed, according to the specific needs of the clinic 
and the kinds of case material handled. Thus teachers may be utilized for read- 
ing and writing disabilities, speech therapists for stuttering, and rehabilitation 
workers for special losses of function. The various specialized operations of 
team members in a community psychiatric clinic are delineated in Chart III. 

The background training of the psychiatrist, and his affiliation with the 
discipline of medicine, puts him in the best position for the assumption of re- 
sponsibility for the total treatment of the patient. It is generally accepted, never- 
theless, that the psychiatrist may utilize ancillary workers, usually clinical psy- 
chologists and psychiatric caseworkers, while retaining medical responsibility. 
The value of the contribution of the psychiatrist, while accepted in principle, 
does not always lead to his employment. Some agencies, not having a psychiatrist 
as a regular staff member, merely utilize the services of a psychiatrist for con- 
sultative purposes. This is an unfortunate deficiency, since non-medical profes- 
sionals are not equipped to detect or to evaluate signs of early physical illness, 
which, if overlooked, may lead to dangerous consequences. Moreover, the 
significance of organic signs may be misinterpreted by non-physicians. 

In some psychiatric clinics, a routine social history is taken by the social 
worker. The social worker, during this process, observes the motivations of the 
patient for therapy, not in a deep dynamic sense, but in terms of what the patient 
says on a surface level. This enables the worker to evaluate why the patient comes 
for help and what he expects from the clinic. The very process of giving informa- 
tion in the social history enables the patient to relieve himself of certain im- 
mediate anxieties. In discerning the motivations of the patient and the miscon- 
ceptions he may have, the worker has a good opportunity to explain to the pa- 
tient how treatment can help in his specific problem. 

The particular aspect of the case history stressed by the social worker is the 
patient's social situation, especially the interpersonal relationships within the 
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family, and disturbing aspects in the home. In the event the patient decides to 
accept treatment, the social worker will be able to utilize this information in 
helping to relieve environmental pressures provided the therapist decides that 
the adjunctive services of a social worker are required. 

Another thing the social worker does in a clinic set-up is to help prepare the 
patient for psychotherapy, where, for various reasons, the patient is not yet ready 
to enter into a treatment process. In instances where the patient has already 
started therapy, but does not have adequate motivation, the therapist sometimes 
sends the patient back to the social worker for further preparation. The pro- 
cedure the social worker employs is, more or less, on a conversational level, 
operating in a friendly supportive way with the idea of further clarifying the 
situation, and perhaps helping the patient to see what it is he actually wants from 
the clinic. Another basis for referral of the case to the social worker is where 
the therapist believes that all that can be done for the patient is a supportive 
kind of therapy. Here there is a differentiation of psychotherapeutic function, 
the social worker doing supportive therapy where needed, and the psychiatrist 
doing deeper insight therapy. 

In carrying out supportive therapy, the social worker may not insist on 
regular appointments, but rather will see the patient at any time he can come. 
If personal visits are not made, a relationship may be attempted either by tele- 
phone or by letter. Contacts of this type may eventually develop in the patient a 
desire for a real therapeutic experience. If the social worker is not equipped to 
carry the patient in therapy, and the latter requires further help, the social worker 
may send the patient back to the psychiatrist. 

In clinics where no intensive supervision is provided for the psychiatrist, 
the latter may refer the patient to the social worker should blocks develop in 
therapy. The social worker here attempts to evaluate with the patient what has 
been going on, with the object of making a reassignment of the case to another 
therapist should this be necessary. If the patient stops treatments with the psy- 
chiatrist, the social worker may ask the patient to come in and then begin to 
work out with him the problems that have developed between the patient and 
the psychiatrist. The psychiatrist may also refer to the social worker patients who 
require some kind of environmental manipulation in addition to psychotherapy. 

The social worker, furthermore, helps in any necessary referral of the 
patient to other agencies. Where members of the patient’s family require clarifi- 
cation about the patient's problems, or where they need help themselves, the 
social worker enters into the situation, sometimes taking over the management 
of the disturbed relative. 

The clinical psychologist is employed in a psychiatric clinic to administer 
diagnostic batteries like intelligence, educational achievement, vocational and 
projective personality tests. He is used as a consultant for difficulties in school 
adjustment and placement, for corrective work in educational disabilities, for 
vocational guidance and rehabilitation, and for research designing and adminis- 
tration. 

Often the psychiatrist, the psychologist and the social worker have con- 
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ferences related to the problems of a single patient. The psychiatrist contributes 
what he feels to be the dynamics of the situation; the psychologist brings up an 
evaluation of the patient from a psychologic point of view, including projective 
testing; and the social worker helps round out the picture with an account of 
social problems in the environment and the family structure. Sometimes the 
three team members operate jointly on the case, as, for instance, where the 
patient requires vocational placement and rehabilitation. The psychiatrist here 
attempts to identify the dynamics of the patient's difficulty as related to the 
wotk area. The clinical psychologist administers a battery of tests, including 
vocational interest and aptitude tests. The social worker helps with social prob- 
lems that are linked to the work area. In work placement, the psychologist 
continues to do vocational guidance; while the psychiatrist treats the general 
emotional difficulties of the patient. 

This type of teamwork is also employed in child guidance clinics where the 
treatment involves not only dealing with the child’s personality, but a manipula- 
tion of his environment. Interviews with the child's parents and other members 
of the family are indicated, since the child’s disturbance is often provoked by his 
interaction with those around him. The child is treated by one of the team mem- 
bers, usually the psychiatrist, while the parent is handled by a non-medical ther- 
apist; for instance, the caseworker. Consultations between the two therapists, 
and with the psychologist who does the necessary testing, result in a coordination 
of the therapeutic program. Efforts to classify the management of a parent by a 
non-medical worker as “casework” or “counseling” in order to get around the 
word “psychotherapy” are arbitrary, inasmuch as an examination of what hap- 
pens in the relationship of the parents with the non-medical worker will clearly 
demonstrate that the process involved is that of psychotherapy, in spite of any 
attempt on the part of the worker to limit his therapeutic role. In some clinics, 
non-medical therapists carry the bulk of the therapy with both parents and 
children, 

Teamwork, such as has been described, may not be employed in psychiatric 
clinics where the function is primarily insight therapy with adults. This is be- 
cause the interference of another team member in the treatment program may 
adversely influence the therapeutic relationship. If psychologic testing is re- 
quired, nevertheless, the patient is referred to the clinical psychologist. However, 
when environmental difficulties arise, the therapist may attempt to work out with 
the patient adequate ways of dealing with his environmental difficulty. He may 
perhaps consult with the social worker in order to apprise himself of available 
resources in relation to a specific social lack. Having this information at hand, he 
may then attempt to help the patient utilize essential resources by working out 
resistances to a particular plan of action. 

In some clinics, following a general screening by the intake social worker, 
the psychiatrist does the initial interview and provides answers to the following 
questions: 


1. Are there any medical problems that should be referred to a medical 
practitioner or specialist? 
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2. Are there any neurologic problems that should be treated by the psy- 
chiatrist or referred to a neurologist? 

3. Are there any existing psychiatric problems; such as, suicidal tendencies, 
severe depression, excitement, antisocial proclivities, alcoholism, drug 
addiction, psychoses, or emergencies that require sedation, medication, 
hospitalization, or shock therapy? 

4. Are there potential psychiatric problems that will need constant obser- 
vation? 

5. What is the diagnosis? 


Thereafter the case may be assigned to the team member best qualified to 
treat the patient. The psychiatrist is selected where psychiatric problems prevail. 
Non-medical therapists are chosen where there are disturbances in vocational, 
educational, social, marital and personal adjustment. Sometimes an attempt is 
made in case assignment to differentiate between “social” and “medical” psycho- 
logic problems. Non-medical therapists are assigned to simple situational malad- 
justments, personality disorders, and behavior disorders. Medical therapists 
are assigned to syndromes characterized by a breakdown in defenses and adapta- 
tion with symptom formation. The syndromes here are anxiety neurosis, conver- 
sion hysteria, anxiety hysteria, compulsion neurosis, acute alcoholism, drug 
addiction, psychosomatic ailments, active psychoses, neurotic and psychotic dis- 
orders in organic and neurologic conditions, and traumatic neurosis. This differ- 
entiation of social and medical psychologic disorders is, however, artificial inas- 
much as the individual is involved as a totality, and every one of his functions— 
somatic, psychic, and behavioral—are influenced in any emotional illness. Con- 
sequently, except for severe psychiatric problems, all types of emotional ailments 
are assigned in some clinics to non-medical therapists provided they are suffi- 
ciently experienced and operate under psychiatric supervision. 

Once a case has been assigned, psychiatric supervision of the non-medical 
therapist is provided. Ideally this supervision is routine and constant. In clinic 
practice, the psychiatrist customarily designates the intensity of supervision, 
its frequency and the mode of checking on existing or potential medical, neuro- 
logic or psychiatric problems. No satisfactory system of reporting has ever been 
devised that can result in constant and complete psychiatric supervision of all 
patients in psychotherapy. 

When one examines the practices of representative clinics in relation to the 
matter of psychiatric supervision, one finds great variation. In some instances, 
the non-medical therapist spends at least one hour weekly with the psychiatrist, 
bringing up problems that occur in the total case load. This presupposes suffi- 
cient training on the part of the therapist to make him aware of cases which show 
signs of impending somatic, neurologic or psychiatric difficulties. Where a psy- 
chiatric caseworker and clinical psychologist have had an adequate amount of 
training, this type of psychiatric supervision seems to work out satisfactorily. 
Where training has been insufficient, supervision of this kind leaves much to be 
desired. In many clinics, the lack of psychiatrists has resulted in a spotty kind of 
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psychiatric supervision, in that the psychiatrist is called in for consultations, 
whenever, in the opinion of the non-medical worker, a psychiatric consultation 
is required. 

The subject of supervision in psychotherapy is complex and often befogged 
in semantic confusion. Actually, several forms of supervision are employed. 
There is, first, the general supervision of medical problems (medical supervi- 
sion). Second, there is supervision for psychiatric conditions, functional and 
organic (psychiatric supervision). Third, there is supervision of the psycho- 
therapeutic process itself, the relationship between patient and therapist ( psycho- 
therapeutic supervision). The first type of supervision may be rendered by a 
good internist. A psychiatrist, while qualified for the second type of supervision, 
may have neither the inclination nor the skill to look after the medical problems 
of the patient. Nor may he be qualified to supervise the psychotherapeutic 
process. The individual who supervises psychotherapy may not be the best person 
for medical and psychiatric supervision. In some clinics, a highly skilled non- 
medical therapist may be used for psychotherapeutic supervision. In certain 
analytic schools, too, prominent non-medical analysts do both training analysis 
and psychotherapeutic supervision of medical trainees. 

In many clinics, hiring policies are such that social workers and clinical 
psychologists who are employed are without adequate training that would qualify 
them to do any other than supportive psychotherapy. However, where the 
therapist has had sufficient training, it may be possible to expand his function to 
that of reeducational psychotherapy, and, in the event of extensive psychoanalytic 
training, to reconstructive psychotherapy, under appropriate psychiatric and 
psychotherapeutic supervision. These rules should also apply to the psychiatrist 
whose training may qualify him merely to do supportive therapy. Where the 
psychiatrist has had further training, he may be able to do reeducational and re- 
constructive therapy under whatever psychotherapeutic supervision is indicated 
by his experience. 

Inevitably, people working with individuals under emotional stress are 
drawn into some kind of a psychotherapeutic relationship. Because of this, many 
clinics have set up inservice training programs calculated to help develop the 
skills of their clinic personnel. One of the problems that has occurred here is 
that the specialized training in psychotherapy of the various team members tends 
to divorce them from the roles usually identified with their profession. Thus, the 
physician doing psychotherapy may give up his interest in general medicine; he 
may lose his diagnostic medical skills, and he eventually feels himself unqualified 
to do a good physical and neurologic examination. Many psychiatrists for this 
reason refer their patients who require medical attention to internists. The 
clinical psychologist tends to remove himself from testing, often on the basis 
that being a psychotherapist puts him on a different level of functioning. He, too, 
may lose his testing skills and refer patients requiring testing to another clinical 
psychologist. The psychiatric social worker also resents doing casework, and, 
like the psychologist, may want to give up his identification with his profession. 
In some instances, the psychologist and caseworker may even attempt to drop 
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their professional titles and insist on being called “psychotherapists.” Another 
problem is that many therapists, as soon as they have become sufficiently skilled, 
are lured by motives of economic betterment into private practice. This creates 
quite a difficult situation for the clinic. The position of the medical profession 
here is to tend to regard with disfavor the influx of non-medical workers into 
private practice, particularly those who operate without adequate medical and 
psychiatric supervision. 
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The Equipment of the Psychotherapist 


For CONVENIENCE, THE EQUIPMENT OF THE PSYCHOTHERAPIST MAY BE 
classified as follows: (1) educational equipment, (2) personality equipment, 
and (3) experiential equipment. 


EDUCATIONAL EQUIPMENT 


Let us assume that the prospective therapist has been thoroughly grounded 
in the biologic and social sciences, and that he has had at least one year of 
intimate clinical contact with severe mental disorders at a mental institution. 
To do psychotherapy he will require further extensive postgraduate didactic 
and clinical instruction. Unfortunately there are no short-cuts to the achievement 
of therapeutic competency. Estimates of the length of time it takes to turn out a 
fairly seasoned therapist vary. In most instances it requires five or six years of 
intensive postgraduate work. Among the essential courses are the following: 


1. History of Psychiatry 


History of psychiatry up to the period of Sigmund Freud, including con- 
tributions of Mesmer, Braid, Bernheim, Charcot, Watson, Pavlov, Cannon, 
Janet, Baudouin, DuBois, Kretschmer, Kraepelin and Bleuler. History of the 
Mental Hygiene Movement. The psychobiology of Adolf Meyer. 


2. The Development of Psychoanalytic Thinking 


Readings in psychoanalysis and allied fields. (1) Selected writings of 
Sigmund Freud. (2) Writings of contemporaries of Freud including Abraham, 
Ferenczi, Adler, Jung, Stekel, Rank, Reich, Reik, Fromm, Sullivan and Horney. 
(3) Selected writings in the social sciences related to psychiatry, especially 
sociology, social psychology (including topologic psychology), clinical psychol- 
ogy (including the psychology of learning) and anthropology. 

Psychosocial development. The various forces that enter into the mold- 
ing of human personality. The roles of heredity, constitution and environment 
in character formation. Experiences and conditionings in infancy, childhood, 
adolescence and adult life that enter into conflict formation. The various methods 
of conflict solution. 

Psychopathology and psychodynamics. Anxiety and its manifestations. 
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Mechanisms of defense. Symptomatology, psychopathology and psychodynamics 
of the principal neurotic and psychotic syndromes. 


3. Basic Neuropsychiatry 


Review of neuroanatomy, neurophysiology and neuropathology. Descriptive 
psychiatry of schizophrenia, manic-depressive psychosis, involutional psychosis, 
psychosis with cerebral arteriosclerosis, senile psychosis, other organic psychoses, 
paranoia and paranoid conditions, mental deficiency and epilepsy. Recent sta- 
tistical surveys of mental illness. Classification of mental and emotional illness. 
Causes of mental disease. History-taking (anamnesis) and the conduct of the 
psychiatric examination. 


4. Function of Clinical Team Members 


The professional responsibility of the psychiatrist, caseworker and clinical 
psychologist in terms of specialized role and psychotherapeutic function. The 
uses and misuses of teamwork. The psychiatric consultant and the psychiatric 
supervisor. Survey of testing procedures used for diagnosis and treatment plan- 
ning, including the Stanford-Binet, Wechsler-Bellevue, Rorschach, Thematic 
Apperception, figure-drawing, Szondi, vocational and aptitude tests. The place 
of casework in a psychotherapeutic program. 


5. Techniques in Psychotherapy 


Introduction to psychotherapy. Scientific foundations upon which a 
psychotherapeutic program is based. Prognosis and goals in psychotherapy. 
General outline of psychotherapy. 

A comparative study of psychotherapeutic approaches. Similarities and 
differences in theory and technique of the various psychotherapeutic approaches, 
including: (1) supportive therapy; such as, environmental therapy, reassurance, 
guidance, persuasion, emotional catharsis and desensitization, drug therapy, 
physical therapy and occupational therapy; (2) reeducative therapy; such as, case- 
work approaches, directive and non-directive counseling, distributive analysis 
and synthesis, and interview psychotherapy; and (3) reconstructive therapy; such 
as, Freudian psychoanalysis, non-Freudian psychoanalysis, with modifications of 
Adler, Jung, Rank, Stekel, Fromm, Horney, Reich, Sullivan, and psychoanalyti- 
cally oriented psychotherapy. 

The technique of interviewing. Basic interview approaches, with methods 
of opening the session, maintaining the flow of verbalizations, directing the flow 
of verbalizations, selective focusing, and terminating the interview. 

The initial interview. Problems involved in the initial interview. Moti- 
vating the patient for psychotherapy. Correcting misconceptions. Structuring the 
therapeutic situation. 
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Technical procedures in psychotherapy. The conduct of psychotherapy 
including such aspects as the establishment of a working’ relationship with the 
patient, the determining of the dynamics of the neurosis, the promotion of 
activity toward therapeutic change, and the termination of therapy. 

The handling of special problems in therapy. Coping with severe reac- 
tions of panic, suicidal ideas, threats of violence, “‘acting-out’’ and other acute 
reactions of the patient. Somatic complications during psychotherapy and their 
management. 

The handling of borderline patients. Special techniques and modification 
of methods in dealing with borderline schizophrenic patients. 

The technique of dream interpretation, Understanding, utilizing and in- 
terpreting dreams in reconstructive psychotherapy. 


6. Clinical Seminars 


Diagnostic conference. Presentation of a variety of cases for purposes of 
discussing the diagnosis, psychopathology and psychodynamics. 

Clinical conferences. Problems in the conduct of therapy through pres- 
entation of a variety of cases. 

Continuous case seminars. One case is presented throughout the course 
period, preferably by process recording or tape recording. Discussions deal with 
the handling of the therapeutic situation as it develops over an extended period 
of time. 


7. Group Psychotherapy 


History of group therapy. Group therapy with parents of children who are 
in treatment. Inspirational, educational, activity and analytic group therapy. 
Psychodrama. Group therapy in private practice. Group therapy with unselected 
groups as in families and institutions. The organizing and working with groups. 
The significance of group constellations, the reexperiencing of historic nuclear 
relationships, and the use of dreams and other means of self-expression in a 
group setting. 


8. Child Psychiatry 


Principles of child psychiatry and psychotherapy. The most common be- 
havioral, neurotic, psychosomatic and psychotic illnesses of childhood. Problems 
of adolescence with emphasis on the impact of sociocultural influences, the ef- 
fects of physical change, and the role of childhood experiences. Therapeutic 
problems conditioned by the specific adolescent personality structure. Detection 
of early emotional difficulties in children. Techniques of diagnosing emotional 
problems prior to their structuralization. 
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9. Preventive Mental Health Courses 


Community organization in mental health. Structure of the community 
and organized health and welfare services developed to foster mental health; 
such as, schools, hospitals, social agencies, industry, leisure time agencies, re- 
habilitation agencies and convalescent agencies. Typical administrative and 
supervisory set-ups. Federal, state and community health plans in present opera- 
tion. The roles of the physician, social worker, psychologist, nurse, teacher, 
minister and correctional worker in various agencies. 

Techniques in preventive mental health. (1) Methods of organizing 
mental health programs. (2) Identification and treatment of community health 
problems. (3) The role of the professional worker, stressing methods of com- 
municating and working with community agencies and the ancillary professions. 
Principles of psychiatric consultation. (4) The use of educational media in pre- 
ventive mental health. Methods of conducting discussion groups; the use of films, 
recordings and sociodramatic techniques; an evaluation of current books and 
pamphlets on mental health written for the public; the mental health lecture; 
writing on mental health topics for the public and for ancillary professions. 


10. Organization and Operation of a Mental Hygiene Clinic 


Organization, operation and routines employed in a mental hygiene clinic, 
with analysis of the processes of reception, intake, history-taking, initial inter- 
viewing, cooperation with outside agencies, the keeping of case records, the 
taking of progress notes, and methods of case presentation. Socioprofessional 
role of the clinical team member in relation to community agencies and organiza- 
tions which can supplement his individual skills as a therapist and his team role 
in relation to other team members. Needs for psychiatric services in agencies 
like social agencies, hospitals, out-patient clinics, schools, public health services, 
industry, unions, courts, civic organizations, etc. Methods of maximizing co- 
operative working relations with community organizations. 


11. The Treatment of Special Conditions 


Treatment of the alcoholic, Hereditary, constitutional, and experiential 
factors associated with alcoholism. Treatment of the acute and chronic alcoholic 
patient from various viewpoints, including drug treatment (especially antabuse), 
institutionalization, individual and group psychotherapy. 

Treatment of the criminal, The role of psychiatry in the prevention, control 
and treatment of criminals. 

Treatment of the drug addict. Background material and techniques for 
the treatment of narcotic and barbiturate addiction. 

Treatment of speech and voice disorders. Physiology of speech and the 
symptomatology of the most frequent disturbances in this area, Therapeutic 
methods in speech disorders with special emphasis on stuttering. 
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Management of family problems. Premarital, postmarital and parent- 
child problems and their handling. Problems of aging and aged parents in the 
development of the family in its beginning, expanding and declining phases. 

The treatment of schizophrenia. Essential psychodynamics of schizo- 
phrenia. Techniques and problems in treatment with psychotherapy alone and 
in combination with physiologic methods. 

The treatment of severe depression. Main clinical forms of depressed 
states and their psychodynamics. Techniques and problems in treatment with 
psychotherapy alone and in combination with physiologic methods. 

The treatment of sexual problems. Psychopathology, psychodynamics and 
treatment problems in sexual disorders, particularly impotence, priapism, frigid- 
ity, vaginospasm, fetishism, sadism, masochism and homosexuality. 


12. Adjunctive Aids in Psychotherapy 


Hypnotherapy. Techniques of hypnotic induction. Uses and misuses of 
hypnosis as a therapeutic catalyst. 

Narcotherapy. Technique, indications and contraindications of narcother- 
apy. 

Shock therapy and psychosurgery. Uses and misuses of shock therapy, 
convulsive therapy and psychosurgery. Principles of selection of patients, and 
way of integrating somatic therapies with psychotherapy. 

Miscellaneous adjuncts. Art therapy, music therapy, occupational therapy, 
bibliotherapy, diet therapy, drug therapy and physiotherapy. 


13. Culture and Personality 


Influence of superimposition of cultures on divergent national groups. 
Effect of sociologic and anthropologic data on therapeutic techniques. 


14. Industrial Psychiatry 


Problems in industry of a normal and psychopathologic nature as they affect 
employers and employees. Application of psychologic and psychiatric techniques 
to situations of hiring, job placement, training, problems of staying on the job 
(including transferring), and discharge. Techniques of interviewing, testing 
and psychodramatic training. À 


15. Compensation and Other Medicolegal Problems in 
Psychiatry 


Common compensation and other medicolegal problems in neuropsychiatric 
practice with tactical approaches to these problems. 
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PERSONALITY EQUIPMENT 


The practice of psychotherapy requires that the therapist possess special 
personality characteristics that will enable him to establish and to maintain the 
proper kind of relationship with his patient. These characteristics may roughly 
be classified into five categories; namely, those of sensitivity, flexibility, objec- 
tivity, empathy and relative freedom from serious emotional or characterologic 
disturbance. 


1. Sensitivity 


Essential in the therapist is the capacity to perceive what is happening in the 
treatment process from the verbal and non-verbal behavior of the patient. Not 
only must the therapist be attuned to the content of the patient’s communications, 
but he must be sensitive to the moods and conflicts that underlie the content. He 
must be aware also of his own feelings and attitudes, particularly those nurtured 
by his personal neurosis that are inspired by contact with the patient. These 
qualities presuppose a superior intelligence and judgment with the ability to 
utilize one’s intelligence in practical life problems. 


2. Objectivity 


Awareness of his own feelings and neurotic projections helps the therapist 
to remain tolerant and objective in the face of irrational, controversial and 
provocative attitudes and behavior manifested by the patient. No matter what 
the patient thinks or says, it is urgent that the therapist have sufficient control 
over his feelings so as not to become judgmental and, in this way, inspire guilt 
in the patient. Objectivity tends to neutralize untoward emotions in the therapist, 
particularly overidentification, which may stifle the therapeutic process; and 
hostility, which can destroy it. Objectivity enables the therapist to endure atti- 
tudes, impulses and actions at variance with accepted norms. It permits the 
therapist to respect the patient and to realize his essential integrity, no matter 
how disturbed or ill he may be. 

Among the most common projections and attitudes toward which objectivity 
is mandatory are infantile demands by the patient for protection, love, gifts and 
favors; insistence that the therapist be omniscient at all times; desires to be pre- 
ferred by the therapist above all other persons; demands for sexual responsive- 
ness; expressions of resentment, hostility and aggression; and complaints of 
being exploited, deceived and victimized. In the face of such projections, it is 
essential that the therapist be able to recognize and handle his own fears, prej- 
udices, intolerance and other neurotic attitudes as they develop, and to deal with 
such feelings as impatience, disgust, resentment, boredom, and disinterest when- 
ever these appear. This will necessitate self-understanding and awareness on the 
part of the therapist of his own conflicts and problems in interpersonal 
relationships. 
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3. Flexibility 


Rigidity in the therapist is a destructive force in psychotherapy. Unfortu- 
nately it is a common occurrence whenever there is tenacious adherence to any 
one “system” of psychotherapy. Rigidity prevents the therapist from coordinat- 
ing his approach with the exigencies of the therapeutic situation. Too zealous 
regard for the sanctity of any system must of necessity reduce his therapeutic 
effectiveness; for, the requirements of the therapeutic interpersonal relation- 
ship call forth promptings that defy methodologic bounds. Flexibility is not only 
essential in the execution of technical procedures, but in other aspects of therapy; 
such as, the defining of goals and the setting of standards. Flexibility is also 
necessaty in interpreting the value system of the culture, in order to permit of 
the relaxation of certain austere demands in the face of which a change in the 
patient's severity of conscience may be thwarted. 


4. Empathy 


Perhaps the most important characteristic of the good therapist is his 
capacity for empathy. This quality enables the therapist to appreciate the turmoil 
the patient experiences in his illness and the inevitable resistances he will 
manifest toward change, It presupposes that the therapist is not characterologi- 
cally detached, a trait most destructive to a proper relationship with the patient. 
Lack of empathy interferes with the respect the therapist needs to display 
toward the patient, with the interest to be shown in his welfare, with the 
ability to give him warmth and support when needed, with the capacity to 
concentrate on his productions and to respond appropriately to these. Empathy 
must not be confused with maudlin sympathy or tendencies to overprotect the 
patient. Empathy means tolerance of the patient’s making mistakes, of using his 
own judgments, and of developing his individual sense of values. This means 
that the therapist must harbor no preconceived notions as to the kind of person 
he wants the patient to be. 


5. Relative Absence of Serious Emotional Problems 


Certain traits in the therapist have been shown by experience to be damag- 
ing to good psychotherapy. Among these are the following: 

Tendencies to be domineering, pompous and authoritarian. Such tend- 
encies, while tolerable in supportive therapy, are not too helpful in reeducative 
therapy, and are definitely harmful in reconstructive therapy. They prevent the 
patient from working things out for himself in order to evolve his own growth 
patterns. They reinforce his fears of authority and cause him to overvalue the 
powers of people in high positions. They inhibit self-growth and the develop- 
ment of assertiveness, while reinforcing traits of dependency, submissiveness, 
ingratiation and detachment. Sometimes they release rebellious and hostile 
tendencies that interfere with therapeutic gains. Domineering tendencies in 
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the therapist may mask strong fears of people, and here constitute a way of 
maintaining control by putting the patient in a subordinate or inferior role. 
They may also be a means of expressing not fully conscious feelings of omni- 
science, grandiosity, and a need to play God. This does not imply that the 
therapist must shy away from assuming the role of an authority; it indicates 
that he must have the capacity of acting as an authority without being 
authoritarian. 

Tendencies toward passivity and submissiveness. These may inspire 
insecurity and hopelessness in the patient. They stimulate latent hostiie and 
sadistic traits, as well as reactive defenses against such traits. Passivity may 
manifest itself in a fear of offending the patient, in an inability to be firm, on 
occasion, and to take a positive stand when it is essential that the therapist 
do so. 

Detachment. Whereas the patient may manage to establish some kind of a 
relationship with a domineering or passive therapist, he is totally blocked from 
making essential contact because of detachment in the therapist. This trait may 
be rationalized by the therapist as a designed attempt to act neutral or to assume 
a scientific and structured attitude toward the patient. Detachment interferes 
with the capacity to empathize with the patient and to feel sympathetic with his 
problems. It thwarts the giving of therapeutic doses of reassurance and support 
whenever these are required. 

Need to utilize the patient for the gratification of repressed or sup- 
pressed impulses. The therapist may attempt to gain vicarious gratification of 
impulses by living them through in the experiences of the patient. Where he 
does this, he will tend to lose his objectivity and fail in his effort to help the 
patient. It is vitally important that the therapist be sufficiently well adjusted and 
possessed of basic satisfactions in living, or else compensating adequately for 
any lack in vital satisfactions, so as to avoid using the patient to gratify his own 
frustrated needs. Among the most common frustrated impulses are those re- 
lated to sexuality, the expression of hostility, and the gaining of prestige. Un- 
propitiated sexual needs of a normal or perverse nature may be stimulated in 
the therapist by the patient’s recital of his past erotic behavior. His present 
sexuality may also receive an unwarranted concentration and emphasis. Where 
the therapist harbors an excess amount of hostility, he may unduly encourage 
its expression in the patient, directing it toward those agencies with whom the 
therapist himself is neurotically concerned. Thus, he may sanction a hostile 
defiance of authority or aggressive acts toward parental figures, with a resultant 
involvement of the patient in activities that may not be to his best interests. 
Finally, an over-ambitious therapist may, under press of this impulse, goad the 
patient into working for success, power and fame, much as a parent dissatisfied 
with his own mediocrity will try to fulfill himself through his offspring. Such 
efforts tend to arouse defiance in the patient and interfere with the proper patient- 
therapist relationship. Ambitiousness may additionally cause the therapist to 
react with resentment to the patient's resistances, and to the absence of what the 
therapist considers to be appropriate progress, the therapist feeling here that 
his own reputation is at stake. 
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Inability to tolerate the expression of certain impulses. Reaction forma- 
tions and other defenses in the therapist against important inner drives may 
mobilize antitherapeutic tendencies. Thus, anxieties investing the therapist's 
sexuality, hostility and assertiveness may cause him to minimize the importance 
of such impulses in the patient. The therapist may divert the patient from talk- 
ing about these topics whenever they are brought up, or he may adopt subtle 
punitive tactics that cause the patient to repress such impulses or their derivatives, 
driving them deeper away from awareness, and preventing a coming to grips 
with them. In the same way the therapist, sensitive to anxiety in himself, may 
be unable to tolerate it in others. He may therefore tend to dissipate anxiety 
with reassurance and other supportive measures when even minimal quantities of 
this emotion arise during treatment, in this way obstructing an examination of 
its source. A therapist with this kind of problem may do excellent supportive 
therapy, but will fail in the more extensive reeducative and reconstructive 
approaches. 

Neurotic attitudes toward money. The therapist’s insecurity may reflect 
itself in anxiety about fees and payments. Such concerns will stimulate in many 
patients feelings of being exploited, and hostile attitudes toward the therapist 
on the basis that he is more interested in the patient's money than in the patient. 

Sundry destructive traits. Many neurotic character traits in the therapist 
are detrimental to good functioning. Included are these: 

1. The therapist may be unable to tolerate blows to his own self-esteem by 
the patient’s acting out tendencies, by manifestations of resistance and transfer- 
ence, and by the inevitable failures and frustrations in treatment. 

2. A neurotic need to be liked, and desires for admiration and homage 
may prevent the therapist from making interpretations that are offensive to the 
patient or may stop him from otherwise challenging the patient's defenses. 

3. Compulsive tendencies toward perfectionism may make less ambitious 
goals than complete character reconstruction inacceptable to the therapist, and 
may cause him to drive the patient obstinately toward such goals even when 
there is little chance of achieving them. Perfectionism may also produce a fear 
in the therapist of making mistakes. 

4. Perhaps the most destructive traits present in the therapist are those 
which create a relationship that specifically duplicates and perpetuates the 
early defeating, frustrating and traumatizing experiences in the patient's child- 
hood. The patient will, of course, always try to maneuver the therapist into such 
a relationship, but an observant and objective therapist will tend to block this 
design. However, where the therapist’s personal needs play into the patient’s 
demands, he may lose his perspective and enthusiastically enact the kind of role 
that must inevitably end in defeat. 

5. Any character traits in the therapist that interfere with his ability to 
understand, to accept and to deal constructively with the verbal and non-verbal 
behavior of the patient without feelings of threat or counter-hostility, are dam- 
aging to the treatment relationship. 

6. Hostility toward the patient, open or disguised, justified by reality or 
inspired by prejudices and counter-transference, brings about in the therapist 
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rejection, lack of empathy, loss of objectivity and other manifestations destruc- 
tive to therapeutic objectives. 

7. Militating against good therapy are a number of other characteristics; 
such as, little creativity, a poor sense of humor, an inability to take criticism, 
low personal integrity, diminished respect for people, failure to acknowledge 
self-limitations, low energy level and poor physical health. 


EXPERIENTIAL EQUIPMENT 


Without extensive experience in the therapeutic handling of a variety of 
cases, no therapist can be considered well-trained. Preferably the therapist should 
have treated the common clinical syndromes, including anxiety neurosis, 
anxiety hysteria, conversion hysteria, obsessive-compulsive neurosis, psychoso- 
matic problems, personality disorders, behavior problems, alcoholism, drug 
addiction, pte-schizophrenia, schizophrenia, manic-depressive psychosis, involu- 
tional psychosis and paranoid states. His experience should have included varied 
emotional problems in children. It should have given the therapist an opportunity 
to observe and to do group therapy. The therapist also ideally should learn how to 
operate in the kind of teamwork with caseworkers and clinical psychologists in 
which the professional responsibility of each team member is defined, providing 
a basis for mutual interaction and the pooling of skills. He should be capable 
of playing a specialized role within the team and of functioning ably as a 
psychotherapist. He should understand the principles of preventive mental 
health, and how to utilize educational media in a skilled way. He should finally 
be able to act as a consultant to those community agencies and auxiliary profes- 
sions which are in contact with people suffering from emotional ailments. 

Such training obviously will take a long time. Indeed, as has been previ- 
ously mentioned, it is rare for any student to become a seasoned therapist without 
a backlog of at least five or six years experience under competent psychiatric and 
psychotherapeutic guidance. Each therapist must be “custom-tailored,” serving 
an apprenticeship under careful supervision which is specifically designed to 
take into account his various personality problems and characteristics. Sharing 
experiences in the actual practice of psychotherapy with a highly trained super- 
visor is the greatest catalyst to the learning of psychotherapy. By bringing the 
student to an awareness of his blind spots, and his personality and learning 
blocks, one can most effectively help him toward matureness as a psychother- 
apist. Supervision of the psychotherapeutic process is so important and essential 
an experience, that an entire chapter in this book will later be devoted to it. 


IS PERSONAL PSYCHOTHERAPY OR PSYCHOANALYSIS 
NECESSARY FOR THE THERAPIST? 


It is obviously impossible for any one person to possess a totality of positive 
personality features or to be devoid of every negative characteristic that makes 
for an ideal psychotherapist. These deficiencies do not obstruct good psycho- 
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therapy, provided the therapist is not too seriously handicapped by personality 
disturbances. The therapist, like any other person, will undoubtedly be possessed 
of a certain amount of neurotic illness. This may manifest itself in difficulties in 
personal adjustment outside of the therapeutic situation. The fact that he ex- 
hibits evidences of personal problems in everyday life does not always mean that 
he may not be able to manage therapy in the unique setting of the patient- 
therapist relationship. For, in this relationship the therapist plays a different role 
than he does in his usual dealings with people. The position he occupies with 
the patient generally makes him feel more secure and permits him to divest him- 
self of many of his customary neurotic defense mechanisms. A mild neurosis 
need not necessarily interfere with the effective conduct of therapy if the 
therapist is aware of his interpersonal problems and is capable of inhibiting their 
operation in his relationship with his patient. 

Mandatory, then, in all individuals doing any kind of psychotherapy, is 
some awareness of and control over their stereotyped interpersonal reactions. 
There are some individuals who are sufficiently healthy by virtue of a sound 
upbringing and a spontaneously mature development, so as to be able to avoid 
untoward reactions in therapy. Additionally, they possess values and attitudes 
that are consonant with mental health objectives. Admittedly, such persons are 
in the minority, since most of us ate not so bountifully blessed by a fortunate 
upbringing and wholesome childhood experiences to make us well-integrated 
human beings. 

The burdens imposed on the average therapist, particularly in doing recon- 
structive therapy, the fact that his own unconscious conflicts may be mobilized, 
and the need for him to function simultaneously in multiple roles, require 
that he have greater freedom from neurosis than the average person. Cate- 
gorically, it may be stated that all therapists will require some personal psycho- 
therapy if they plan to do reconstructive therapeutic work. Such personal therapy 
provides the individual with an opportunity to study psychodynamics through 
self-observation, in watching minutely his own emotional conflicts, their genetic 
origin and their projection in his present-day functioning. It helps, also, to 
liberate him from those problems and character disturbances that interfere with 
the establishing and maintaining of a therapeutic interpersonal relationship. 

Personal therapy is not always necessary where the psychotherapist confines 
his work to supportive and reeducative approaches, provided, of course, that he 
does not possess too many therapeutically destructive personality handicaps. 
However, a period of personal treatment may eventually prove itself to be one of 
the soundest investments the therapist can make. In addition to helping the ther- 
apist with his own problems, personal reconstructive therapy or analysis con- 
tributes to his sophistication in understanding what is happening, even in sup- 
portive treatment. For instance, by observing (without interpreting) the pa- 
tient’s dreams, fantasies and “‘acting-out,” one may follow more effectively 
resistance to change, the development and vicissitudes of transference, the build- 
ing of more adaptive defenses and the general trend of progress. 

There are many variables in assaying how much more effective the ther- 


148 THE TECHNIQUE OF PSYCHOTHERAPY 


apist will be with and without personal therapy. Some therapists, never having 
received personal analysis, are remarkably flexible, sensitive, empathic and intui- 
tive. They recognize and are capable of dealing with their own and their patient's 
unconscious mental processes, and they are able to do better psychotherapy than 
many therapists who have undergone treatment. It does not, however, follow 
from this that they could not have developed themselves even further with 
personal therapy. 

Exposing oneself to therapy does not necessarily guarantee the success of the 
effort. Over and over again we observe well-qualified individuals who, exposed 
to prolonged personal analyses, characterologically seem to be little influenced by 
the process. There are many reasons for this failure. Perhaps of greatest import is 
the tendency for the student-therapist to consider personal therapy a “didactic” 
requirement rather than a therapeutic necessity. Unlike the average patient who 
is driven to treatment by anxiety and the discomfort of disabling symptoms, the 
student-therapist enters therapy because it is something he is “supposed to go 
through” as a requirement in his training. The latter motivation is not strong 
enough to induce him to tolerate the anxieties necessary for the yielding of the 
protective and pleasure values of his neurosis. His resistance to deep change is 
consequently greater than that of the patient, since he is not enjoined by suffering 
to revise his personality patterns. 

Currently, there is a tendency to shy away from a labeling of personal 
therapy or analysis as “didactic,” and to accept the principle that every student- 
therapist possesses a neurosis that requires treatment. Accepted, also, is the 
premise that even where symptoms are lacking, the alteration of character pat- 
terns, with removal of therapeutically destructive traits and the expansion of 
therapeutically constructive tendencies, will be a long-term proposition. It is 
recognized that failure in his personal therapy to achieve goals of character 
change, does not cast a slur on the therapist's integrity, or his ability to engage 
in successful supportive and reeducative approaches. These are to be regarded 
not as methods substitutive for, or inferior to, reconstructive therapy, but rather 
as processes that have a preferred validity in the specific instances where they are 
employed. 


14 


General Principles of Psychotherapy 


PSYCHOTHERAPY CONTAINS MANY HYPOTHETIC ASSUMPTIONS THAT 
have never been subjected to experimental validation. This is largely because 
the therapeutic interpersonal relationship on which psychotherapy is based em- 
braces sundry variables that do not lend themselves to measurement. It is diffi- 
cult, consequently, to apply to an evaluative study of psychotherapy the precise 
principles on which scientific method is based; namely, an unprejudiced compila- 
tion of facts and information, the formulation of reasonable hypotheses, the 
retention of objectivity in observation, and the retesting of findings with an 
attempt to reduplicate results. For the most part, descriptions of psychother- 
apeutic technique reflect the personal values and convictions of the observer. 
The clinical attitudes expressed are more pragmatic and empiric than they are 
scientific, 

It is perhaps for these reasons that psychotherapy has been regarded by 
many as an art rather than a science. One may justifiably consider the ability to 
establish and to maintain a relationship with a patient a form of artistry, since it 
is dependent on certain personality factors with which some therapists are more 
highly endowed than others. Yet conceding that psychotherapy, at our present 
state of knowledge, is less a science than an art, certain basic principles must 
apply—as in any other art—of which an understanding is crucial to its effective 
practice. Without a disciplined application of these principles, no amount of 
artistic endowment can make for good psychotherapy. 

Another factor that makes a study of the psychotherapeutic method difficult 
is the confusion of broad basic techniques with the unique personal ways in 
which they are implemented. In psychotherapy as in any other art or part-art, we 
are confronted with the phenomenon of a highly personalized style that is em- 
ployed in the medium of a particular method. 

An analogy may illustrate this point. A student learning to paint will be 
aided greatly by studying fundamental techniques of painting and general prin- 
ciples of composition. He will also derive much in observing the methods of 
painters who have achieved proficiency in their work. His art instructor will 
help him to master blocks and ineptitudes in putting the fundamental techniques 
into practice. As he gains confidence in himself, his training will blend itself 
with individual personality forces such as his creativity, sensitivity, and original- 
ity, and out of this amalgam, he will develop his own “style” of painting—a 
preferential mode of symbolic representation, and a unique use of color and 
texture. He will still operate within the broad framework of the fundamental 
techniques, but his finished products will be his own, different from those of 
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his teachers and colleagues, different from those who have been exposed to the 
same kind of instruction. 

In psychotherapy, a student will also be helped by studying general prin- 
ciples and techniques, such as the conduct of an initial interview, the establish- 
ment of a working relationship with the patient, the determination of the dynamics 
of a neurosis, the promotion of activity toward therapeutic change, and the 
termination of therapy. He will be benefited by observing how trained psycho- 
therapists execute these procedures, Like the artist, he will need to function under 
supervision, in this way becoming aware of his deficiencies which interfere with 
the putting into practice of what he has learned. As his experience grows, he 
will fuse his method with his personality, introducing new elements and modi- 
fying others, until he develops his own “style” of therapy. He will still follow 
the broad principles of technique, but in a manner that is uniquely his own. 

A broad structure of therapy must take into account this factor of unique- 
ness of style in the psychotherapist, in order to preserve spontaneity. For without 
spontaneity the therapist is truly handicapped in relating to his patients, and in 
allowing his intuition to help him grasp the dynamic forces that are operative 
in the treatment process. 


DYNAMICS OF THERAPEUTIC CHANGE 


Before describing a structure of psychotherapy that provides for this kind 
of flexible framework, it may be helpful to consider the dynamics of psycho- 
therapy in terms of an example of what happens to the average individual who 
is exposed to a reconstructive psychotherapeutic approach. Modifications con- 
sonant with reeducative and supportive therapies will be considered later. 

When the average patient enters into therapy, he is usually bewildered, 
confused and upset by what is happening to him. His symptoms seem more 
or less dissociated from the mainstream of his life. He is confounded, therefore, 
by attempts to investigate in detail aspects of his experience that he considers 
irrelevant to his complaint factor. Not realizing that his symptoms stem from 
deep conflicts of long standing, that are reflected in present disturbances in his 
relationships with people, he expects rapid results. In this respect he is rather 
like the obese patient who wants the physician to remove, in two weeks, the 
overweight which has taken ten years to accumulate, while at the same time re- 
fusing to exercise or diet. The patient seeks to retain fixed ways of dealing with 
people and situations, which are responsible for his symptoms, while demanding 
that the products of his disturbed way of living be quickly eliminated. 

With this in mind, the patient desires to relate to the therapist in the tradi- 
tional way a patient utilizes a physician. He demands some kind of immediate 
dramatic help, or, in his helplessness, the performance of a miracle by means of 
mysterious medical powers. He hopefully believes that the therapist will prove to 
be an omniscient authority upon whom he can collapse, and who will bring 
health and personal success to him expeditiously. The sicker the patient the more 
likely he is to consider therapy a conjuring trick. 
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It may require a great deal of perseverence on the part of the therapist to 
demonstrate to the patient that his symptoms do not occur at random, but are 
exacerbated by definite life situations which involve his attitudes toward people 
and his estimate of himself. Before progress can be made, however, it will be 
necessary for the patient to realize that his symptoms are not independent mani- 
festations, but rather are the surface warnings of inner problems of which he is 
only partially aware. Once the patient accepts the principle of continuity be- 
tween his symptoms and his conflicts, he is more capable of abandoning hopes for 
immediate symptom relief by some spectacular performance on the part of the 
therapist. Motivated by the discomfort of his symptoms and the desire for a 
more fulfilling life, he will enter into a deeper inquiry into himself. 

Soon the patient will comprehend that his symptoms vary depending on 
the happenings of his daily life and on difficulties encountered in interpersonal 
relations. Awareness of these facts will tend to divert the emphasis from his 
symptoms. As soon as this occurs, the first basic step in therapy will have been 
taken. 

To bring the patient to such an understanding, however, may prove to be 
an ambitious undertaking. The patient is used to himself and his character traits 
and attitudes. He can scarcely accept the fact that these are not a normal part of 
life. The possibility that his attitudes and behavior are disturbed may seem un- 
believable to him. Nearly all neurotic people assume that their own particular 
pattern for living is not only most acceptable, but probably universal. If they do 
recognize themselves to be unique, then that in itself is regarded as a special 
attribute, contingent upon the possession of a constitution that offers them no 
other course than the one they are pursuing. 

It is this attitude which makes for an obstinate resistance to change. The 
patient cannot readily be made to see that he projects his attitudes and his fears 
without actual basis. However, in the course of therapy he may gain an under- 
standing that what he has assumed to be normal may actually be unusual. Clues 
to his fundamental difficulties will be pieced together for him by the therapist. 
The unique relationship that has developed between the patient and the therapist 
will help him to accept interpretations of his behavior and his symbolic life as 
revealed in his verbalizations, his dreams and fantasies. 

No better way exists of bringing the patient to an awareness of his problems 
than by actually living them through in the therapeutic situation. Sometimes 
the patient will develop and show the same kind of unreasonable impulses 
toward the psychotherapist that he has displayed in all his previous relationships. 
The long period of conditioning that makes the individual’s personality a part of 
himself encourages him to respond repetitively and compulsively. He is usu- 
ally unaware of reasons for his irrational responses, such as, development of 
attitudes of hostility, disappointment and rejection toward the therapist which 
he is unable to suppress. Thus, the therapist becomes the target of the patient’s 
neurotic tendencies. The patient may, for instance submit himself, render him- 
self defenseless, or become a martyr. He may struggle with a need to victimize 
himself so that he can criticize the therapist. He may identify himself with the 
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therapist, or tear the latter down in fantasy or verbally or by an aggressive act. 
He may strive to cash in on submissiveness by toadying to the therapist while 
at the same time he burns inwardly with indignation. He may be paralyzed in 
his relationship and take a thousand precautions before he expresses himself, so 
as not to offend. He may compete with the therapist or try to outshine him. 
He may strive to crush whatever atom of individuality he has left, if he feels the 
therapist will be good to him and protect him. He may resent intrusion into his 
private ambitions and fantasies and express disguised or open hostility. These 
and countless other attitudes will unfold themselves as the therapeutic process 
proceeds. 

These attitudes are important clues to the conflicts of the patient, and when 
they are brought to his attention they permit him to understand his problems 
while reexperiencing them. This enables him to work through the dynamics 
of his reaction patterns in his relationship with the therapist. Under these 
circumstances, the various defense reactions and resistances which are directed 
against inner fears and strivings become apparent to the patient not as theories, 
but as real experiences, and he is gradually enabled to gain insight into his 
unconscious impulses and motivations—the source of his symptoms. 

Identifying significant patterns may surprise the patient greatly and 
be countered with resistance, for basic adaptational patterns are being challenged 
which, though unsatisfying and productive of anxiety, constitute for the patient 
the only way of life he knows. Moreover, there are many hidden spurious gains 
and benefits the patient derives from his neurosis that he will resist abandoning. 
Debilitating as they are, neurotic symptoms serve a protective purpose in the 
mind of the patient. To give them up threatens an exposure to inconveniences far 
gteater than anything the patient already suffers. He will therefore exhibit 
resistances to change that may prove exasperating to the therapist. 

The exact form of his resistances will depend to a large degree on the kinds 
of defenses the patient customarily employs to avert danger. He may feel helpless 
or hopeless or hostile. He may get discouraged, inhibited, fatigued, or listless. 
He may succumb to irritability or contempt for the therapist. He may develop 
feelings of being misunderstood. He may become forgetful and fail to show up 
for his appointments. He may become depressed and complain incessantly about 
his health, presenting a vast assortment of physical symptoms. He may express 
suspicions regarding the therapist’s intentions or training or political convictions 
as a possible justification for halting therapy. He may try to disarm the therapist 
with strong professions of praise or devotion. He may even evince a forced and 
artificial “flight into health.” 

Thus it seems, during therapy, that the patient does not entirely want to 
get well. He wants a magic recipe from the therapist whereby he may retain his 
neurosis, but a neurosis stripped of suffering. He wants to be dependent, yet 
secure and strong within himself. Or he wishes to detach himself, to keep his 
freedom, yet at the same time to form successful and gratifying relations with 
people. He will resent the therapist's attempt to change his way of life, and, in 
order to hinder the therapist, he will erect many impediments to the treatment 
process. 
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Counterbalancing resistance, however, are the values the patient injects 
into the therapeutic relationship and the respect he has for the therapist’s opin- 
ions and judgments. A powerful ally is also operative in the spontaneous urge 
that exists in all persons for health, development and creative growth. Utilizing 
these advantages, the therapist attempts to dissipate resistances by constantly 
interpreting them to the patient in relation to their content, their manifestations 
and function. The interpretation of his defensive operations leads the patient 
into a gradual understanding of his conflicts and character drives, and of the 
vicarious satisfactions he derives from his neurosis. In this way he learns to ap- 
preciate his unconscious fears and to master the anxieties that have made his 
defenses necessary. 

Insight into the fact that his responses are not justified by present-day 
reality, and that they are residual in misconceptions, is an important step in the 
process of getting well. It creates a desire to explore more thoroughly the mean- 
ing and origin of his various impulses and attitudes. The patient will become 
increasingly aware of the fact that his patterns have a history, that they go back 
to crucial formative experiences in early life in relation to important intimate 
figures, particularly his parents and siblings. Traumatic conditions centered 
around feeding, toilet training, sexual curiosities, desires for approval and 
status, and other important biologic and social needs are discovered as provoca- 
tive of current defenses. The patient becomes aware of the fact that his attitudes 
toward the world are built up from his early experiences with the world. Such 
needs as sexuality and assertiveness have become, as a consequence, inhibited or 
distorted in expression. Impulses, like hostility, have been rendered incapable of 
gaining acceptable and adaptive outlets. The patient learns that he carries within 
him expectations of the same kind of frustration and injury that he experienced 
in his early years. He realizes that his present patterns are understandable in the 
light of his archaic expectations. Through the medium of interpreted fantasies, 
dreams, verbalizations and behavioral tendencies, the patient may be able to re- 
member or to reconstruct the experiences and conditionings in his early child- 
hood which actually promoted his insecurities and generated his conflicts. 

Sometimes the patient will repeat, in his relationship with the therapist, his 
most traumatic early experiences or archaic attitudes and feelings that were en- 
gendered in his dealings with parental or sibling figures. Such transference mani- 
festations usually reflect experiences the patient failed to master as a child, and 
which were responsible for his deepest anxieties and deviations in character 
formation. Because the relationship with the therapist is unique in its protective- 
ness, this recapitulation of fear-inspiring situations, once too great for his 
adaptive capacities, may now be reexperienced and faced with not too great 
anxiety. With this help the patient is now able to re-create early traumatic 
situations symbolically and to face them with realism. 

Fach effort that is successful, even though in a minor way, will have the 
result of awakening the patient to the realization of the manner in which his 
early difficulties and later conflicts handicap him in the present, necessitating 
disturbed attitudes toward people and himself. The wish to meet life on new 
terms grows from this insight. The crippling anxieties which conditioned the 
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former reaction patterns are mastered, and, in the light of existing reality, situa- 
tions and relationships are reevaluated. 

When at last the patient is able to free himself from the ghosts of the past, 
the world becomes a much safer place for him. His sense of security grows. His 
interpersonal relationships are easier, unhampered by dependency, aggression, 
detachment. His basic needs and demands can be freed from the anxiety which 
has constantly impeded their materialization. 

Roughly, this process may be divided into two phases. The first aspect 
involves an uncovering process, during which the patient becomes aware of im- 
pulses, fears, attitudes and memories, which have interfered with constructive 
relationships with the world and people. The second aspect is reeducative and 
consists of an elaboration of new and adaptive interpersonal patterns. Social 
reintegration does not occur automatically. It is a slow reconditioning process 
necessitating the establishing of new habit and reaction patterns to displace old 
destructive ones. 

The uncovering period of treatment proceeds as tapidly as the individual 
is capable of tolerating anxiety. This makes possible the gradual yielding of re- 
pressions. During therapy, ego strength increases as the positive relationship with 
the therapist develops. But the patient constantly strives to ward off a close re- 
lationship because of fear of the arousal of strivings that he has hitherto kept 
from awareness. He displays resistances to the therapist, as a defense against his 
impulses. These resistances must be dealt with constantly before the patient be- 
gins to appreciate conflicting feelings and attitudes. 

The teeducative phase of therapy is usually even more prolonged than the 
uncovering phase. Established patterns of behavior are changed with great re- 
luctance—the revelation of the unconscious conflicts that initiated them is only 
the first step in this change. The patient fights desperately to hang on to habitual 
attitudes and goals. He continues to show resistances even when he has become 
aware of the extent to which he is at the mercy of disabling unconscious fears 
and strivings. He continues to reject insight as an alien force, although it finally 
comes into its own as he gains a glimmer of understanding of his drives and 
tendencies. However, intellectual insight alone does not divert him from his 
customary reactions. It does permit him to gain a foothold on new interpersonal 
pathways. This foothold is tenuous, and he retreats constantly before the on- 
slaught of his neurotic demands, which, though known to him, continue to 
function with great persistence and vigor. ' 

Slowly, against great resistance, a remarkable change is wrought in the 
nature of the patient’s behavior. Less and less it is motivated by irrational needs; 
more and more it is relegated to mere fulfillment in fantasy. Yet, even though 
blatant neurotic patterns vanish, shadows of them persist and come to life from 
time to time. It is as if the balance of power keeps shifting from established old 
ways of life to the as yet undeveloped new. 

A further development in the maturative process is recognition on the part 
of the patient of the incongruity of his old drives. He comes to tegard them as 
irrational elements that he would like to eliminate from his life. A battle then 
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ensues between his desire for change and the dynamic forces that compel him to 
resume his old neurotic actions. After a period of strife, more or less prolonged, 
a remarkable change occurs in the inner dynamics of the personality. The cus- 
tomary impulses, which have up to now functioned compulsively, or which he 
has accepted as an inevitable part of life, are alienated from his ego. Even though 
they continue to emerge, the ego responds to them with more and more reluc- 
tance, refusing them their original hold. Coordinately there is a reorganization of 
interpersonal relationships, a reintegration with reality, with the self, and with 
its past experiences. Signs of the abandonment of compulsive patterns are found 
in a sense of inner peace, happiness, security, and the absence of neurotic suffer- 
ing. These positive gains serve also as factors in raising resistance to old neurotic 
attitudes whenever these tend to force the individual into his previous mal- 
adaptive actions. 

With the patient’s expanding insight, he begins to become more self-con- 
fident, assertive and expressive. He finds that he has the right to make choices 
and decisions, to establish his own values and goals. As the ego of the patient 
expands, the super-ego loses its force and tyranny. The patient becomes stronger, 
and in time he appreciates real joy in living and in the experiencing of normal 
productivity and assertiveness. Finally, he no longer requires help from the 
therapist, and life itself becomes an arena where he can gratify his fundamental 
needs, which, prior to therapy, he felt were utterly beyond his reach. 


MECHANICS OF THERAPEUTIC CHANGE 


The therapeutic changes that have been elaborated are brought about in the 
treatment situation. Through verbalization the patient becomes aware of the 
forces within himself which produce his symptoms and interfere with a suc- 
cessful life adaptation. On the basis of this understanding he then proceeds to 
challenge those patterns that interfere with his adjustment, and to substitute for 
them mature patterns that will gratify basic biologic and social needs. As he 
abandons archaic fears and liberates himself from paralyzing past forces, he 
achieves a progressive mastery of his environment, the ability to relate to people, 
and the capacity to express his impulses in a culturally accepted manner. The 
function of the therapist during these developments is as an agent who catalyzes 
change, helping the patient to resolve resistances that block him from his goal 
of emotional health. 

Breaking the treatment process down into component parts, the following 
sequences are usually encountered: 

1. The patient, concerned with his symptoms and complaints, elaborates 
on these. 

2. He discusses feelings which disturb him and which are associated with 
his symptoms. 

3. He realizes that his feelings are related to certain dissatisfactions with 
his environment, and that they are somehow conditioned by a mysterious turmoil 
that rages within him. 
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4. Along with his feelings, he recognizes patterns of behavior which 
frustrate him and which are repetitive, compulsive and even automatic. Soon he 
starts to appreciate that some of these patterns are responsible for his disturbed 
feelings. This causes him to doubt their value. 

5. As he becomes aware of how dissatisfied he is with his impulses and be- 
havior, he begins to try to stop their operation; yet he finds that they persist in 
spite of himself. 

6. He slowly realizes, then, that his behavior serves a function of some 
sort, and that he cannot give it up easily. Indeed, his patterns repeat themselves 
in various settings, perhaps even with the therapist. 

7. If he has the incentive to explore his patterns, he finds that they have 
a long history, issuing from attitudes originating in his early relationships with 
people, particularly his parents. 

8. Gradually he recognizes that he is governed by impulses and feelings 
such as were present in him as a child. He sees that by carrying over certain 
attitudes into his present life, he is reacting to people as if they were facsimiles 
of his parents, siblings and other significant persons. 

9. With great trepidation, he begins to challenge his early attitudes; 
progressively, he inhibits automatic and repetitive behavior patterns, slowly 
mastering his anxieties as he realizes that fantasied dangers and expectations of 
injury do not come to pass. In the therapeutic relationship, particularly, he begins 
to change, especially in his attitudes toward the therapist. 

10. He begins to entertain hopes that he is not the weak and contemptible 
person who has constituted his inner self-image, that he actually has value and 
integrity, that he need not be frustrated in the expression of his needs, and that 
he can relate himself happily to people. 

11. This causes him to resent all the more the patterns of living he cus- 
tomarily employs, which are products of devaluated feelings toward himself and 
devastating fears of his environment. 

12. Slowly he begins to experiment with new modes of behavior which 
are motivated by a different conception of himself as a person. 

13. Finding gratifications in these new patterns, he becomes more and 
more capable of liberating himself from his old goals and styles of action. 

14. Growing strengths within himself contribute to a sense of mastery and 
produce healthy changes in his feelings of security, his self-esteem and his atti- 
tudes toward others. 

15. He liberates himself more and more from attitudes and anxieties re- 
lated to past experiences and misconceptions. He approaches life as a biologic 
being, capable of gaining satisfactions for his personal impulses and demands, 
and as a social being who participates in community living and contributes to the 
group welfare. 


13 


The Conduct of the Psychotherapeutic Interview 


MANDATORY FOR PSYCHOTHERAPY IS A THOROUGH UNDERSTANDING OF 
the process of interviewing. This is because communication is the channel that 
vitalizes the therapist-patient relationship. Its structured manipulation through 
interviewing is a studied attempt to influence the mental processes of the patient 
toward therapeutic gain. 

The very act of verbalizing has certain releasing values for the person. It 
provides for a kind of emotional catharsis in which the individual relieves him- 
self of pent-up tensions and feelings. The benefits of “talking things over” with 
a sympathetic person and of “getting off one’s chest” burdensome thoughts and 
painful feelings are well-known. Irrespective of any advice received, the mere 
ventilation of attitudes and emotions helps the individual to evaluate his situa- 
tion better, and to approach his problems in a more constructive manner. 

These beneficial effects unfortunately are short-lived. While the person may 
quiet down for a while, and perhaps approach life with renewed vigor, the con- 
flicts provocative of his tensions usually continue in force. When sufficient ten- 
sion accumulates, he will find himself in precisely the same position as before, 
requiring further cathartic release to appease his unrest. 

Instead of permitting a discursive rambling, as in emotional catharsis, the 
organized interview promotes a selective scrutiny of verbalizations. Focusing 
the patient’s attention on certain aspects of his experience, and the deft choice 

_ of the therapist's comments, facilitates an understanding of his feelings. 

Each interview necessitates a number of activities on the part of the 

therapist. These include the following: 


I. Opening the Interview 
II. Maintaining the Flow of Verbalizations 
A. Managing pauses 
B. Managing silence 
III. Directing the Flow of Verbalizations: The ptinciple of selective 
focusing 
A. Identifying an important theme 
B. Guiding the theme into a goal-directed channel 
C. Circumscribing the area of subject coverage 
157 
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IV. Inculcating Insight 

. Accenting 

- Summarizing 

. Restating 

. Reflecting 

. Establishing connections 

. Maintaining tension in the interview 
. Extending measured support 

. Making interpretations 

V. Terminating the Interview 


TOnmmMonow> 


An elaboration of these and other items will constitute the subject matter 
of the chapter. 


THE RATIONALE OF INTERVIEWING 


Ontogenetically, feelings antedate symbolic or verbal operations. Present 
at birth, they condition many of the automatic reactions of the child. With the 
development of the symbolic functions of the ego, feeling experiences become 
affiliated with verbal responses. The child then becomes capable of identifying 
feelings. Coordinately, there develops an ability to exercise some voluntary con- 
trol over his emotions, as if the very linkage of thoughts with feelings encourages 
the capacity for such inhibition. 

In neurosis, a condition seems to prevail that is similar to that of child- 
hood. The significance of many of the patient’s emotionally-determined symp- 
toms and behavioral patterns is unknown to him, the symbolic correlates them- 
selves having been subjected to repression. As a result, the patient is bewildered 
by his symptoms and by his compulsive behavior. He finds it difficult or impos- 
sible to find words that lend meaning to his feelings or actions. 

One of the aims of psychotherapy is to restore to the patient a control over 
his emotions. Before this can be done, he must be able to make the proper sym- 
bolic connections with his emotions. Therapeutic interviewing helps to accom- 
plish this, and enables him to scrutinize, identify and elaborate on his feelings 
and their sources. He then no longer feels helpless; he becomes capable of gain- 
ing some mastery over his emotions which have hitherto operated autonomously. 

This process was described by one patient in a note to the writer following 
a session during which she tried to verbalize her feelings of tension: 


As I talked, I just didn’t know what was happening to me. I felt, at first, as if 
I was groping in mist, and then I started feeling better. I felt that I was not help- 
less, that there might be something behind the tension. When I left, I realized what 
some of my difficulties were, and that realization brings releases from a great many 
tensions. I noticed I had greater physical energy (still far from its peak), improved 
memory for small details of organization of work and of every-day living, and 
Saturday night I approached the vitality which I had three years ago. I must go 
further into my sympathies for the underdog and into my feelings that I am a second 
class citizen because I am a woman. 
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THE LANGUAGE OF THE INTERVIEW 


1. Verbal Communications 


A common language is essential for the conduct of the interview. Problems 
arise where the therapist and the patient do not understand or speak the same 
language. 

Problems may also develop where there is a marked disparity in education, 
cultural background and socioeconomic level, or where the patient comes from 
an area of the country in which a local dialect contains unusual colloquialisms. 
Here, the flexibility of the therapist will be put to test, for it is he who will have 
to make the adjustment, not the patient. This will necessitate an inquiry, from 
time to time, into the meanings of the words and concepts. used by the patient, 
with adoption of these in the vocabulary of the therapist. 

The use of vocabulary similar to that employed by the patient helps inter- 
viewing. Many patients lack the sophistication necessary for the understanding 
of complex psychologic ideas. It is essential to recast these into simple words 
and phrases which are readily comprehensible to the patient. Even well-educated 
persons may not grasp the meaning of certain interpretations and comments of 
the therapist, although these apparently have been clearly stated. A definition 
of terms may be essential here. Additionally, after the therapist has offered in- 
terpretations, it may be necessary to check the patient’s understanding by asking 
him to formulate what has been said, in his own words. In the event there is a 
lack of understanding, a reformulation may be made by the therapist, and an- 
other check then executed of the patient’s comprehension. 

The therapist should judiciously watch his own need to impress the patient 
with complex words and high-sounding phrases. The use of as unadorned and 
straightforward language as is possible will guarantee best results in interview- 


ing. 


2. Non-verbal Communications 


Non-verbal communications during interviewing reveal aspects of the self 
that evade verbal expression. The patient is as much aware of the therapist's 
moods through the latter’s non-verbal behavior as the therapist is of the patient's 
emotions. Thus, the patient often picks up attitudes of disinterest and annoy- 
ance on the part of the therapist through his facial expressions, mannerisms and 
behavior that belie verbal pronouncements of interest and concern. 

Since the individual projects himself into every situation with his total 
personality, one may gain important clues to some of his underlying conflicts 
and his less conscious attitudes by observing his behavior in the therapeutic set- 
ting. His gait, posture, facial expression, gestures and mannerisms all reveal 
patterns, defenses and facades which ate either part of his habitual character 
structure or specifically reflect the role he is playing with the therapist. One must 
make these observations casually so as not to give the patient the impression he is 
being watched like a specimen under a microscope. 
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Tt is usually easy to discern tension and anxiety in the patient by noting 
musculat spasms which communicate themselves in gait peculiarities, fidgetiness 
while sitting in the chair, wringing of the hands, picking of the skin and lips, 
flushing, and lapses of attention conveyed by facial blankness. Anger is apparent 
in a stiffening of posture, clenching of the fists, tapping of the toes and grimness 
in facial expression. Enthusiasm and excitement are similarly evidenced by ap- 
propriate behavioral attitudes. 

A check of his own non-verbal expressions may be necessary periodically 
on the part of the therapist to ascertain that he is not conveying disapproval, 
boredom and irritation. Ideally, his facial expression should be pleasant, relaxed 
and non-critical. Scowling, frowning and angry expressions are destructive to 
good therapy, as are such acts as yawning, skin picking, wriggling in one’s chair, 
and tapping of the extremities. 

Head nodding is advantageously employed as a sign that the therapist is 
paying rapt attention and is following the reasoning of the patient. This is often 
accompanied by such vocalizations as “uh huh,” “mm hmm,” “yes,” and “I 
see.” Head shaking is used only occasionally as a sign of sympathetic understand- 
ing when the patient discusses his suffering, or when the therapist wishes to 
communicate that he does not like what is going on. In the latter case it may be 
accompanied by a slight frown and the expostulations “mm mm!” or “hmm!” 
sharply expressed. A smiling facial expression is often employed to indicate ac- 
ceptance and approval. 

Subyocal utterances are also tremendously important during interviewing. 
How the patient says things may be as important as what he says. Inflections, 
intonations, accents, emphasis, pauses, gaps in statements, slurring of speech, 
and varied sound expostulations may reveal to the therapist emotionally charged 
areas which the patient cannot put into words. By the same token, subvocal ex- 
pressions and intonations influence the patient significantly. The therapist must 
therefore judiciously observe the manner in which he presents his remarks to 
the patient to avoid an untoward effect. Voice training for therapists, while not 
practiced at present, may in the future prove indispensable where needed, 


OPENING THE INTERVIEW 
1. The First Interview 


During the first interview, it is highly desirable that the patient be put at 
ease and that the purpose of the interview be understood as clearly as possible. 
Consequently, the therapist is more active than at later interviews when the 
patient recognizes the need for greater responsibility on his part. — 

As the patient enters the therapist’s office the latter may greet him with a 
smile, introduce himself, gesture to the chair, invite the patient to be seated, and 
briefly introduce the general purpose of the interview. For instance, a man, re- 
ferred by his family physician for treatment, walks through the door: 
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Therapist. (smiling) My name is Dr. . Won't you sit down in that 
chair over there so that we can talk things over. 

Patient. (smiles, walks to chair and seats himself) Thank you, doctor. As 
you know, Dr. T. sent me here. He thought I needed psychiatric help. I've been 
going to him with a stomach condition for several years. 

Th. Yes, he told me a little about your condition. I thought it might be helpful 
to talk things over in order to see whether you do need psychiatric help, and, if so, 
the kind of help that would be best for you. Would you like to tell me about your 
condition? 

Pt. Yes, I have had this stomach trouble for some time. (Patient continues to 
elaborate on his complaint factor.) 


The conduct of the first interview will be described in great detail in a later 
chapter, in which variations of approach will be considered, conditioned by 
special problems. 


2. Subsequent Interviews 


Later interviews are managed by briefly but pleasantly greeting the patient 
and waiting for him to make an opening remark. The reason for this is that one 
must avoid diverting the patient from material that is disturbing or otherwise 
significant to him. In the event the therapist starts talking at the beginning, the 
patient may avoid discussing things that concern him most intensely. He may 
then either try to please the therapist by pursuing topics he imagines the therapist 
wants to explore, or he may welcome and take advantage of the opportunity to 
evade anxiety-provoking material. The therapist should avoid conventional 
pleasantries when he greets the patient, and he should refrain from the temp- 
tation to make “small-talk.” 

Sometimes it is impossible for the therapist to avoid talking about a reality 
problem at the beginning of the session. This naturally tends to divert the pa- 
tient. Where the therapist starts a conversation he may attempt to retrieve the 
situation by saying: “Now would you like to talk about yourself?” and then 
remaining silent until a trend is defined. 

Where the patient starts a session by sitting quietly without comment, he 
may merely be gathering his thoughts. If silence continues, this may indicate 
resistance. In the former case, he will soon start verbalizing; in the latter, silence 
may be maintained. If, after a moment or so, this silence remains unbroken, the 
therapist may say pleasantly, “Well, what's on your mind?” An example of this 
is illustrated in the following excerpt of an interview. Because of an unavoidably 
prolonged telephone call, the writer had to keep the patient waiting for several 
minutes. When the patient entered the room, he showed no sign of annoyance 
or anger. He sat in the chair, slowly removed a cigarette from a pack, lit it and 
kept staring at the window. After a short interval he was interrupted. 


Th. I wonder what’s on your mind? 
Pt. (pause) Oh, nothing. I just don’t seem to have anything to say. 
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Th, Any reason for that? 

Pt. I do .. . I don’t know. I guess I was a little upset and irritated at having 
to wait. 

Th. Td be mad myself if I were kept waiting without reason. [This comment 
is an attempt to support the patient, alleviate his guilt and show him that he is not 
dealing with an arbitrary authority} 

Pt, I suppose I’m too sensitive. 

Th, After all, this time is yours. Whenever I do encroach on your time because 
of emergencies like this phone call, I try to make the time up by extending the session, 
or at a later one, 


Pt, Thank you. (smiling) What I really wanted to talk about today was my re- 
actions to being criticized. (Patient continues exploring this trend.) 


In the event silence continues after the therapist's initial attempt to break 
it, the therapist may employ the techniques dealing with silence described in the 
following section of this chapter. 


MAINTAINING THE FLOW OF VERBALIZATIONS 


The encouragement of verbalizations is a prime task during interviewing. 
This is done by listening attentively to the patient, signaling that the therapist 
is following him by nodding of the head, by controlled facial expressions, by 
such utterances as “yes,” “I see,” and “mm hmm,” and by carefully selected 
questions that indicate interest and understanding. So long as a patient continues 
on an important trend, fulfilling the specific goal toward which therapy is di- 
rected at the time, one does not interrupt. However, when there are too pro- 
longed pauses, where the patient shifts his concentration from the pertinent 
focus, or where one wishes to reflect feeling or to make interpretations, the 
therapist makes added verbal comments. There are some patients who need little 
encouragement apart from a few non-verbal interpolations. There are other pa- 
tients with whom the therapist will have to manifest much mote activity, perhaps 
even after every sentence. 


1. Managing Pauses 


Pauses in the verbal stream are to be expected, and, in themselyes, do not 
merit interruption, They are advantageously used by the patient to think through 
some of his ideas. However, when pauses continue for more than a moment ot 
so, the therapist may do one of the following: 

a. Repeat the last word or the last few words the patient has used, with the 
same intonation as that of the patient, with a rising inflection, or with rephrasing 
as a question. The following part of an interview illustrates these: 


Pt. I would say that there is a certain amount of tranquility now, but a lack of 
direction, A lack in the sense of what I expect. (pause) 

Th. Expect? [repetition of the last word] 

Pt. Yes, what I expect out of life. I did used to enjoy some of the activities I 
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indulged in—drawing, painting, music—but I think those activities were enjoyed for 
their effect on other people. 

Th. I see. (nodding) {encouraging the patient to continue} 

Pt, I’m not interested in impressing people any more. Before this, if we went 
out, we saw people, and I was very particular about the way I dressed and shaved. 
Every little thing had to be just right. But now I don’t care. 

Th. Mm hmm. (nodding) [encouraging his expression} 

Pt. I can come home late and rush and shave quickly. I don’t particularly care 
how I look as much as before. Things are looking up. What I did before, something 
seemed to be lacking. (pause) 

Th, Something seemed to be lacking. [repetition of the last few words} 

Pt. I feel somehow that there was lack of pleasure. I’m not clear about it, but it 
has to do with sexuality. (pause) 


b. Rephrase what the patient has said either as a plain statement of fact 
or as a question, Continuing with the above interview: 


Th. What do you mean that this lack has something to do with sexuality? 

Pt. I feel that if such a thing is psychologically possible, that I was getting 
substitute satisfaction for sexuality. Careful how I looked, if there were attractive 
women around. By showing people how smart I was, or how cultured I was, or how 
rounded I was would show me as a great person, as though to cover up various lacks 
that I had, one of which was sexuality, my sexual performance, sexual craving and 
that sort of thing. Now that I can find sexual pleasures, it’s different. (pause) 

Th, Now that you can find sexual pleasures all the substitute pleasure outlets 
have lost their driving force. (pause) [rephrasing what the patient has said} 

Pt. That’s exactly it. I would put all my energies into these things, and now 
that I can find sexual pleasure, I don’t have to keep going in those other directions 
to find pleasure, But I miss it. (pause) 


c. Ask a question related to the material under discussion to stimulate as- 
sociations. Continuing the above interview: 


Th. You miss something that still has value for you. I wonder if there were 
any other benefits you got out of some of the things you did? [asking a question 
related to material under discussion} 

Pt. I miss the feeling that I’m not doing something constructive, something that 


adds to my stature. 

Th. Mm hmm. 

Pt. I would like to develop myself in as many directions as I can, feasibly. 
I don’t know if it’s completely neurotic. If it’s partially neurotic, life to be lived and 
enjoyed for the moment it affords is not enough for me. As though I have to be 
building toward something, building something up, building myself up, growing, 
increasing in stature and accomplishment. 


2. Managing Silence 


Long periods of silence are rare in good therapy. Where silence persists, it 
is usually a sign of resistance. It may reflect a fear of revealing oneself, or of 
countenancing anxiety by activating repressed conflictual material. It may be a 
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self-defeating masochistic maneuver, or a hostile act against the therapist. When 
silence continues, the therapist may try the following in order: 

a. Say “mm hmm” or “I see” and then wait for a moment. 

b. Repeat and emphasize the last word or the last few words of the pa- 
tient. 

c. Repeat and emphasize the entire last sentence or recast it as a question. 

d. If this is unsuccessful, summarize or rephrase the last thoughts of the 
patient. 

e. Say, “and” or “but” with a questioning emphasis as if something else 
is to follow. 

f. If the patient still remains silent, the therapist may say, “You find it 
difficult to talk” or “It’s hard to talk.” This focuses the patient’s attention on his 
block. 7 
8g- In the event of no reply, the following remark may be made: “I wonder 
why you are silent?” 

h. This may be succeeded by, “There are reasons why you are silent.” 

i. Thereafter the therapist may remark, “Perhaps you do not know what 
to say?” 

j. Then: “Maybe you're trying to figure out what to say next?” 

k. This may be followed by: “Perhaps you are upset?” 

1. Tf still no response is forthcoming, a direct attack on the resistance may 
be made with “Perhaps you are afraid to say what is on your mind?” 

m. The next comment might be: “Perhaps you are afraid of my reaction, 
if you say what is on your mind?” 

n. Finally, if silence continues, the therapist may remark, “I wonder if you 
are thinking about me?” 

o. In the extremely rare instances where the patient continues to remain 
mute, the therapist should respect the patient’s silence and sit it out with him. 
Under no circumstances should he evidence anger with the patient by scolding 
or rejecting him. 

A patient who had been manifesting greater and greater difficulty in talk- 
ing, finally became completely silent. 


Th. \see ... (silence) . . . when he went away? [repeating last few words} 
(silence) . . . You were talking about how little you miss your husband when he is 
away. [repeating last sentence] (Patient remains silent.) Perhaps you don’t know 
what to say? (silence) Maybe you're trying to figure out what to say next. (silence) 
Perhaps you're upset. (silence) You find it difficult to talk, (Patient is still silent.) 1 
wonder why you are silent? (more silence) There are reasons why you are silent. 
(Silence continues.) Perhaps you are afraid to say what is on your mind? (no inter- 
ruption of silence) I wonder if you are thinking about me? 

Pt. I know this is . . . sounds silly. But you are on my mind. I mean I keep 
thinking about you, sex and all. Isn’t that terrible? 

Th. You feel ashamed of some of the things you think about me? 

Pt. (obviously agitated) Yes, it is so frustrating and it makes me mad, I imagine 
how you would be as a husband or a lover. I know one is supposed to react to their 
doctor, but this is so difficult. I’ve never really felt this way about any man. 
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DIRECTING THE FLOW OF VERBALIZATIONS 


In formal psychoanalysis the verbal stream is undirected. The patient is 
enjoined to say whatever comes to his mind without concentrating on any specific 
topic. Complete spontaneity is the keynote, and the absolute license in verbaliza- 
tion enables the patient to evade repressive barriers and to liberate derivatives of 
the unconscious, not ordinarily available to awareness. This process of “free as- 
sociation” is helpful to the mobilization of the transference neurosis, which be- 
comes the fount of insight into the most significant unconscious conflicts. 

Free association is not employed in supportive and reeducative therapies. 
This is because one is not too much concerned with the content of the un- 
conscious in these treatment methods. Free association may be used in non- 
Freudian analysis, but rarely in analytically oriented psychotherapy due to the in- 
frequent weekly visits, and because the setting up of a transference neurosis is 
not an objective in this form of treatment. Where free association is employed 
in the latter therapies, it often is used by the patient as resistance, for instance, 
as a means of diverting attention, of concealing the content of disturbing every- 
day problems, of seducing the therapist with words, of flaying himself masochis- 
tically with recriminations, or of parading his virtues in a narcissistic recital. If 
the patient is left to his own devices, he will frequently ramble along in his 
verbalizations, veering away from anxiety-provoking material when crucial sub- 
jects are touched on. To allow the patient to follow such a circuitous thought 
channel may result in endless circumstantiality which serves as a defense against 
important verbalizations. 

Instead of free association, the kinds of communication generally used in 
psychotherapy center around the focused interview. 


THE PRINCIPLE OF SELECTIVE FOCUSING 


In general, the process of selective focusing consists of initially identifying 
an important theme in the patient’s verbalizations, of guiding this theme into 
a goal-directed channel, and of circumscribing the area of subject coverage. 


1. Identifying an Important Theme 


If one has followed the suggestions outlined in opening the interview— 
namely, not interfering with the thought content of the patient—the therapist 
will become aware of certain immediate preoccupations. Irrespective of how un- 
important the therapist considers these to be, it is urgent to heed them carefully. 
They may be far removed from the material the therapist wants to discuss, but 
to neglect or circumvent them, or to substitute other topics, constitutes a fatal 
error in interviewing. 

Studies of the learning process show that the most effective learning occurs 
when the individual is concerned with things of strong emotional significance. 
Discussing material of no immediate interest to the patient interferes with learn- 
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ing; dealing with important moods and attitudes, facilitates learning. This is why 
the therapist must sensitize himself to current emotions and trends and not 
throw the patient off by introducing irrelevant topics or asking unrelated ques- 
tions. 

Sometimes it is difficult to select a dominant theme from the content of 
what the patient says. One may have to reach for feelings that lie behind verbali- 
zations. Sometimes a great number of trends coexist and the therapist may have 
trouble selecting one as more significant than the others. Focusing on certain 
themes by asking pointed questions may be helpful here. 

For instance, a patient talks about how hard things are for him because of 
the high cost of living. He is unable to afford luxuries any more. He needs new 
clothes; his wife wants a Florida vacation; his children are insistent on a new 
television set. Demands are being made on him to contribute a sum to a necessary 
charitable cause with which he is identified. He senses pressure from all sides, 
and this makes him feel disheartened and depressed. As he talks, the patient 
elaborates on each of the above items justifying the reasonableness of the de- 
mands made on him. 

Tt may be hard at first to discern what it is that preoccupies the patient 
most. Is it that he is complaining about the unjust demands made by his family 
or by the world? Is he expressing a hidden wish to receive rather than to give? 
Does he consider his inability to supply luxuries a sign of his failure to live up 
to responsibilities or to an idealized image of himself? Is he criticizing the 
therapist subtly for depleting his funds? Is he projecting dissatisfactions from 
some other source onto immediate tangible foci? 

Indicated in these questions are a number of themes which we might pur- 
sue, some of which would be productive and others not. One might easily go 
off on a tangent by focusing on the virtues of new clothes, vacations or television 
sets, or by talking about the high cost of living. Expressing anger toward his 
family would be presumptive on the part of the therapist and perhaps too re- 
assuring. Interpreting a hidden wish to receive on the basis of the material pre- 
sented would be making a judgment without adequate evidence. At least some 
pre-conscious awareness by the patient of this wish would be necessary. There is 
similarly not enough evidence to warrant the interpretation that the patient 
is subtly criticizing the therapist for exploiting him. However, focusing on his 
feeling that he is a failure in not being able to supply luxuries or make charitable 
contributions may be one way of starting a more intensive inquiry into his feel- 
ings. The comment, “Do you think that there is something wrong with you for 
not being able to do these things?” may then be expedient. 

On the other hand, the therapist may not desire yet to explore the area 
of the patient’s self-depreciation, and he may want to obtain more associations 
from the patient before focusing. Accordingly, he might remark, “You seem 
to be dissatisfied with things as they are.” The latter statement may center the 
patient’s attentions around his most provocative problems. This was the remark 
actually utilized during the session with the patient. A recorded fragment of the 
interview follows: 
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Th. You seem to be dissatisfied with things as they are. 

Pt. Yes, I am. (pause) I sometimes wonder if I would do what I did if I lived 
my life through again. You see I really didn’t want to quit school so early. But I had 
to get married. Sometimes I think it’s a mistake to marry so young. You tealiyig don’t 
have any idea about things. 

Th. Do you feel you made a mistake in getting married so early? 

Pt. Well, I do, in ways I really do. I could have waited, but she, my wife, in- 
sisted that we go ahead. And you know, doctor, when you have a family to support, 
well you pass up opportunities you could snap up. 

Th. For instance? [The patient then elaborates on his frustrated ambition and 
verbalizes resentment at his wife for exploiting him. This provides a basis for ex- 
amining his dependency needs and his inability to stand up for his own rights.} 


It is seen in this interview that the actual content of what the patient brings 
into the session may be merely a reflection of deeper feelings. These may be 
elicited through careful interviewing. 

While the comment made to the patient elicited satisfactory associations, it 
might not have done so at some other time. Thus, the patient might have re- 
sponded with an outburst, elaborating on what he already had said in a frantic 
attempt to justify his feeling. He might have reacted also by commiserating with 
himself more intensely. 

Other statements by the therapist may have been made rather than the one 
utilized; for example, “A lot of demands are being made on you these days. 
How do you feel about this?” or “Things do seem to be different. In what ways 
are they different?” Actually there is no “right” or “wrong” about the com- 
ments made, and the therapist must be guided by his own feelings as to which 
are the most important aspects to accent. The more experience he has had in in- 
terviewing, and the more skill he develops in doing therapy, the more satis- 
factory will be his selection. 

The choosing of themes is complicated by the fact that the individual's 
verbalizations deal simultaneously with a number of different psychic levels. 
Most importantly the patient is concerned with three aspects: (1) current en- 
vironmental distortions, (2) manifestations of his own characterologic strivings 
and façades, and (3) derivatives of unconscious impulses and strivings. 

1. Existing environmental difficulties constitute a bulk of the individual’s 
preoccupations. This is natural since the person is influenced by his environment 
in both positive and negative ways. During therapy he may discuss factors in his 
environment which facilitate gratification of needs, which produce satisfactory 
repression of destructive impulses, and which permit of a reasonably good re- 
lationship with others. More likely he will be prompted to talk about in- 
adequacies in his environment that provoke inharmonious strivings, inspire con- 
flict, create disturbances in interpersonal relations, and vitiate the satisfaction of 
basic needs, 

2. The patient’s characterologic manifestations will always reveal them- 
selves in his account of current happenings. Involved in his daily life are the 
specific ways he relates to people, the distortions that contaminate his habitual 


168 THE TECHNIQUE OF PSYCHOTHERAPY 


adjustments. These display themselves in attitudes and behavior tendencies to- 
ward authority figures, toward subordinates, as well as toward himself. Such 
patterns as dependency, aggression, detachment, perfectionism, masochism, 
sadism, and compulsive ambition may be interwoven into the fabric of his ad- 
justment. The patient may be unaware of some of these destructive character 
traits, or of their compulsive nature; he may assume that they are quite normal, 
or he may accept them as an unusual though constitutional part of himself. The 
patient may verbalize circumstances that have thrown his character strivings out 
of adaptive balance. 

3. The third and most repressed level involves the deepest conflicts that 
have survived the passage of time. These were initiated in the formative ex- 
periences of early childhood, and consist chiefly of unresolved fears, guilt feel- 
ings, and manifestations of shattered security and undermined self-esteem. Such 
conflicts reflect stages of development—oral, anal, phallic and genital—in which 
important traumata occurred. They exhibit themselves in such ways as incorpora- 
tive tendencies; fears of starvation, oral injury, anal damage, contamination, 
hostility, murderous impulses and castration; incestuous desires and penis envy. 
Many repressive defenses shield unresolved infantile impulses and additionally 
contribute to the crippling of personality maturity. Because of repression, only 
distorted and highly symbolized derivatives of unconscious conflicts are avail- 
able to awareness. These are sufficiently disguised to evade repressive barriers. 

The following account of a session illustrates the simultaneous operation 
of the three main psychic levels described above. A patient started the session 
by reciting an incident that had happened two days previously during which he 
had experienced a brief attack of anxiety. While listening to a friend talk 
about golf, the patient began to feel uncomfortable and tense. He was filled 
with a sense of helplessness and with an expectation of impending but inde- 
finable disaster. The attack passed, but he was left shaken. He could not under- 
stand why he had had such an attack, since there was nothing to account for it. 
As the patient continued talking, he revealed having been perturbed at receiving 
a letter from his employer in Boston inviting him to a house party at the em- 
ployer’s home to be given in a fortnight. His employer, a tycoon whom he 
admired, seemed to have an overweening amount of confidence in him, con- 
stantly commending him as the best man in the firm. He even had hinted 
at making the patient a director of his organization. Flattered, the patient 
developed misgivings at having duped his employer into thinking he was 
stronger than he was. While conceding that he had done a good job, he was 
aware of how frightened he was inside, how inferior and weak he felt most of 
the time—characteristics which contradicted the strength and masculinity his em- 
ployer had imputed in him. The patient sought to avoid too intimate contact 
with his employer, lest the latter discover his weaknesses. On a business basis he 
was able to assume a sufficiently detached attitude to maintain what he considered 
to be a facade. His self-confident pose, however, was severely challenged when- 
ever he socialized with his employer. Particularly upsetting were contacts with 
employer’s friends. He felt vastly inferior in their company, especially when 
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they paraded before him their wealth and other material signs of success. The 
last social visit he had paid to his employer had been like a nightmare. During 
the party, attended by important men in the business field, he had felt dizzy and 
upset. By sheer will power he had forced himself to stay. The next morning he 
had concocted a false emergency at home, and with vociferous regrets, had cut 
his visit short. He resolved never to return if he could possibly help it. 

When the patient was asked, in the session, to talk about his employer, it 
was apparent that he both admired and envied the latter’s great success and 
forcefulness, but resented his employer’s curt, abrupt manner. He never had 
dared challenge the authority of his employer, since this would not have been 
discreet. Moreover, he had no desire to vent his resentment, since, in his opinion, 
his employer was a great man who had climbed to the top of his profession with 
little or no help. In his employer's presence he experienced a feeling like that 
of a small boy who was on his “good” behavior. That his employer reminded 
him of his father had become more and more apparent to him since he had 
started therapy. His feelings toward his father paralleled those toward his em- 
ployer in an astonishing way. He had loved, admired and respected his father; 
he had feared and resented him too. 

Questioned regarding his last bout of anxiety, the patient related having 
received an invitation from his employer to spend several weeks in the country. 
As an inducement, the employer promised to take the patient golfing daily. 
No novice at golf, the patient played a game far inferior to that of his employer. 
He realized now that he had tried to put out of his mind the invitation of his 
employer, in the ardent hope that something would eventually come up to pre- 
vent him from making the trip. He could see that the mention of golf, at the 
time immediately preceding his anxiety attack had reminded him then of the 
visit from which there seemed no escape. 

The patient then recalled a dream he had had the evening of his attack. 
He was in a large barn-like structure that resembled the house of his grand- 
father. A large man walked into the room balancing an egg on a bloody stick. 
Then he saw himself drowning in a body of water. He awoke with a feeling 
of strangulation. Associating to the dream, the patient recalled the talks his 
father had with him during childhood on the subject of sex. His parent had 
warned of the dangers of masturbation and of sex play before marriage. He 
recollected how he had, in spite of these warnings, experimented with mastur- 
bation and with sex play, constantly anticipating an indefinable punishment. 
Even as an adult sex had seemed wrong. 

Reviewing the content of this material, one may detect: (1) an assortment 
of provocative environmental circumstances (invitation to the home of the em- 
ployer and the golf incident), (2) characterologic distortions (attitudes toward 
authority in general and toward his employer in particular), and (3) deep inner 
conflicts historically rooted in the past (fear of mutilation for sexual desires). 

The selection of the material to be discussed will depend on what we are 
trying to achieve in the interview. Because flexibility is the keynote, the focus 
of concern may have to shift from one level to another—as from problems 
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residual in unconscious conflict to those of an immediate situational nature. We 
may have to deal with certain levels to the exclusion of others. Thus in some 
patients, or in doing supportive therapy, it may be necessary to avoid stirring up 
inner conflict by keeping the interview on everyday situational problems. In 
other patients, we may purposefully avoid reality discussions, maintaining 
silences and encouraging the exploration of deeper emotional problems. The 
kind of content selected must at all times be that which would be most helpful 
to our immediate therapeutic objective. 


2. Guiding the Theme into a Goal-Directed Channel 


While the dominant theme may be the vehicle of the interview, it is es- 
sential to direct the theme toward a fruitful goal. Of his own accord the patient 
may not be interested in moving toward this goal. He may even resist violently 
attempts to shift the topic of discussion away from the goal that is dominant 
in his mind. It will be necessary, therefore, to accept the patient’s choice of 
topic, and then try, in as subtle a way as possible, to influence the content of 
thought toward an important goal. 

We may illustrate this, perhaps, by the example of a mule who is hope- 
fully surveying a barn loaded with oats which is in a direction other than that 
toward which the driver of the mule seeks to head. This clash of motives results 
in an obstinate stalemate, the mule refusing to heed the injunctions of the driver. 
However, once allowed his freedom, the mule will start for the barn, and it 
may then be possible to take advantage of his momentum to divert him into a 
different direction. Our patient often acts very much like a mule when we try 
to push him toward an area of discussion in which he is not interested. Instead, 
if he is allowed full liberty of verbalization, it may be possible to swing him, 
by careful focusing, toward goals we consider of vital importance. This is done 
by establishing a relationship between the subject of the patient's preoccupations 
and the area the therapist considers to be important. 

For instance, a patient who has recently started therapy comes to a session 
perturbed at the indifference of her husband. She has wanted a coat for some 
months and, after dropping several subtle unrewarded hints, has made an open 
demand. A vague promise has resulted in no action. Moreover, her husband has 
been acting bored with family life and has taken advantage of every opportunity 
to remain away from home, giving such reasons as union meetings and Amer- 
ican Legion “get-togethers.” The evening before the present session she felt 
emotionally excited and wanted to make love, but her husband informed her 
he was fatigued. He then retired early and she felt frustrated. 

At the previous therapeutic session, the patient had professed curiosity 
about how mere talking could help her complaints of backaches and migraine. 
She seemed to show some distrust of the therapist. Since her distrust would 
interfere with a working relationship, we would be tempted to continue ex- 
ploring it during the present session. To do this, however, would mean cutting 
her off from her desire to talk about her trouble with her husband. 

Following the principles outlined above, she is encouraged to verbalize 
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her feelings about her husband and an attempt was made to communicate em- 
pathy. At the same time her thinking is directed toward her feelings about the 
therapist. An excerpt of the interview follows: 


Th. Was your husband always as indifferent as he seems to be now? 

Pt. No, at the beginning of our marriage, things were different, more exciting 
I mean. But it didn’t last more than a short time. 

Th. Mm hmm. 

Pt. He found more interest in other things than he did me. (pause) 

Th. What about your relationships with other men besides your husband? 
Have you ever noticed how they react to you? [The attempt here is to delineate 
a larger problem with men into which the pattern of her relationship with her 
husband fits.} 

Pt, (pause) Well, I never thought of it. I never got along too well, that is got 
too close, That is before my husband, I mean, : 

Th. What about our relationship? How do you feel we are getting along? 
[Here an attempt is made to focus on the therapeutic relationship.} 

Pt. (flustered) Why I just didn’t, don’t know. I keep wondering if this is what 
will help me. 

Th. Whether it’s the sort of thing that will make you well? 

Pt. Yes, I just don’t know what you expect me to do. 

Th, What do you think I expect you to do? 

Pt. That's it, I just don’t know if I will do what is right, that you will think 
I’m doing well. 

Th. I see. I wonder if you don’t have ideas about how I must feel about you. 

Pt, Why, should 1? 

Th. It would be rather strange if you didn’t have some ideas about me, and 
perhaps have wondered about how I feel about you. 

Pt. Yes, as a matter of fact, I did wonder. But why should you feel anything 
about me? 

Th, Perhaps you feel I am indifferent to you? 

Pt, Why should you feel any other way? 

Th. In what way have I acted indifferently? [From this point on there is an 
exploration of her expectations of rejection in the therapeutic relationship.} 


Were the patient in the middle phases of therapy, and were the relation- 
ship with the therapist a good one, the focus of therapy would be on exploring 
the broader dynamics of her feelings that men reject her, on the role she plays 
in bringing on rejection, and on the genetic origins of this trend. The interview 
would be directed into channels that would point toward these goals. 

The goals pursued are also related to the kinds of therapy done. In sup- 
portive therapy, the ultimate goal may be the correction of a situational disturb- 
ance. The therapist here organizes his interviewing around the following aims: 

1. The establishing of a working relationship with the patient. 

2. The understanding of all factors in the environment which provoke 
stress. 

3. The evolution of a plan for coping with the stress situation, and the 
execution of this plan once the individual is brought to a realization of his po- 
tentialities and aptitudes. 

4, The termination of therapy. 
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In reeducative therapy, the general goal is a reorganization of the in- 
dividual’s destructive attitudes and behavior patterns. Interviewing is pursued 
along these lines: 

1. The establishing of a working relationship with the patient. 

2. The understanding of the more conscious irrational attitudes and pat- 
terns which interfere with a good adjustment. 

3. After evaluating positive assets and liabilities, the mobilization of ac- 
tivity toward a reintegration of attitudes. 

4, The termination of therapy. 


In reconstructive psychotherapy, the successive goals are these: 

1. The establishing of a working relationship with the patient. 

2. The understanding of unconscious conflicts, through exploration of 
verbal associations, dreams, fantasies, slips of speech and behavioral irrationali- 
ties, both inside and outside of therapy. 

3. The utilization of the gained insight toward the freeing of oneself from 
the effects of unconscious conflict, with resolution of blocks in self-development 
and maturity, 

4. The termination of therapy. 


All activity during a session, including the selection of content for focus- 
ing, is organized around the goals that dominate an existing phase of therapy. 

The genetal area of inquiry around which the interview is focused will, 
furthermore, vary with the kind of therapy performed. Thus, the prime focus 
may be on the environmental distortions that surround the person, and on the 
symptomatic disturbances that immobilize him. This is the case in supportive 
therapy where the aims are: first, to reduce environmental pressures to a point 
where the patient can deal with them with his existing personality resources, 
and, second, to restore homeostasis within the person which was unbalanced by 
his illness. No concentrated attempt is made here to modify character strivings 
or to deal with deep inner conflicts. The focus in reeducative therapy may in- 
volve examining how the individual relates to people, and the contradictions of 
his disturbed drives. An inquiry into the more conscious character drives may 
have to be made, with the hopes of enabling the patient to suppress those drives 
that disorganize adjustment, and of encouraging others that expedite adjust- 
ment. An inquiry into the more unconscious drives is the object of reconstruc- 
tive therapy. Here the understanding of the more repressed strivings is facili- 
tated by the examination and analysis of dreams, fantasies and transference 
manifestations. There may be an exploration of infantile and childhood ex- 
periences and fears, as well as the immature sttivings they embrace. 


3. Circumscribing the Area of Subject Coverage 


Studies of the learning process show that only a relatively limited number 
of things can be mentally absorbed and integrated at the same time. For this 
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reason, once a dominant theme has been guided into a goal-directed channel, it 
is essential to focus on as concentrated an area as possible during any one session. 
Taking up one subject at a time, and exploring as many facets of it as possible, 
will result in the most effective use of the interview. 

A patient, in the middle phases of reconstructive therapy, for example, 
presents in one session the dominant theme of how, since her marriage, she has 
tended to give up her own creative activities for family responsibilities. The 
exploration of her attitudes toward married life, and the sacrifices entailed 
therein, are believed by the therapist to be in line with the goal of understand- 
ing the dynamics of her psychosomatic complaints. By verbal and non-verbal 
means, he therefore encourages the flow of verbalizations along these lines. The 
patient responds by recounting the events of the past day. Her child dawdled 
at breakfast. This irritated her so much that she felt like pushing his face into 
the cereal. Things at home have continued to be “in a mess.” Her part-time 
maid is on a rampage, and may have to be discharged. She fears getting another 
maid with problems as serious or more serious than those of her present maid. 
Because her maid had come to work late yesterday, she was delayed in attending 
a meeting of the parent-teacher association. She anticipates getting out of the 
house, but she does not get too much pleasure from parent-teacher meetings. 
Indeed, she has been having some difficulty with an aggressive, argumentative 
member of the parent-teacher organization who is opposing a resolution for a 
new school building. She is considering giving up her post as secretary of the 
organization in order to spend her time studying Spanish. Some day she would 
like to visit South America because she has been told it is a romantic country. 
This reminds her of a book she has been reading about Brazil. The book is 
about the Amazon River. It was sent to her by the Book-of-the-Month Club. 
She wonders if she would really be happy in South America because of all the 
insects and diseases that must infest this continent. The United States is the 
healthiest of all places to live. If only she could be happier. She had hoped that 
therapy would be able to do this for her. Perhaps she should explore the pos- 
sibilities of getting an outside part-time job. She might in this way make herself 
more useful. 

This type of rambling achieves very little unless we can confine it to a 
limited, but significant area. Possibilities are: 

(1) Exploration of her feelings about her child and his dawdling. A ques- 
tion such as: “Your child, does he dawdle much at meals?” may open up the 
subject of her attitudes toward her child and his rebellious behavior. This may 
lead us into the field of her relationships to other members of the family, and 
her feelings about herself as a wife and mother. 

(2) Exploration of her activities away from home; for instance, the 
teacher-parent association and the possibilities of her getting an outside job. We 
may ask: “You put in a good deal of work there. What do you get out of it?” 
This may encourage an elaboration of her ambitions. 

(3) Exploration of her feelings about the recalcitrant member of the as- 
sociation. The comment: “This woman must stir things up in you” may help her 
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verbalize her feelings of competitiveness and her attitudes toward this woman as 
well as toward the other members. 

(4) Exploration of the general subject that things are not entirely satis- 
factory at home. One may remark: “There are things that go on in your life 
right now that bother you. What bothers you most right now?” This may center 
the patient’s attention around her current unhappiness. 

(5) Exploration of her feelings about therapy. A comment may thus be 
phrased: “You seem to be disappointed that therapy has not done for you what 
you had anticipated it would do for you.” This would open up an inquiry into 
her resistances to therapy and the therapist. 

Which of the above aspects to stress would be difficult to say, since this 
would be determined by the needs of the immediate situation. However, there 
are certain general rules of priority in content selection. Sensitizing himself to 
the trends in the patient’s verbalizations, the therapist may select topics in the 
following order: 

1. Negative feelings toward the therapist. 

2. Negative feelings toward therapy. 

3. Unwarranted or unrealistic attitudes toward the therapist; such as, 
sexual demands or fantasies, aggressive impulses, overwhelming dependency, 
and serious detachment. 

4. Resistances to exploring attitudes or feelings that could give the pa- 
tient insight into his problem. 

5. Resistances to translating insight into action where the patient has 
gained an understanding of his problems. 

6. Feelings of any sort that are verbalized. 

7. Feelings that are not openly expressed, but seem to underlie the con- 
tent of thought. 

8. Dreams, fantasies and slips of speech (except in supportive therapy). 

9. Observations of the relationship of his symptoms to certain environ- 
mental happenings. 

10. Pressing environmental concerns and interpersonal relationships with 
attempts to differentiate realistic problems from projections. 

11, Important past experiences and relationships. 

Returning to our patient, it will be seen that on the basis of priority items, 
the second possibility listed (negative feelings toward therapy) would be the 
best. The interview would be focused as much as possible on her feelings about 
therapy and why she seems to be discouraged at her progress. This does not 
imply that the other possibilities are unimportant. However, in order for the 
patient to benefit most from the interview, dealing with her resistances to therapy 
would be strategically more important than exploring a character trait at a time 
when she is in an emotionally discouraged mood. Later, the other possibilities 
might be considered appropriate items for discussion. 

In order to help circumscribe the areas explored, the therapist may apply 
the principles already outlined for maintenance of the flow of verbalizations, so 
long as the patient is talking about a selected trend. If he veers off into an 
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irrelevant area, the therapist may focus on pertinent material by quickly sum- 
marizing what the patient has said and then asking a question related to the 
selected area. Resistance to exploring this area, in the form of blocking, evasions, 
fatigue and other reactions will have to be dealt with by further questions or by 
interpretations. If the patient persists in dealing with an unimportant subject as 
a defensive manifestation against handling important material—for instance, if 
he insists on talking about his car or a current television program at a time 
when he should be exploring important relationships with people—the therapist 
may employ certain discouraging tactics. Thus, he may attempt to divert the pa- 
tient with certain comments, such as: “Now that’s very interesting, but I'd 
like to get back to what we were just talking about.” He may then ask a question 
dealing with this material. If the patient again resists, he may have to handle the 
patient’s resistance directly. 

A patient who had been discussing his feelings of discouragement because 
of his impotence mentioned an impending date with a young woman who was a 
musician. He then veered off into a prolonged account of the virtues of “Dixie- 
land jazz” over “Bebop.” A fragment of the recorded interview follows: 


Th. That’s very interesting, but I’d like to go back to this young woman and the 
date with her. How do you feel about it? 

Pt. (pause) Well, all right, she’s a very interesting sort and we have a lot in 
common. I expect that she doesn’t approve too much of my views about music, be- 
cause she has some ideas of her own. She likes jazz all right, but not the way I do. 
Now we happened to be together at Eddie Condon’s place one night, and his 
orchestra played a whole series of old numbers, reorchestrated for his band. He . . . 

Th. (interrupting) Yes, there may be a number of differences of opinion that 
you have with this girl, but what do you expect will happen when you have your 
next date with her? [bringing patient back to the subject} 

Pt, Well, I don’t know exactly. I suppose we'll end up in bed. 

Th. How do you feel about that? 

Pt. I don’t know. It sort of scares me in a way. If I could only have an erection 
and get started, 

Th, Perhaps what concerns you is that you may have a repeat failure on your 
record, that is, that you won't be able to perform. That must upset you. 

Pt. It sure does, I hardly feel like talking about it. In fact I wanted to call the 
whole thing off. 

Th. Maybe that’s why you find it so hard to talk on this subject. It upsets you. 

Pt, Yes, yes, it does, and then I feel like chucking the whole thing up. [The 
remainder of the session is concerned with dealing with the patient's resistances to 
exploring his impotency problem.} 


INCULCATING INSIGHT 


The act of verbalization often suffices to help the individual convert vague 
feelings and undeveloped convictions into concrete explicit formulations. The 
therapist helps the process of insight by getting the patient to focus on significant 
areas of his life. Before this can be done, however, the therapist must himself 
know which aspects are important enough to accent at any given time. 
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By observing the patient’s verbal and non-verbal behavior within the 
session, by listening to his account of what has happened in his relations with 
people outside of therapy, by scrutinizing his dreams and fantasies, the therapist 
will gain an understanding of driving motivational forces. Everything the patient 
says or does during the treatment session must be carefully noted. This includes 
how he walks into the room; his posture as he sits in the chair, his bodily move- 
ments, gestures and facial expressions; random muscle spasms and tensions; how 
he gets out of the chair; and how he leaves the room. In the patient's verbal be- 
havior, the therapist must note not only the content of what is said, but the in- 
flections, intonations, evasions, silences, blocks and other evidences of emotion. 
Listening intently to what the patient says, the therapist concentrates on why 
certain verbalizations occur—the underlying feelings and conflicts that evade the 
awareness of the patient. The therapist must alert himself to the meaning behind 
the content, by observing the patient’s associational processes, shifts in emphasis, 
omissions, denials, inconsistencies, undue underscorings, inappropriate attitudes 
or emotions, and slips of speech. He sensitizes himself to the existence of trends 
in the content of thought, and to underlying emotions. The more experience the 
therapist has had, the more “intuitive” he will be in perceiving significant areas. 

The therapist has at his disposal a number of maneuvers he can use to 
help the patient achieve insight. Among these are accenting, summarizing, re- 
stating, reflecting, establishing connections, maintaining tension, extending sup- 
port, and making interpretations. 


1. Accenting 


Where the therapist observes an important trend in the patient’s verbaliza- 
tions, he may ask a number of questions related to this trend, or he may repeat 
again and again what the patient has said. By bringing it to the patient’s attention 
constantly, and getting him to think about it in a concentrated way, the trend is 
highlighted in the awareness of the patient. This encourages him to explore its 
purpose and origin. Accenting is also useful in getting the patient to accept cer- 
tain facts about himself and his situation. These may have escaped verbalization 
for the following reasons: (1) a lack of incentive to reveal facts, (2) a conscious 
fear of such revelations, (3) unconscious fear of the factual implications, (4) a 
confusion as to which facts are important, and (5) complete ignorance of what 
the facts are, due to repression. Pointed questions help the patient break through 
his resistances. Repetition serves the added purposes of questioning the validity 
of the patient's comments and of obtaining more information about specific 
topics. 


2. Summarizing 


The patient is often rambling in his verbal account. He may become so en- 
grossed in details, that he loses sight of the interrelationship of the various topics 
he discusses. He may fail to connect casual happenings with basic themes. A 
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rapid summarization, from time to time, is therefore helpful in pulling together 
material which seems to be uncoordinated. It is useful also as a measure prelimi- 
nary to a pertinent question intended for purposes of focusing. 


3. Restating 


Recasting certain statements of the patient into different words brings out 
related aspects of the material that may have escaped the patient's attention. It 
also verbalizes what may be difficult for the patient to say. The repetitive re- 
formulations involved in restating, emphasize important trends in the patient's 
mind and help him to rephrase his problems in more cogent terms. 


4. Reflecting 


Reading between the lines of what the patient says, the therapist attunes 
himself to feelings affiliated with verbalizations, to emotional undercurrents of 
the content of thought, as well as to attitudes that have not been expressed. He 
reflects these back to the patient, putting them into terms the patient will be 
able to accept without stirring up too much anxiety. For instance, a patient 
launches into great praise of his employer and the possessions of the em- 
ployer: Cadillac car, country estate and important friends. The therapist senses 
jealousy and restrained contempt in the patient's tone. He reflects these feelings 
by saying: “Yet some of the things your employer does may irritate you.” The 
patient responds by cautiously criticizing, then openly attacking his employer. 
The exposure of the patient’s feelings and acceptance of these by the therapist 
relieve guilt and encourage a deeper exploration of emotions and conflicts. 


5. Establishing Connections 


Due to the factor of repression, even obvious connections between symp- 
toms, feelings and inner conflicts may not be seen by the patient. The association 
of daily happenings in the patient's life with tension and anxiety states that are 
constantly being mobilized also continues to remain vague. The patient will, 
therefore, require help from the therapist who establishes the connections for 
him. For instance, a female patient, suffering from attacks of migraine, manifests 
such attacks following contact with strong, aggressive women. For a long time, 
the patient has no idea that there is any association between her attitudes toward 
aggressive women and her headaches. In recounting her experiences, she presents 
these two situations as isolated and unrelated events. Whenever this happens, the 
therapist attempts to fuse the two by saying: “Now here is a situation where you 
get in a tangle with an aggressive woman and following this you get a headache.” 
The patient may not respond with insight to this connection at first, but repeated 
comments along the same line, whenever the facts justify them, bring the patient 
around to seeing a causal relationship of the one to the other. 
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6. Maintaining Tension in the Interview 


The maintenance of a certain amount of tension in the interview is essential 
in getting the patient to think things through for himself. Tension acts as a driv- 
ing force by creating in the patient an incentive for change through active par- 
ticipation in the therapeutic process. On the other hand, a relaxed, tensionless 
state tends to diminish activity. Tension may be created in a number of ways, par- 
ticularly by focusing on provocative topics, by asking challenging questions re- 
lated to painful or avoided subjects, by giving the patient interpretations of his 
disturbed attitudes or behavior, and by the strategic use of silence. 

By maintaining silence, the therapist initiates a state of discomfort in the 
patient. Discomfort deepens into tension which may promote a spontaneous ex- 
ploration of feeling. Unfortunately, the patient may react adversely to silence, 
interpreting it as evidence of the therapist’s rejection or hostility. For this reason, 
silence must be employed discreetly and not too frequently, the other indicated 
measures being more often utilized to promote tension. 

Where tension is created in the interview, it must never be permitted to 
grow to a point where it overwhelms the coping resources of the individual, 
producing destructive or infantile reactions, such as “‘acting-out’’ tendencies and 
other strong resistances to the therapeutic process. In the event such contingencies 
occur, the therapist will have to step in with supportive measures to alleviate the 


tension state. 


7. Extending Measured Support 


Measured support is given the patient whenever the ego resources crumble 
and the patient shows symptoms of collapse. This temporary prop may help the 
patient retain the insights he has developed, since it prevents the ego from em- 
ploying repressive and regressive defenses elaborated to preserve its integrity. 
An ego threatened by too great anxiety may protect itself by repudiating the in- 
sights it should integrate. Among the measures practiced to give the patient sup- 
port are reassurance, avoidance of conflictual topics, and direct advice and guid- 
ance, For example, reassuring comments may inyolve statements like, “In spite of 
all your difficulties, you have achieved a good deal in life.” Following this one 
may enumerate positive achievements of the patient, or the patient may be told, 
“AI people make mistakes and go through periods of misery.” Such techniques 
must be employed sparingly and only where absolutely necessary, particularly in 
reconstructive therapy. 


8. Making Interpretations 


The making of interpretations is an important step in promoting insight, 
since it constitutes a frontal attack on existing blocks in the patient and enables 
him to come to grips with anxiety. Anxiety is at the root of practically all psycho- 
pathologic problems. Defenses against anxiety cripple the adjustment capacities 
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of the patient, causing him to react in an inappropriate way to casual happenings. 
Interpretations, directed at bringing the patient to an awareness of his anxiety, 
show him how he is reacting to this emotion and the defenses he utilizes in ward- 
ing it off. Interpretations also help to dissolve resistances which constantly in- 
terfere with the patient’s capacities to think for himself. Interpreting blocks 
which prevent the patient from becoming aware of his problems is a prime task 
in interviewing. 

While interpretation is one of the chief tools of the psychotherapist, it is not 
without its dangers. Confronting the patient with repudiated aspects of his 
psyche may promote greater anxiety and stimulate more obdurate resistances to- 
ward the warded-off content. Consequently, it is important to interpret to the 
patient only material of which he has at least pre-conscious awareness. For in- 
stance, a patient came late for a session. By observing his behavior and verbaliza- 
tions, the writer got the impression that the patient felt hostile toward him. This 
seemed to be substantiated by a dream in which the patient fled from a monster 
who turned into a doctor. There was a temptation to confront the patient with 
his hostility. However, therapeutic conservatism necessitated biding one’s time, 
until the patient came out with a statement of how he felt. The following is a 
recorded fragment of the interview: 


Th, I wonder how you have been feeling? 

Pt. All right, I guess. (pause) 

Th, All right? (pause) 

Pt. Well, yes and no. I felt upset a little when I found I was late. 

Th. Mm hmm. 

Pt. I just can’t seem to remember the exact time of my appointment. 

Th. I wonder why? {focusing on the causes of the patient's lateness] 

Pt. I guess so many things are going on that I just don’t think of it. (pause) 

Th. I wonder if there might be other reasons? [again focusing on causes} 

Pt, Are there, I mean do you think there are? 

Th. I don’t know, but often when a person comes late, he does so because of cer- 
tain feelings about therapy or the therapist. (Jong pause) 

Pt. Well, to tell you the truth coming here does upset me, that is, lately. 

Th. I wonder why? 

Pt. I keep getting feelings as if you've done something, or haven’t done some- 
thing, like as if you want to spite me. 

Th, Mm hmm. 

Pt. Yes, that’s what it is. You know this is silly because I can’t figure out why 
I feel this way. 

Th. Is there anything I have done that has upset you? [attempting to differentiate 
reality from projection} 

Pt. Honestly, doctor, you haven't. 

Th, Then you must be resentful toward me for some other reason. 

Pt. I feel flashes of resentment, but I don’t know why. That’s probably why I’ve 
had trouble coming here, on time I mean. 


It will seem from the above that the patient has been led to make his own 
interpretations. Dangers are minimal where this is done. The therapist helps the 
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patient by giving him cues, by arranging material in a sequence, and by asking 
him pointed questions. The patient is encouraged to feel that he is in a position 
to refuse to see what is going on if insight is unacceptable to him. Figuring things 
out for himself facilitates therapeutic progress immeasurably. 

From time to time, however, it will be necessary to give the patient direct 
interpretations, especially when the patient’s resistances prevent him from 
making his own interpretations. The kind of relationship the therapist has with 
the patient, and the manner in which interpretations are presented, are important 
here. If the relationship is a good one, and if interpretations are made in a non- 
judgmental way, they can have a beneficial effect. Interpretations must always be 
given in such a manner that the patient feels free to reject them if he wishes. To 
insist that the patient accept interpretations is a poor tactic. 

Instead of presenting an interpretation as an authoritative dictum, one may 
precede it with such phrases as “Perhaps” or “It would seem as if.” This gives 
the patient a feeling that the therapist is not being arbitrary. Where the therapist 
has good reason for feeling an interpretation to be true, and where it has been 
offered to the patient and rejected by him, he may say, “Well, maybe it doesn’t 
appear plausible right now. Suppose you think about it, and observe yourself, 
and see if later it makes more sense.” If the patient tries to force the therapist 
into being absolute in his declaration, the therapist may reply, “I get the /m- 
pression that the situation as I have indicated it may be true. But it’s important 
for you to test it out for yourself, and see if you feel it really applies to you.” 
Eventually the patient may come around to accepting the validity of the ther- 
apist’s impression. 

Interpretations may be made in relation to any unconscious or partly con- 
scious aspect of behavior or psychic life. Of particular importance is the use of 
interpretation in dealing with resistance and in uncovering repressed material. 

Interpretation of resistance helps the patient make progress in therapy. For 
instance, a patient with the problem of impotence comes into a session in a 
distraught state. He rambles along on inconsequential topics and keeps looking 
at his watch every few minutes as if he is anxious for the session to end. The 


recorded fragment follows: 

Th. 1 wonder why you have been checking the time so often. [bringing the 
patient to an awareness of an unusual aspect of behavior} 

Pt. Oh, I’ve been wondering what time it is. 

Th. I see. (gazing at his own watch) It’s 10:24. (pause) 

Pt, Time seems to go so slow today. 

Th. I wonder why? 

Pt. I just don’t seem to have anything to talk about. 

Th. Nothing? 

Pt, I can’t think of anything. 

Th. I wonder if there is anything that bothers you, that you don’t like to talk 
about? [focusing on possible resistance} 


Pt, Like what? 
Th, Well, what would be unpleasant to talk about? (pause) 
Pt. (smiles) You know what flashed through my mind? 
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Th. What? 
Pt, I almost forgot the date I made with Helen tonight. 


Th. Mm hmm. 

Pt, It’s something I feel I've got to do, but I don't feel up to it. Maybe I'll call 
it off. 

Th. Any reason for calling it off? 

Pt, It’s nothing too important. I thought I might go to the Met tonight. 

Th. I wonder if you just don’t want to avoid seeing Helen because of the fear 
of the sex business. [interpreting } 

Pt. I suppose I should go through with it, but I’m afraid of disappointing her 
again. 

Th. Mm hmm. And suppose she was disappointed ? 

Pt. I'd be disappointed and upset. 

Th. You feel you want to be successful and don’t want to face any disappoint- 


ments. [further interpretation} 
Pt. (laughs) I guess that’s why I didn’t want to talk, to tell you I was going 
to break the date. I guess I shouldn't really break the date, because it’s silly to feel 


I'll be rejected. I must be really scared of failure. 


Interpretation of the content of the repressed is less frequently practiced, 
and is utilized only in reconstructive therapy where the therapist has a very good 
relationship with the patient. A woman dating a man for the first time, experi- 
enced faintness, heart palpitations and overwhelming fear in his presence. She 
talks of this experience during the session. The recorded fragment follows: 


Th. What do you think this is all about? 

Pt, I don’t know. 

Th. Here you meet this man and then you get this attack. 

Pt. Yes, it sounds funny. 

Th. Do you think there is any connection between seeing this man and your 
attack? 

Pt. There must be, but what? 

Th. Well what? (pause) What do you think? 

Pt.I . . . I don’t know, doctor, I really don’t. 

Th, Well, perhaps the man stirred up feelings in you, upset you, scared you? 
[interpreting deep fear of men} 

Pt, (blushes, stammers, pauses) Yes, I feel upset. This kind of man makes me 
feel funny. 

Th. What kind of a man is he? 

Pt, Well, his eyes and build. He reminds me of my father when he was drinking, 


which was most of the time. 

In interpreting the content, it is important to remember that material from 
dreams, slips of speech, and transference manifestations should not be directly 
interpreted until the patient gives evidence of having some conscious or pre- 
conscious awareness of the material. 

Interpretations must be made repeatedly to be effective. The first interpreta- 
tion may be resisted violently. If the patient has an untoward reaction, the ther- 
apist must respect the patient’s resistance, and perhaps make allowance for the 
fact that his interpretation may be wrong. He may say: “Perhaps we can explore 


182 THE TECHNIQUE OF PSYCHOTHERAPY 


this further to see what the real situation may be.” As the core of resistance is 
tesolved, the patient may himself later acknowledge the accuracy of the ther- 
apist’s observation. 

Interpretation is so vital a technique in interviewing that a special chapter is 
devoted to it in a later section of the book. 


TERMINATING THE INTERVIEW 


The proper termination of the interview is extremely important. There are 
some therapists who mismanage this phase of the interview due to a fear that they 
may offend the patient. Thus they are unable to interrupt a patient at the end of a 
session for many minutes after the interview time has terminated. The invasion 
of the next patient's hour complicates the schedule of the therapist, and creates 
resentment in the succeeding patients. 

No matter how lenient the therapist may be in other respects, strict ad- 
herence to a time schedule is important. If the therapist allows at least five min- 
utes’ interval between patients, he will be able to extend several minutes’ time to 
a patient who is upset, or to one who is dealing with highly charged material. 
The only exceptions to a rigid time schedule are treatment sessions with very sick 
schizophrenic patients. Here, at least fifteen minutes of leeway between sessions 
should be arranged in advance to allow for an extension of the interview if 
necessary. 

In terminating a session, one may take the opportunity in a pause in the 
patient’s conversation to say: “All right,” (mentioning the patient’s name), or 
“All right, we meet again on ; (mentioning the next appointment date). 
This interruption becomes a signal to which the patient will respond automat- 
ically after it has been used several times. In the event the patient is discoursing 
on an important topic, the therapist may add: “We'll continue with this next 
time.” If the patient, on occasion, continues to talk for too long after interruption, 
he may simply be told: “I’m afraid we'll have to stop. We'll talk about that 
next session.” By his manner, the therapist should convey an interest in the 
patient right to the moment he leaves the room. It is important not to dismiss the 
patient arbitrarily nor to engage in other tasks, like reading one’s mail, before the 
patient goes. 

Some patients linger at the door talking on and on. The therapist here may 
simply remark: “That’s very interesting. Suppose you think about it and we'll 
discuss it next time.” If the patient asks the therapist a question that requires time 
to answer, the therapist may say: “That’s a good question, suppose you think 
about it, and we'll talk it over next time you come.” 


SPECIAL PROBLEMS IN INTERVIEWING 


A number of special conditions may occur that will call for certain responses 
on the part of the therapist. Among these are the following situations: 
1. Occasions will arise when the patient will bring up names and events he 
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has mentioned in the past which the therapist does not remember. Here the 
therapist may remark: “I don’t distinctly remember. I wonder if you would mind 
repeating what you had said about (mentioning the person or the event) to 
refresh my memory.” 

2. If the patient asks the therapist a personal question, it is important to 
find out why the question is asked. Thus if the patient asks: “Doctor, are you 
married?” the therapist may reply: “You're curious about me.” After the patient 
has responded, the therapist may ask: “Do you think I’m married?” As a gen- 
eral rule, it is best to be truthful with a patient, and, once the reasons behind the 
patient’s questions are discerned, they should be answered as directly as possible. 

3. If the patient indulges in self-devaluation, by making such statements 
as: “I’m a queer, peculiar person,” or “I really am terrible,” or “I'm a hopeless 
mess,” the therapist must never agree. He may ask: “What makes you think 
you are?” 

4. If the patient continues to engage in intellectual discussions, or talks 
about topics like the weather, sports and current events, one may interrupt in a 
manner illustrated by the following excerpt: 

Pt. What do you think about Truman's seizure of the steel industry? Isn’t it 
something for the books? When I heard about it, it made me feel we were living 
on top of a bomb. Cholly Knickerbocker says . . . 

Th. Yes, now what about you? [The focus may also be brought back to the 
patient with such questions as “How does that affect you?” } 


5. There will be times when the therapist feels restless, and when he mani- 
fests discomfort by shifting around in the chair or moving his hands or feet. 
These movements may be interpreted by the patient as evidence of the therapist's 
disinterest or even maladjustment. If the patient comments on the therapist's 
fidgetiness, the therapist may ask the patient what he believes this signifies. If an 
answer is not easily forthcoming, the therapist may ask the patient if he believes 
the therapist’s movements indicate disinterest. The therapist may, if the facts 
warrant it, give the patient a plausible explanation for his own restlessness, such 
as that sitting all day in a chair makes one want to stretch his muscles a little. 
This does not indicate disinterest in the patient. 

6. Tempting as it may be, the therapist should resist the urge to give the 
patient direct suggestions which he insists must be followed; to engage in talk 
about himself, his accomplishments, and his problems; or to chastise the patient 
irrespective of the provocation. 


THE INTERPERSONAL CLIMATE OF THE INTERVIEW 


Without a congenial working relationship with the patient, there will be 
little progress even with the most expert interviewing techniques. Such an 
atmosphere will be present where the therapist possesses personality qualities of 
sensitivity, objectivity, flexibility and empathy; where he accepts the patient un- 
critically, refraining from arbitrary, moralistic and punitive responses; and where 
he shows sincere respect for the patient's growth potentials. The maintenance of 
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a tolerant, accepting, permissive attitude will eventually convince the patient that 
the therapist’s role is to help the patient to understand himself, not to hold him 
in judgment. This unqualified, sympathetic acceptance enables the patient to ex- 
plore further within himself and his environment for sources of his trouble, 
and helps him to bring up material he has found difficult to verbalize even to 
himself. The calm scrutiny of his productions, with absence of praise, surprise, 
blame or shock, cuts deeply into the defenses of the patient with exposure of the 
most disturbing and painful conflicts. 

Were we to enumerate rules for maintaining the proper interpersonal cli- 
mate during interviewing, we might list the following: 

1. Try to put oneself in the patient’s position in order to see things 
from his point of view. It is obviously impossible to feel exactly what the pa- 
tient feels because his reactions are habitually different from the therapist’s 
reactions. Nevertheless, approximating his situation as closely as possible, and 
considering his background and experience, are important. 

2. Appreciate the impossibility of understanding the patient’s reaction 
patterns from the standpoint of common sense. Realistically viewed, the 
patient's symptoms and behavior seem futile and destructive. Yet they are com- 
pelling, and persist in the face of the most intense exercise of will power. It is 
necessary to realize that the years of conditioning responsible for symptoms will 
not yield themselves to a few months of therapy. 

3. Recognize that one is, willy-nilly, going to be prejudiced in relation 
to some aspect of the patient’s problem. One cannot escape being disturbed 
and perhaps even shocked by certain past experiences or present impulses of the 
patient. The fact that they conflict with one’s sense of “right” and “good” does 
not necessarily make them “wrong” and “bad.” Cognizance of this will make for 
greater tolerance of values and attitudes that do not coincide with those of the 
therapist. 

4. The reactions of the patient toward the therapist—such as of awe, 
reverence or hostility—often have little to do with the therapist as a real 
person. They may be carry-overs of attitudes toward past authorities, or they 
may be dramatized feelings toward idealized authorities. It is, consequently, 
important not to react to unpleasant, seductive, insulting or provocative responses 
as if they were personal assaults or favors. 

5. The therapist’s reactions to the patient may also be determined by 
Projections from his own past. It is essential to examine responses toward the 
patient like anger, boredom, sexual feeling, and over-concern. Not only must 
the expression of such responses be controlled, but they must be thoroughly 
analyzed by the therapist as to source and meaning. While personal biases and 
blind spots may be recognized, they may still be hard to control. But recognition 
of them will be of great help in preventing a too harsh judging of the patient and 
a blocking of his rights to self-determination. 

6. Flexible and tolerant leadership is the ideal matrix of the therapist- 
patient relationship. No matter how passive or non-directive the therapist 
may wish to be, he remains the leader in the therapeutic relationship. The man- 
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ner in which leadership is applied will help determine treatment results. If the 
leadership is arbitrary, intolerant and punitive, this will merely repeat the re- 
actions of past traumatizing authorities. The patient will respond with com- 
pliance and defiance, and there will be an absence of constructive growth. If the 
leadership is minimally arbitrary, the patient will have an opportunity to work 
through his feelings toward authority, gaining a new concept of himself in the 
direction of personality maturity. Accordingly, the therapist must refrain from 
dominating the interview, allowing the patient to talk even with tendencies to 
ramble, He must never cross-examine, ridicule, laugh at, or belittle the patient, 
nor should he argue with the patient, or engage in extensive polemics with him. 
Contraindicated are open disagreements with the patient over his religion and 
politics. The therapist must respect the patient's rights to his own ideas and con- 
victions, even though these are neurotic. There will be times when the therapist 
must be firm, as when the patient is neurotically disposed to hurt himself. There 
are other times when the tolerance of Job will be required, even while the pa- 
tient is making what seem to be unnecessary mistakes. 

7. There is a need for faith in the basic goodness of human beings, 
in the potentialities that all people possess for personality growth and 
maturity. The therapist must view disturbed reactions as responses of illness, and 
he must respect the essential integrity of the patient in the face of any abnormali- 
ties he may display. 
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The Physical Surroundings of Psychotherapy 


THE PHYSICAL SURROUNDINGS ARE THE LEAST IMPORTANT FACTORS THAT 
enter into psychotherapy. If the therapist has the proper didactic, personality and 
experiential equipment, he will be able to do good psychotherapy in almost any 
kind of setting. Once psychotherapy is under way, and the working relationship 
has developed, the surroundings do not seem to make much difference, provided 
they are not too uncomfortable. 

A poor kind of physical set-up, nevertheless, may create certain complica- 
tions. Due to the inevitable projections that occur in psychotherapy, the physical 
surroundings should be made as minimally provocative of frustration and hos- 
tility as is possible. 


PHYSICAL PLAN 


It goes without saying that the therapist’s office should be reasonably warm, 
properly ventilated without drafts, and free from disturbing extraneous noises. 
Obvious comforts need to be provided. These include a conveniently accessible 
bathroom and a mirror for grooming on leaving the therapist's office. The lights 
should be as soft as possible, while making provision for accessory illumination 
for note-taking on the part of the therapist, and for reading written material by 
the patient. 

Because the material discussed with the therapist is highly confidential, the 
patient should be assured that others will not listen in on his conversations, 
Arrangements will have to be made to prevent what is being said in the ther- 
apist’s office from being overheard by people in the waiting room. This may mean 
hanging draperies on the walls adjoining the waiting room, or it may necessitate 
an extensive alteration job employing sound-proofing materials. Where sound- 
proofing or sound-deadening arrangements cannot be practically made, a good 
arrangement is a separation of the waiting room from the office by at least one 
intermediate room. Where this is not possible, some therapists have found it con- 
venient to operate a small fan or an ait-conditioning unit in the office or waiting 
room, the distracting adventitious sounds of the motors serving to make indis- 
tinguishable the conversations going on in the therapist’s office. 

A system of separate exits and entrances so that patients will not meet each 
other is sometimes advised. In the opinion of the writer this Precaution is not 
necessary and merely plays into the patient's idea that it is shameful to possess an 
emotional problem. There is no reason why the patient should not accept as part 
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of the reality situation the fact that the therapist treats people other than himself. 
Any anxieties, hostilities or jealousies that are engendered by meeting other pa- 
tients who may be regarded as rivals may be handled in a therapeutic way. 
Practical circumstances sometimes require that a psychiatrist's home and 
office be together. This fact need not be harmful to the therapeutic objective, 
provided that no distracting influences obtrude themselves into the therapeutic 
situation. Interruptions by tradespeople, the presence of children playing in the 
waiting room, engaging in such activities as would be normal in any home, and 
other influences related to problems of maintaining a household, understandably 
may impose hardships on both the patient and the therapist. Where such inter- 
ferences cannot be controlled, a separation of home and office is mandatory. 


DECORATIVE SCHEME 


The decorative schemes of the office and waiting room are not too important. 
Disturbing pictures, gaudy draperies and embellishments should be avoided. In 
the early phases of therapy, the patient may extract cues from the surroundings 
to help him in his estimate of the kind of human being he is dealing with in the 
therapist. At the same time, he may project into the surroundings his own emo- 
tional attitudes, and he may try to find evidences for his prejudices in the decora- 
tive tastes and furniture preferences of the therapist. The decorative plan, hence, 
is of not too great consequence, so long as it is not too outlandish. 


FURNISHINGS 


The furnishings of the waiting room should be simple, consisting of a few 
chairs, coffee table, ash trays, and selected magazines. It is to be expected that 
the patient will tend to judge the therapist by the kinds of reading material he 
finds in the waiting room. A clothes rack and umbrella stand are important 
conveniences. 

The furnishings of the office are also simple. Absolute requirements are two 
comfortable chairs facing each other. These should neither be too hard nor too 
soft. Massive, lounge-like chairs are orthopedically bad for the therapist, since 
they do not give him the proper back support in the long periods of sitting to 
which he will be exposed. They also tend to frighten some patients who feel 
trapped within the confines of their embrace. There is some advantage in having 
the chairs as closely similar to each other as is possible, in terms of size and height 
of seat. Since one of the goals in therapy is to bring the patient to a point where 
he feels himself to be on an equal plane with other human beings, some ther- 
apists believe that the seating arrangement should not emphasize the difference 
between therapist and patient. A huge chair in which the therapist towers above 
the patient imposes an artificial barrier to the cooperative, “give-and-take” 
atmosphere that should prevail in treatment. 

In addition to the chairs that are employed in interviewing, one may have 
an additional side chair or two for use in conferences with members of the pa- 
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tient’s family on the rare occasions when these are necessary. One may also have 
a desk for writing up reports and records. A comfortable couch in the room is 
also helpful, where the therapist wishes to employ the technique of free associa- 
tion, or where the patient is dealing with painful material of a transference 
nature, which might be diluted through observation of the facial expressions of 
the therapist. Accessories such as conveniently placed end tables, ash trays and 
matches are necessities. Folding chairs may be stored in a closet and used for 
conferences or for group therapy. 


PETS 


Some therapists enjoy having a pet, such as a dog or cat, in their offices on 
the basis that this creates a homey atmosphere. However, the presence of a pet in 
the room creates turmoil in some patients, who may regard the pet as a rival, and 
then, realizing that their resentment is unreasonable, suppress or repress feelings 
of hostility. The behavior of the pet, whether it is quiet, noisy or seeking of 
attention, may influence the character of the patient’s responses. In general, then, 
the presence of a pet in the office, is distracting although the patient may manage 
to adjust himself to its presence. 


TELEPHONE 


The matter of the telephone is important in any description of the physical 
surroundings of therapy. Arrangements are best made so that the phone bell may 
be disconnected during sessions, since telephone calls constitute a serious inter- 
ruption in the continuity of the therapeutic hour. They are naturally resented by 
the patient, and if they occur frequently enough, may disturb the therapeutic 
relationship. Except for extreme emergencies, then, telephone conversations 
should be restricted to times between sessions. This is no problem in clinics where 
a switchboard is used. There may, however, be a problem in private practice. In 
most communities, telephone answering services are available, so that important 
messages may be communicated to the therapist without cutting into the patient's 
time. 
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A Practical Outline of Psychotherapy 


AS A CATALYST TO PERSONALITY GROWTH, THE THERAPIST MUST OPERATE 
within the framework of a disciplined therapeutic plan that is geared toward 
resolution of the patient's resistances to change. Such a plan ideally should be 
sufficiently pliant to allow for the functioning within its structure of therapists 
of varied orientations and different kinds of training. 

The design of psychotherapy in Chart IV, founded on psychoanalytic doc- 
trines, experimental psychology and modern sociology, is pointed in this direc- 
tion. It strives to correlate the positive factors of the various systems of psycho- 
therapy into a flexible framework in which therapeutic skills may be developed. 
The framework is intended to be sufficiently broad so as not to interfere with a 
spontaneous utilization of the self in the dynamic interpersonal relationship 
which is the essence of psychotherapy. 

The framework may rightfully be termed eclectic, since it utilizes concepts 
derived from various schools of psychiatry, psychology and the social sciences. 
The objectives of this framework are aimed at a reconstruction of personality, 
although there is recognition of, and allowance for, the fact that this goal may, 
for practical reasons, have to be scaled down. 

The principles of therapy delineated are fashioned for the therapist whose 
training enables him to do psychoanalytically oriented psychotherapy; however, 
they will also be helpful to the therapist who has not been analytically trained 
and who confines himself to supportive and reeducative methods. The principles 
are equally applicable to short-term and long term approaches. 

The four phases of treatment described in the present outline have been 
schematized for purposes of convenience. In actual practice, considerable over- 
lapping occurs among the various phases. Nevertheless a definite sequence will 
be observed in successful therapy that generally follows the outline. 
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Introduction 


THE BEGINNING STAGE OF THERAPY HAS FOR ITS PRINCIPAL OBJECTIVE 
the establishing of a working relationship with the patient. This is the crucible 
in which personality change is forged. Without such a mutuality, there will be 
no therapeutic progress. Because the working relationship is so vital to success 
in therapy, all tasks must be subordinated to the objective of its achievement. 
Too frequently the therapist plunges into an exploration of provocative con- 
flicts prematurely, before the working relationship has become solidified. Atti- 
tudes of respect, trust and confidence in the therapist, inherent in a good work- 
ing relationship, enable the patient to endure anxiety and to cope with resistance 
inevitable to the challenging of basic adaptational patterns. Where a working 
relationship does not exist to absorb the impact of suffering and resistance, the 
therapeutic process will be hampered. This, unfortunately, is often the outcome 
of therapy that is not carefully planned. 

To insure an adequate working relationship a number of therapeutic tasks 
are in order. First, the patient must be motivated to accept treatment. Persons 
who are inadequately motivated, who come to therapy at the insistance of their 
physician, or of a concerned relative or friend; or to forestall punishment when 
they have been involved in some legal infraction; or who, for any other reason, 
are not convinced that they need psychiatric help, will not respond well to psy- 
chotherapy. In such instances, the therapist will have to concentrate his efforts 
around creating in the patient the proper incentives for the acceptance of help. 
No matter how tempted the therapist may be to work on the operative dynam- 
isms, he will have to inhibit this impulse until the patient is strongly motivated 
for therapy. - 

Equally important is the second task of clarifying and removing misconcep- 
tions about therapy. Many persons coming for treatment have been filled with 
old wives’ tales about psychiatry and psychiatrists. They expect the therapist to 
be a miracle-monger who reads minds and who can infallibly conjure up a rapid 
cure once the patient has confessed his problems. Current periodicals and popular 
books may have depreciated the efficacy of psychotherapy or warned of its po- 
tentially harmful effects. Attacks by uninformed speakers or professional people 
on psychiatry, psychoanalysis and Freud may have created a pessimistic attitude 
that will prove harmful to the effective examination of unconscious conflict. 
Countless other misconceptions may burden the therapeutic effort and will re- 
quire careful handling in order to bring about a proper working relationship. 

The third therapeutic task of the first treatment phase is to convince the 
patient that the therapist understands his suffering and is capable of helping 
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him. Heretofore the patient will probably have felt condemned for his impulses 
and rejected for his complaints. He anticipates the same kind of judgmental and 
Punitive attitudes from the therapist. Guilt-ridden and resentful, he dares not 
open himself up completely to anyone who will repeat the hurts he has ex- 
perienced at the hands of society. Obviously it would be futile to tell the patient 
that the therapist is a different kind of authority, since the patient would not 
understand how this was possible; he would regard such a statement as a 
dangerous lure. By respectful listening, by sympathetic reflections, and by accept- 
ing, non-condemning verbal and non-verbal responses to the patient’s produc- 
tions, the latter soon learns that he is operating in a new kind of interpersonal 
telationship that warrants his full cooperation. The therapist must keep himself 
keenly attuned to this new direction in the patient’s feelings, which is the best 
criterion of progress in the evolution of the working relationship. 

The fourth therapeutic task, which follows upon the successful execution 
of the former three, is the tentative defining of goals in therapy and of the 
therapeutic situation. This task is one which the patient may not readily accept. 
Insofar as goals are concerned, the patient himself must be made arbiter of how 
far he wishes to go in treatment. A brief explanation of the goal possibilities in 
a factual unprejudiced way is indicated. It may have to be explained to the pa- 
tient that a complete rehabilitation of the personality is the most desirable goal; 
that it is indicated in some instances, but not necessary in others; that it will re- 
quire a greater period of treatment than less ambitious goals which may, never- 
theless, bring the patient to a reasonable equilibrium, although he may con- 
tinue to be handicapped by some problems. 

Where the patient is unable to comprehend what therapy is and how inter- 
viewing helps, time will have to be spent in structuring the therapeutic situation, 
expounding on the process in very simple language, illustrating it with ex- 
amples of how other persons have been helped by psychotherapy. Once the 
patient accepts the true facts, he will be more amenable to the technical pto- 
cedures employed by the therapist. He will also be more sympathetic with the 
need for a relationship based on his own participation, cooperation, activity and 
responsibility. ; 

Resistances to a working relationship and to the therapeutic tasks during 
Phase I are to be expected. The patient may withstand all efforts to motivate 
him for therapy. He may boycott attempts to convince him that he can be helped. 
The investment he has in his neurosis, the need to perpetuate its gains, may ob- 
struct his reasoning powers. Similarly, the patient may refuse to accept the 
therapist's definition of the treatment situation. He may have well-defined ideas 
of how he should be treated, and the conditions under which he will cooperate. 

- These may not be congenial with the requirements of good therapy. He may, 
for instance, resent the professional nature of the relationship and wish to be 
handled in a special, more personalized manner, even to hobnobbing socially 
with the therapist. To yield to the patient’s wishes will mean almost certain 
therapeutic failure. 


Of greatest interference in the development of a working relationship are 
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characterologic resistances which crop up as manifestations of the patient's 
habitual interpersonal activities. The threatened intimacy of close contact with 
the therapist will kindle customary and conflagrate latent character distortions 
which prevent the kind of relationship from evolving in treatment which will 
be most conducive to therapeutic gain. Some of the distortions are unique in that 
they are inspired by the special kind of relationship that exists in therapy. Thus, 
transference feelings and attitudes may flare up almost from the start in the form 
of irrational expectations, sexual desires, protective demands, guilt feelings, 
fears of injury or mutilation and intense hostility. The triad of dependency, ag- 
gression and detachment may become operative alternately or in combination. 
Dealing with these manifold resistances to a harmonious working relation- 
ship constitutes the primary pursuit in the opening phases of treatment. It is ob- 
viously useless to attempt any active analysis of deep conflict while such resist- 
ances are operative. Irrespective of how impatient the therapist may be to deal 
with emerging conflicts, he will have to devote himself exclusively to the resolu- 
tion of resistance, while observing rules that make for a positive consolidation 
of the working relationship. Resistances, however, may not yield themselves 
readily. Character resistances, especially, may persist for months, and, in certain 
patients, for years. Interpretation of these may meet with constant repudiation. 
Perseverance, nevertheless, coupled with continued demonstrations of under- 
standing and empathy, should eventually lead to their successful resolution. 
Certain problems in the therapist, some of a counter-transference nature, 
also obstruct the achievement of a working relationship. The patient may arouse 
hostilities in the therapist that the latter neither recognizes nor can control. He 
may be unable to extend sympathy toward the patient, or to give him the quality 
of warmth that leads the patient to realize that he is accepted and that his turmoil 
is understood. Where the patient is prominent socially, economically or politically, 
the therapist may be in fear of the patient, or in too great awe of him. The 
therapist may additionally show irritability with the stubborn fight the patient 
makes against accepting therapy and the therapist. Discouragement, or any out- 
bursts of vexation displayed by the therapist, will have a disastrous effect on the 


creation of proper rapport. < 
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The Initial Interview: 
The First Contact with the Patient 


‘THE INITIAL INTERVIEW IS PROBABLY THE MOST CRUCIAL THERAPEUTIC 
session of all. Vital hours appear later during treatment when resistance and 
transference manifestations become rife. However, errors in the handling of a 
session after the therapeutic process is well under way are not nearly so fatal 
as mismanagement during the initial interview. 

The primary goals of the initial interview are these: 

1. To establish rapport with the patient. 

a. By supplying the proper emotional climate for the interview. 

b. By structuring the purpose of the interview. 

c. By clarifying misconceptions about psychotherapy. 

d. By dealing with inadequate motivation. 

e. By handling other resistances and preparing the patient for psycho- 
therapy. 

2. To get pertinent information from the patient. 

a. By listening to his spontaneous account. 

b. By focusing on selective data. 

3. To establish a tentative clinical diagnosis. 

4. To estimate the tentative dynamics. (In terms of inner conflicts, charac- 
terologic distortions, mechanisms of defense and their genetic or- 
igins.) 

5. To determine the tentative etiology. 

6. To assay tentatively the assets, strengths and weaknesses of the patient, 
actually and latently. 

a. By estimating the areas of living in which the patient is succeeding 
and failing. 

b. By determining the motivations for therapy. 

c. By exploring the level of insight. 

d. By estimating the tentative prognosis. 

7. To make practical arrangements for therapy. 

a. By tentatively approximating optimal goals. 

b. By tentatively selecting a therapeutic method. 

c. By accepting the patient for treatment or arranging for another 
therapist. 

d. By making appropriate time arrangements. 

e. By making financial arrangements. 

8. To arrange for essential consultations and psychologic testing. 
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HANDLING THE FIRST INQUIRY 


The first patient-therapist contact is very important since it provides the 
patient with notions of the personality qualities and traits possessed by the 
therapist. Generally the patient will have been referred to the interviewer by a 
physician, minister, teacher, friend, acquaintance or relative of the patient. Some- 
times the patient, learning of the work or reputation of the therapist, will apply 
for help without an intermediary. 

If the therapist is working in a clinic, the intake worker will probably 
handle the initial contact. Under other conditions, the referral source may com- 
municate directly with the therapist. Where the source is other than the patient 
himself, it is usually best, once it is ascertained that the therapist has time to see 
the patient, to have the patient get in touch with the therapist or his secretary 
directly, in order to arrange for a consultation. This puts the initiative in the 
hands of the patient, and constitutes one more positive step that he has taken 
spontaneously in working out his problem. Under some circumstances, however, 
this will not be feasible, as when the patient is a child, or when the patient is 
too ill or is intractably non-motivated for treatment. 

In the event the patient is very upset, and if it is at all possible to do so, he 
should be seen the same day he telephones for an appointment, even though this 
may be for only a few minutes. It usually requires a great deal of courage on the 
patient’s part to get himself to telephone for an appointment. He may have 
fought off “taking the final plunge” into therapy. If he is sufficiently upset, 
however, he will swallow his pride and ask for help. Should he be rebuffed by 
a cold statement that he cannot be seen until some date in the distant future, this 
may mobilize resentment and resistance. Even though he keeps his appointment, 
he will feel that the therapist is an unsympathetic person, no matter what the 
reality situation may have been that necessitated the delay. 

Should the therapist have absolutely no time on his schedule the same day, 
he should try to talk to the patient on the telephone, even for a few minutes, 
attempting to extend some reassurance, By his tone the therapist should try to 
convey an interest in the patient. An excerpt of a telephone conversation follows: 


Pt. Doctor, I’ve got to see you today, I feel upset, like I’m going to pieces. 
Doctor. told me to call you. 

Th. This must be very upsetting to you. How long has this been going on? 
[attempting to communicate sympathy} 

Pt. For a long time now, but it’s never been so bad. 

Th. Well, naturally, I want to help you, but we'll have to arrange for an inter- 
view. I'd like to see you today, but I could give you only a minute or two. This might 
be upsetting to you, and I’d rather see you when we can spend some time together to 
talk things over. [conveying interest in the patient, and attributing the delay in ap- 
pointment time to a desire to help him more fully} 

Pt. Can’t you see me today? 

Th, Much as I'd like to, the amount of time I could give you wouldn’t be helpful 
to you. Now what about Tuesday at 3:40 p.m.? 

Pt. Yes, I can make that, but what shall I do in the meantime? 
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Th. I'd very much like to help you, but it is hard to do this without spending 
a little time with you. What have you been doing for this trouble up to this time? 
[Instead of rejecting the patient's demand, he is told politely that help given him will 
be better if he waits a little while.} 

Pt. I've been taking some sedatives, some red capsules the doctor gave me. 
They don’t help much. 

Th. Why don’t you continue doing what you have been doing that gave you a 
little relief, and then, when we meet on Tuesday, we'll talk the whole thing over? 
T'll be of more help to you when we go over all the facts. 

Pt. (slight cough, as if in relief) All right, doctor, I'll be there. 

Th, Fine, see you then. Goodbye. 

Pi. Goodbye. 


If the therapist has no time on his schedule, and it is apparent that the 
patient needs help immediately, he may give the patient the names of several 
other therapists. Better still, he may offer to see if these therapists have available 
time and then communicate this information to the patient. 


PRELIMINARIES TO THE INTERVIEW 


When the patient comes in for his appointment, he should be greeted by 
name by the receptionist and made as comfortable as possible. If the therapist 
utilizes forms that the patient is to fill out for essential statistical data, these may 
be given to the patient (see “Personal Data Sheet,” Appendix D, page 816). 
Brief statistical entries may be made by the receptionist in the case record 
(statistical data sheet forms under Appendices A, B or C, pages 809-12, may be 
used here). The case folder may be either a plain manilla folder or a special 
folder, such as Appendix J, page 824. Sometimes simple printed informational 
material on psychotherapy proves helpful (see Appendix M, page 830) and 
is handed to the patient by the receptionist. If a personal history form is to be 
filled out (see Appendix N, page 832) the patient should be asked to come in 
at least twenty minutes before his interview. Where no forms are employed 
by the therapist, the receptionist may get the patient’s name, address and tele- 
phone number and make up a case folder which may include an Initial Inter- 
view form (such as Appendix C, page 812) or blank sheets of paper on which 
to enter the initial interview data. 

Tt goes without saying that the therapist should see the patient promptly 
at the appointed time. This sets the pattern of precision in appointment times, 
one of the necessary disciplines in treatment. 


INSURING THE PROPER EMOTIONAL ATMOSPHERE 


When the patient first meets the therapist, he is bound to have some anxi- 
ety. Within himself he harbors many conflicting emotions. He is frightened 
at the prospect of opening up pockets of guilt, of discovering fearsome secrets, 
and of exposing himself to the scrutiny and judgment of a strange individual. 
He is terrorized lest he be hurt in some mysterious way by an authority, of whom 
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he knows little, and with whom he feels helpless. He is resentful that he has 
finally come to the degradation of consulting a “mind doctor” which may in- 
dicate to him that he is weak and contemptible. He is hopeful that this new 
“healér’” will do for him what others have failed to do, and his expectations may 
know no bounds. He is suspicious that he will be dealt with summarily and 
that he may become a victim of unscrupulous practices. This tangle of con- 
tradictory attitudes and feelings may mortify him until he tests their reality in 
his relationship with the therapist. 

No better rule can be followed in the therapist’s first contact with the 
patient than to heed the injunction to “be himself.” Artificial dignity, practiced 
pompousness and professional poise will easily be penetrated by most patients. 
A studied, “‘dead-pan,” coldly analytic attitude and manner, advocated by some 
schools of psychotherapy, are particularly poisonous to a therapeutic atmosphere 
that makes for the most effective communication. The patient must sense, from 
the behavior of the interviewer, that his turmoil is appreciated, and that ade- 
quate steps will be taken to help him with his problem. At all times the inter- 
viewer must manifest as kindly and sympathetic an attitude as possible. Ex- 
hibitions of irritation, disgust, or disinterest, or intimations that the patient’s 
difficulties are hopeless or irremediable may prove to be irreparably destructive. 

In his enthusiasm to get information, the initial interviewer is apt to lose 
sight of the fact that it may be more important to establish rapport with the 
patient than to make a diagnosis. Many patients are lost during the first session 
because their emotional resistance to the acceptance of help has not been con- 
sidered by the interviewer. A 

A good way of handling the initial contact is to greet the patient with a 
smile and introduce oneself. The patient is then invited to sit down. This casual 
way of approaching the patient is generally most reassuring to him. 


Th. (smiling) Are you Mr. Jones? I am Dr. Smith. [If the patient extends his 
hand the therapist shakes hands.| Won't you sit over there in that chair so we can talk 
things over. 

Pt. {The usual reaction is a smile and a polite comment of some kind.} 


STRUCTURING THE PURPOSE OF THE INTERVIEW 


In structuring the purpose of the interview, the role the therapist will play 
with the patient in the future must be kept in mind. If the therapist is merely 
seeing the patient in consultation in order to make a diagnosis and to refer the 
patient to another therapist, he must somehow get this across to the patient. At 
the end of a well-conducted initial interview, the patient will have established 
a feeling of confidence in the interviewer and will want to continue in therapy 
with him. If he is not clear about the purpose of the interview, he will assume 
that the interviewer will continue in the role of therapist, and he will be frus- 
trated, upset and resentful when he finds he is being referred to another person 
with whom he may envisage a realization of the fears that somehow have not 
come to pass with the present interviewer. The patient may be told: “Now the 
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purpose of this interview is to get an idea about your problem so that I can find 
the best therapist to help you. It is important that you get treated by the very 
best available person, and I'll help you find such a person.” 

If the therapist has available time and may be able to accept the patient, 
he may simply state: “Now the purpose of this interview is to get an idea about 
your problem so that we can decide the best thing to do for it.” This leaves 
the door open for the therapist in the event he decides that he is able to work 
with the patient. 

In the event the therapist is interviewing a resentful or non-motivated pa- 
tient, he must not convey an eagerness to get the patient into therapy. A state- 
ment such as this may be appropriate: “Now you've been sent here to talk things 
over with me. I don’t know what I can do to help you, but if you give me an 
idea of the trouble you've been having, I’ll see what I can do for you.” 


DEALING WITH INITIAL RESISTANCE 


Most patients proceed to relate their problems to the interviewer without 
too great difficulty following the structuring of the interview situation. So long 
as the patient is talking readily and spontaneously, he is not interrupted. He is 
encouraged by sympathetic facial expressions, by nodding and subyocal utter- 
ances. After the patient’s spontaneous account, specific information is obtained 
by pointed questions. 

Some patients, however, may be too upset to proceed with an account of 
their problems. They may feel helpless and insecure, and believe themselves to 
be at the mercy of forces they can neither understand nor control. Often they 
resent the circumstances that forced them to apply for psychotherapeutic help, 
the efficacy of which they unreservedly doubt. Ashamed at being unable to handle 
their problems personally, they consider themselves to be weak and stupid. Un- 
sure of the therapist's designs, unsure of whether they will be exploited, humil- 
iated, subjected to hospitalization or to other forceful measures, they may re- 
spond with resentment. They are apt to project resentment in the form of open 
defiance. More likely, they may handle their resentment by detaching themselves, 
by acting apathetic, or by displaying a kind of braggadocio that conceals their 
underlying turmoil. They may resort to a clinging dependency, plaintively ap- 
pealing for succor and support. These attitudes have to be handled carefully. 
One way of doing this is by calmly and sympathetically verbalizing for the pa- 
tient how he must feel—if the interviewer perceives, from verbal and non- 
verbal clues, the nature of the patient’s distress. Putting the patient’s feelings 
into words does much to help him accept the fact of the interviewer’s under- 
standing, and non-punitive role. 

The interviewer will have to display relatively great activity at the start 
of the interview under the following conditions: 


1. If the patient is manifestly upset emotionally. 

2. If he talks about attitudes toward therapy and toward the interviewer, 
rather than about his problem. 

3. If he cannot seem to get started talking, or does not know what to say. 
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4. If he pauses too long or evidences protracted silences. 
5. If he shifts his trend of talk from relevant to irrelevant material. 


The handling of a patient who is upset emotionally will depend on the 
kind of emotion involved and on the intensity of reaction. If the patient is de- 
pressed, agitated and tearful, a display of warmth and understanding may 
stabilize the patient sufficiently so that he can verbalize freely. For example, 
one patient, following a structuring of the interview, broke down into tears 
after uttering a few words: 


Pt, Oh, oh . . . I don’t know what to say... . I feel lost . . . completely 
lost . . . (cries) 

Th. I know how difficult this must be for you. [communicating sympathy] 

Pt, Oh, oh, oh . . . (continues crying) 


Th, You have suffered a great deal and understandably are upset. But I am going 
to do everything I can to help you. 

Pt. Thank you, doctor. 

Th. Now if you will tell me about your trouble, I will see how I can best help 
you. 

Pt. (relates problem) 


If a patient is tense and fearful, he may be approached as in this excerpt. 


Pt. I just can’t think of anything to say. I'm so scared to death. 

Th. What do you think is going to happen? 

Pt. I don’t know. I’ve read so much about psychology. I’m afraid I'll find out 
something about myself that will be terrible. 

Th. Most people feel this way when they start treatment. 

Pt, Yes, but, I'm afraid I’m different than other people are. 

Th, I see, in what way? 

Pt. I get so keyed up about nothing. (Patient gets into his problem from this 
point on.) 


In the event the patient is excessively hostile, one must refrain from re- 
sponding with counter-hostility. A man referred by a physician arrived for his 
appointment ten minutes late. While the interview was being structured, he 
angrily stared at the interviewer. The following conversation took place: 


Pt. Dr. B. sent me here for these headaches. He thinks it might be mental. 
I really don’t think it was necessary for me to come. 

Th. Do you believe it’s mental? 

Pt. Good Lord, no! I think I need something that will ease this pain. I've been 
told a million different things of what's wrong. 

Th, Perhaps you ate right. It may be entirely physical. What examinations have 
you had? 

Pt, (Patient details the many consultations he has had.) 

Th, Then it perhaps made you mad to come here? 

Pt, I was mad. Not now though. Do you think you can help this headache? 

Th, I'm not sure; but if you tell me about your trouble from the beginning, I 
might be able to help you with any emotional factors that can stir up a headache. 

Pt. How can that do it? I know I have been emotional about it. (The patient 
proceeds now with an account of his difficulty.) 
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In the event the patient is preoccupied with feelings about the interviewer 
and does not wish to discuss his problem, it is important to explore his feelings 
as thoroughly as possible before proceeding with the interview. How the patient 
was referred to the interviewer is important. He may have been forced into 
treatment by an actual or implied threat; he may have been told that he is a 
nuisance and deserves to see a psychiatrist; he may have been promised a cure 
in a few sessions in view of the presumably rapid strides psychiatry has made 
in recent years. Under these circumstances, the person will possess a certain 
mental set that will have to be rectified before the proper therapeutic situation 
prevails. Misconceptions about psychotherapy are rampant and will require 
clarification. Examples and methods of handling these are detailed in Chapter 
30, Answering Questions Patients Ask About Psychotherapy. 

The management of difficulties in verbalization, and of pauses, silences and 
shifts from pertinent material may be along lines indicated in Chapter 15, The 
Conduct of the Psychotherapeutic Interview. 

A source of great initial resistance is the patient’s disappointment in the 
therapist. Patients usually come to therapy with a stereotype in mind of the kind 
of individual they want as a therapist. This is generally a kindly and wise mid- 
dle-aged male psychiatrist. Such an image is partially the product of the uni- 
versal need for an idealized father figure, and in part the popular movie and 
magazine conception of the “mental healer.” Other notions of an ideal therapist 
are nurtured by desires to fulfill, through special qualities in the therapist, im- 
pelling neurotic needs. For example, masochistic patients may yearn for a pow- 
erful and cruel individual, who will deal with them firmly, and they will try to 
seek out a therapist who possesses punitive potentialities. A frustrated middle- 
aged woman may have a longing for a virile, handsome, male figure through 
whom she may sublimate her unpropitiated longings. A passive, dependent male 
may desire a strong female therapist who can take him over and mother him. 
Where the patient is aware of and verbalizes his disappointment, this will have 


to be handled in a therapeutic way. Examples of managing such situations fol- 
low: 


1. Questions about the age of the therapist 


Pt. I expected to see an older person. 

Th. You are disappointed that I’m too young? 

Pt. I really wanted an older man than yourself to treat me. 

Th. I see. Perhaps you feel you could have more confidence in an older man. 
[reflecting possible attitudes behind the desire for an older person} 

Pt. It isn’t personal, doctor, it’s just that I’ve had this so long, I wanted a person 
with lots of experience. Dr. J. told me you had a great deal of . . . well, but 
I thought you'd be at least 55 or 60 years old. 

Th. Yes, it’s natural for you to want to get the best kind of help for your prob- 
lem, and you might feel that an older person has had more experience. If you'd like 
to tell me what your difficulty is, perhaps I could help you locate such a person 
[accepting the patient’s desire} 

Pt. Well, it goes back a long way. (Patient discusses the problem.) 
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2. Questions about the experience and training of the therapist. 


a. The extent of experience. 

Pt. I'd like to ask you about your training. 

Th. Mm hm. (smiling) What would you like to know? 

Pt, Well, how long have you been doing psychiatry? 

Th. You must have some questions about my qualifications, What kind of a 
therapist do you believe you would be able to work with best? [reflecting possible 
attitudes behind the question} 

Pt. Well I wanted someone, someone who had a lot of experience. 

Th. I don’t blame you for that. Certainly you would want someone who would 
really know how to handle your problem. [again accepting the patient's wish} 

PE, Wes. 

Th. Suppose I tell you that I have had enough training and experience to have 
helped many people. Now whether I am the best person to help you, I don’t know. 
But why don’t you tell me about your problem, and then we'll decide on the best kind 
of a psychotherapist for you. If I’m not the best person, then I'll help you find 
someone. 

b. The kind of experience. (Sometimes the patient seeks a specific kind of psy- 
chotherapy, and questions the orientation of the therapist.) 

Pt, Do you do hypnosis and hypnoanalysis ? 

Th. Do you feel you need hypnosis? 

Pt. Well everyone tells me I should get that. I read about it. 

Th. Certainly if you need hypnosis, you should get it. But I’d like to go into 
your problem and then we can decide whether hypnosis is the best treatment for 
you. If you need hypnosis, then we can decide on the best person for you. 

c. The kind of training. 

Pt. Could I ask you a question? Where did you get your training? 

Th. You must be wondering whether I’m adequately trained enough to help you. 
[reflecting possible attitudes behind question} 

Pt. I’m wondering what kind of therapy you do. 

Th, I see. Do you have an idea of the kind of therapy you feel you need? 

Pt, Well, no, but I know training is important. 

Th, I think you have a right to know that the person treating you is adequately 
trained. [ At this point, the therapist may outline his training, and, if the patient is not 
Satisfied, he may be told that after going over his problems, referral will be discussed.] 


3. Questions about the sex of the therapist. 


Pt. Somehow I pictured being treated by a woman. 

Th. Do you have any feelings about working with a man? 

Pt, No, but I think a woman would be better for me. I could talk easier. 

Th, I see, well perhaps what we might do is talk about your problem, and then 
we can decide on the best person to treat you. 


4. Questions about the religion of the therapist. 


Pt, Ate you Catholic? 

Th. No. Do you feel that makes a difference? 

Pt. I think a Catholic doctor might understand my problem better. You see, I’m 
Catholic. 

Th. Yes, it’s possible that a therapist with a background similar to yours might 
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do better with certain kinds of problems. But suppose you describe your problem 
and then we'll decide on the best person who can treat you. 


5. Questions about the professional identification of the therapist. 

Pt. I was told to see a psychologist because I’m failing in my studies. 

Th. Does it make a difference to you if I’m not a psychologist? 

Pt. Well I don’t know. You see, my sister called you about me when I told her I 
should see a psychologist because of how I was doing in college. 

Th. It’s true that psychologists do deal with educational problems, but other 
trained persons can do that too. Now, I’m a psychiatrist and I think I can help you, 
but suppose we talk about your problem and then we will discuss whether a psy- 
chologist would be better for you. 


Once these questions are answered, the patient will, as a rule, talk freely 
about his problem. It is rare, in a properly conducted interview, for the patient 
to desire to change therapists. He will usually have found the interviewer suf- 
ficiently discerning and empathic to want to continue in therapy with him. 


The Initial Interview: 
Collating Essential Data 


EssENTIAL DATA WILL BE NEEDED TO ENABLE THE THERAPIST TO FULFILL 
the purpose of the initial interview. The data must be obtained in an atmosphere 
of understanding and empathy in order to pierce the many resistances the pa- 
tient has to treatment. In collating data one must remember that the patient may 
withhold significant information for a number of reasons; such as: (1) He may 
not know which items are most important, and thus he may stress the less im- 
portant details. (2) He may accept as “normal,” certain neurotic aspects of 
himself, and, as inevitable, environmental stress situations—not considering 
them worthy of mention. (3) He may have emotional blocks to revealing some 
information. Anxiety here invokes suppressive and repressive mechanisms. (4) 
He may mistrust, fear or have no respect for the interviewer. 

Because of these facts, it may be necessary to piece together tentatively 
whatever information can be obtained, and to await resolution of the patient’s 
resistances during therapy, before one can gather sufficient data for a correct 
evaluation of the problem. 

Some interviewers believe a formal case history to be of advantage in getting 
pertinent data; others challenge the value of history-taking in patients who are 
to receive psychotherapy. Those in favor of the practice insist that great gaps 
in information are present where reliance is placed solely on the spontaneous 
unfolding of historical material. Only a careful inquiry into the various areas of 
somatic, psychologic, interpersonal and community functioning is said to reveal 
a complete picture of what has been happening to the patient. Where adequate 
historical data is lacking, it may be months before the patient gets around to 
talking about an aspect of his problem which may give the therapist an entirely 
different perspective of the situation. 

On the other hand, there are many reasons why interviewers hesitate to 
take complete case histories. First, exhaustive histories are not considered ab- 
solutely necessary from a diagnostic point of view. Second, they are not be- 
lieved to be therapeutically valuable. Therapy is regarded as a process, not of 
collecting information, but of helping the patient to develop a new outlook on 
life. Background material is felt to be not too important in promoting this 
goal. Third, it is argued that when the patient is asked to give a schematic ac- 
count of his history and of himself, he may use this as resistance in concealing 
the truly significant facts of his problem. Fourth, he may assume that once he 
has made a report of his history, he can sit back and expect that a solution for 
his problems will automatically be forthcoming. 

207 
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Some therapists have attempted to get around the arguments against taking 
a case history by having the patient fill out a questionnaire form, or by having 
some other person, like a social worker, do the history-taking. There is an ad- 
vantage to be gained in this, where the therapist needs as much information as 
he can get in outlining a treatment plan. However, even here the presentation 
to the therapist of historical data may not be as helpful as one may imagine, since 
the eliciting of these data during the therapeutic process tends to bring the pa- 
tient and therapist more closely together, helping to establish a working relation- 
ship. 

In clinics, the tendency is toward history-taking, particularly where team- 
work is employed. In private practice, the tendency is away from formal history- 
taking. 

Whether or not a case history is taken, desirable data to be obtained from 
the patient include the following: 


1. STATISTICAL DATA: Name, address, telephone number, age, sex, marital 
status, education, occupation, employment status and income. 
2. COMPLAINT FACTOR: 
a. Chief complaint (in patient’s words) 
b. History and development of the complaint 
(1) When did the complaint begin? 
(2) Under what circumstances? 
(3) What does the patient believe produced the complaint? 
(4) What treatment has he had? 
. Other complaints or symptoms 
(1) Physical 
(2) Emotional 
(3) Psychic 
(4) Behavioral 
d. Previous attacks of emotional illness 
(1) As a child 
(2) Later attacks 
(3) Any hospitalization? 
(4) At what period does the patient believe himself to have been 
completely free from emotional illness? 
. Effect of emotional illness on present functioning 
(1) Effect on physical health, appetite, sleep and sexual functions 
(2) Effect on work 
(3) Effect on family and other interpersonal relationships 
(4) Effect on interests and recreations 
(5) Effect on community relations 
f. Evaluation of complaint factor 
(1) What evidences are there of adaptational breakdown; such as, 
anxiety, depression, psychosomatic symptoms? 
(2) Are the defensive elaborations adaptative or maladaptive? 


a 
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(3) What are the patient’s ideas about his problem and his attitude 
toward it? 
3. ETIOLOGIC FACTORS: 

a. History of hereditary family illness 

b. Family data: relationships with parents and siblings 

c. Significant events in the past history 

d. Precipitating factors in present environment: assay of present'en- 
vironment to determine extent of stress on patient 

e. Other factors including inner conflicts as revealed by dreams, symp- 
toms, etc. 

4, ASSAY OF PERSONALITY STRENGTHS AND WEAKNESSES: 

a. Level of maturation: physical growth, educational achievement and 
school progress, resolution of dependence, sexual maturity, marriage, 
parenthood, social relationships and community participation 

b. Neurotic disturbances in childhood 

c. Interests, hobbies, ambitions 

d. Character structure: security feelings, attitudes toward authority, 
interpersonal relationships, attitudes toward self, and methods of 
handling conflict 

e. Motivational factors and level of insight 


The above data will obviously not be obtained in full during the initial in- 
terview, due to the limited available time. Nor will it be in the order outlined. 
It will, therefore, have to be pieced together from various fragments of the in- 
terview. Some order in the eliciting of data will, however, be helpful in obtain- 
ing as complete a picture as possible. 


THE CHIEF COMPLAINT 


Immediately after structuring the purpose of the initial interview, and 
handling initial resistances, the therapist may attempt to get into the presenting 
problem with such a remark as, “Suppose you tell me about your problem,” or 
a question like, “Would you like to tell me about your problem?” Responses to 
this are many. 

1. The patient may proceed to detail the complaint factor. 


Th. Suppose you tell me about your problem. 
Pt. Yes, it’s that I can’t eat. My stomach gets upset, and I have to watch my 


diet. And then I get jittery all over for the slightest reasons. 


2. The patient may hesitate on the basis that he is unable to gather his 
thoughts or because he is unclear as to the nature of his difficulty. Here, a re- 
phrasing of the question may help. 

Th, Would you like to tell me about your problem? 


Pt. (pause) I just don’t know where to begin. 
Th. Well, what bothers you most? [rephrasing the question} 
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Pt. Well my worst trouble is how I get along with my wife. We've been married 
now going on ten years, and we've never gotten along well. 


3. The patient may be completely blocked in voicing his chief complaint. 
Asking repeated questions may unblock him. ; 


Th. Suppose you tell me about your problem. 

Pt. (pause) I just don’t know what it is. 

Th. Would you rather that I asked you questions? 

Pt. Yes, I'd rather you did. 

Th. What bothers you most? 

Pt, I don’t know. 

Th. Do you have any special trouble with anything? 

Pt, Nothing seems to stand out. I feel upset all over. 

Th, Physically upset? 

Pt. Yes, I get the shakes and my bowels are upset when I get tense. 

Th. Anything else? 

Pt. You mean physically? 

Th. Yes, or otherwise. 

Pt. Well, I can’t think clear. My mind is in a fog. I can’t remember things, 

Th. Mm hmm. (pause) 

Pt, And I can’t work because I just feel so weak I can hardly sit, (Patient con- 
tinues to elaborate on his problem.) 


The chief complaint may not be the most important problem for which the 
patient needs help, even though he may look upon it as most crippling. As a 
general rule, the patient voices his complaint in terms of manifest disturbing 
symptoms. Here he may focus on one symptom to the exclusion of others, Thus, 
the patient may present as a chief complaint the fact that he is depressed. As he 
describes his problem, it is evident that he is also detaching himself from people, 
that he has a gastric ulcer, and that his inability to work has jeopardized his 
economic security. 

Statements by the patient of his most important difficulties as he sees them 
should be recorded verbatim if possible. The initial interview form in Appendix 
C, page 812, is excellent for this purpose and for the recording of other data 
during the interview. 


HISTORY AND DEVELOPMENT OF THE COMPLAINT 


The patient, immediately upon mentioning his complaints, may spon- 
taneously begin discussing how and when they originated. If he does not do so, 
pointed questions may be asked, such as: 

1. Onset: “How long ago did your troubles begin?” 

2. Circumstances under which the complaints developed: “At the time 
your trouble began, what were you doing?” “Were there any changes in your 
life situation?” “Were you happy or unhappy at the time?” 

3. Progression from onset to the beginning of the initial interview: “Once 
this trouble started, what happened?” “Did your difficulty get worse as time 
went on?” 
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In revealing the history and development of his complaint, the patient may 
elaborate on his present environment, his daily habits and routines. The descrip- 
tion of the patient’s present life situation involves judgments by the patient that 
must be carefully scrutinized. Depending on emotional needs, some persons will 
react catastrophically to even average vicissitudes, while others seem capable of 
tolerating very severe environmental stress. The patient may consequently ex- 
aggerate, distort or minimize his life difficulty. He may have a need to blame 
his inner turmoil on his environment, and he may actually create the very crises 
of which he complains. On the other hand, he may be unaware of how disturbed 
his situation actually is, accepting it as an inevitable consequence of living, yet 
reacting to it with untoward emotion. The interviewer must, therefore, never 
accept the patient’s statements at their face value, and must later validate the ac- 
count given. 

The unfolding of the historical development of the complaint may be ac- 
companied by the introduction of many tangential and perhaps irrelevant ele- 
ments. It will be necessary constantly to focus on pertinent aspects of his prob- 
lem, since many points will have to be covered to fulfill the purpose of the in- 
terview. Generally, if more than fifteen minutes or so are consumed in discussing 
the history and development of the complaint, the patient may be interrupted. 


STATISTICAL DATA 


Where the patient has not filled out a Personal Data Sheet (see Appendix 
D, page 816) or where a statistical form has not been made out in advance by 
a social worker, it is incumbent on the therapist to get essential statistical in- 
formation (see Appendix A, page 809 or Appendix C, page 812). Assuming 
that the patient has discussed sufficiently the development of his complaint, the 
therapist may interrupt this and proceed, as in the following excerpt: 


Th. Well now, I'd like to ask you a few questions about yourself, and then we'll 
go ahead discussing your problem. 

Pt. Fine. 

Th. Your full name is? 

Pt. George Dickens. [The patient's name and other identifying details have been 
changed to conceal his identity.) 

Th. Your address is? 

Pt, 211 Thorton Street. 

Th. Home telephone? 

Pt, Furlong 7-4228. 

Th. Business telephone? 

Pt, Well, I'd rather you didn’t call me there. 

Th. Yes, of course. If I do call to change an appointment or the like, when can 
I call you? 

Pt, After six. 

Th. Would you rather that I wouldn’t mention my name if I do call? [This is 


to reassure a patient who is fearful that others will find out he is consulting a psy- 
chiatrist.} 
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Pt. It really doesn’t matter. It'll be all right. 

Th. What people are living with you at present? 

Pt, My wife and child. 

Th. How old are you? 

Pt, Thirty-two. 

Th, You are matried you say? 

Pt. Yes. 

Th. How long have you been married? 

Pt, Three years. 

Th. I see. Any previous marriages? 

Pt, No. 

Th. How old is your wife? 

Pt. Thirty. 

Th. Does she work other than doing housework? 
Pt. Yes, she writes copy for an advertising company. 
Th. Mm hmm. About what is her salary? 

Pt, Well, I don’t know. I’d say about three thousand yearly. 
Th, What about children; how many do you have? 
Pt. Just one; she’s two years old. 

Th. How far through school did you go? 

Pt. Two years of college. 

Th, And your occupation? 

Pt. I'm a linotype operator. 

Th. What do you earn? 

Pt, About forty-five hundred dollars a year take-home pay. 
Th. Were you in the armed forces? 

Pt. Yes, for three years. 


Under some circumstances, this statistical data may be obtained at the be- 
ginning of the interview before the patient talks about his complaints and symp- 
toms. It is recommended, however, that the procedure outlined be followed, since 
the average patient is under considerable tension and considers the giving of 
statistical information about himself a diversion. Where the patient has filled 
out a Personal Data Sheet (Appendix D, page 816), it is unnecessary to burden 


him with the above questions, unless there are points that have been omitted or 
that need clarification. 


OTHER SYMPTOMS AND CLINICAL FINDINGS AT PRESENT 


It is helpful to get a general idea of other symptoms besides those discussed 
by the patient in his complaint. Due to the limited time available in the initial 
interview—forty-five minutes to one hour is the usual time allotted to a session 
—pointed questions are necessary. Suggested areas of questioning are indicated 
in item 3 of the Initial Interview Form (Appendix C, page 812). Continuing 
with the interrupted interview above: 

Th. Now, Vd rapidly like to ask you about other symptoms you may have, What 
about tension; do you feel tense? 
Pt. Oh yes, all the time. 
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Th. Mm hmm. What about depressions; do you get depressed ? 

Pt. Yes, now and then. 

Th. You snap out of it, though? 

Pt. Yes, I do. 

Th. How about anxiety? 

Pt. I don’t know what you mean. 

Th, Well, spells when your heart palpitates and you get panicky. 

Pt. Yes, when I am in the company of people. 

Th. Any other time? 

Pt. When I’m asked to do something, like make a speech. 

Th. I see. What about physical symptoms; do you have those? [Jt will be noted 
that questions are not asked in reference to suicidal tendencies, hallucinations, delu- 
sions and dangerous and excited tendencies. The therapist should ask these questions 
only where the clinical condition of the patient warrants it. To ask them when they 
are not indicated, may be upsetting to the patient or may be productive of resent- 
ment. } 

Pt. (pause) I don’t know. 

Th. Well, for example, what about fatigue and exhaustion? 

Pt. Oh, yes, all the time. 

Th. How about headaches? 

Pt. No. 

Th. Dizziness, 

Pt. No. 

Th, Stomach or bowel trouble? 

Pt. Yes, when I get nervous, upset, they come. Butterflies in my stomach. 

Th. Diarrhea? 

Pt, Sometimes. 

Th. Do you have any sexual problems? 

Pt. I wouldn't say so. 

Th. Your sex life is satisfactory then? 

Pt. Yes. [The patients evaluation of this and other aspects of his functioning 
should not be accepted at its face value. As he explores his problem, he may find that 
what he considers “normal” may not be good functioning. In this patient, for ex- 
ample, sexual frequency was once every three weeks with no true enjoyment. } 

Th. Any phobias or fears? 

Pt. Of talking in front of groups, of meeting strange people. 

Th. Mm hmm. Any other fears? 

Pt, I don’t think so. 

Th. Any thoughts or obsessions that crowd into your mind and frighten you? 

Pt. No. 

Th. Any compulsions—the need to do things over and over? 

Pt. No. 

Th, What about sedatives; do you take sedatives? 

Pt. No. 

Th, Do you drink alcohol excessively? 

Pt. Well, I have an occasional drink. 

Th. Get drunk? 

Pt. Oh, no. 

Th. What about insomnia; how do you sleep? 
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Pt, I sleep fine. 
Th. Any nightmares? 
Pt. No. 


DREAMS 


The recording of a nightmare, of a typical dream and of repetitive dreams 
are helpful to the analytically trained therapist in gaining clues as to unconscious 
foci of conflict. Continuing the interview: 


Th. Do you dream a lot or a little? [This question is phrased this way because 
patients are apt to think, if they are asked merely whether they dream, that dreaming 
is abnormal.} 

Pt, Oh, a little. 

Th. Remember your dreams? 

Pt, Sometimes. 

Th. Suppose you tell me a dream that you had recently. 

Pt. I can’t seem to remember any right now. 


FAMILY DATA 


Briefly recorded family data are valuable to the initial interviewer in ap- 
praising the quality of the patient’s relationships, and in anticipating his re- 
sponses to male or female therapists. The interview continues: 


Th. Now Td like to ask you a few brief questions about your parents. Your 
mother; is she living? 

Pt, Yes, very much so. 

Th, What kind of a person is she? 

Pt. Well, a nice person; she did what she thought was best. She was a nervous 
person, self-centered, always fighting with my father. 

Th. How did that make you feel? 

Pt, Well, I don’t know. My mother and father were divorced when I was eight. 
He left. I saw him rarely. 

Th. How did you feel about that? 

Pt. I don’t know, all right, I guess. My mother thought he was a heel. 

Th. Did you? 

Pt, No, he was all right. I guess he took quite a beating from my mother. She 
was the smarter of the two. 

Th. What sort of a person was your father? 

Pt. A quiet fellow. I didn’t know him well. 

Th, How did you feel about him? 

Pt. I liked him. 

Th, Any brothers or sisters ? 

Pt, Only one older brother. He’s thirty-six, 

Th. What about him; how did you get along with him? 

Pt. Well, when we were small we'd fight a lot. He didn’t like me. But we see 
each other now. (laughs) I guess we learned to tolerate each other. 

Th. How do you feel about him now? 
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Pt. (laughs) O.K., I guess. We like each other. 

Th. Now how about your wife; what sort of a person is she? 
Pt, Nice, patient with me. She’s got her troubles. Her mother hounds her. 
Th. How do you feel about her? 

Pt. Fine. We get along better than we ever did. 

Th. Like her? 

Pt, Oh, sure. 

Th, What about your daughter; what sort of a youngster is she? 
Pt. Oh, she's a devil, all right. Gets into everything. 

Th. How do you feel about her? 

Pt. Oh, fine; I like her, 


The patient's evaluation of his family and his expressed attitudes toward 
them do not always indicate his true feelings. Guilt may cause him to conceal or 
to repress important attitudes that may come up later in therapy when he has 
developed the strength to tolerate the implications of his suppressed or repressed 
emotions. 


PREVIOUS EMOTIONAL UPSETS 


The patient should be asked questions about any previous emotional dis- 
turbances that he may have had. This will give the interviewer clues as to the 
severity of the patient’s disorder and how far back in his life it goes. The inter- 
view continues: 


Th. Now, what about nervous problems previously; any previous attacks of the 
same kind before? 

Pt. No, not exactly like this. 

Th. Well, any other kind of nervous upsets? 

Pt. I’ve always been nervous. 

Th. How far back would you say your nervousness goes? 

Pt, As a kid, I was afraid of the other kids. I didn’t like to fight. 

Th. Did you have any nervous troubles for which you needed help? 

Pt, My mother was always concerned. I was a sickly kid, always had one thing 
wrong with me or another. I had ear trouble a good deal. 


PREVIOUS TREATMENT (INCLUDING HOSPITALIZATION) 


Any previous therapeutic efforts should be recorded to discern the prob- 
lem for which help was sought, the progress achieved, and the patient’s response 
to his former therapists. Unless indicated by the severity of the problem, ques- 
tions need not be asked about hospitalization. Continuing the interview: 


Th. Have you ever had treatments for your condition from a psychiatrist or any 
other person who gave you psychotherapy? 
Pt. No. I’ve read some books, but never got treatments. 


2 


The Initial Interview: 
Making a Diagnosis 


WHILE DIAGNOSIS IS, MORE OR LESS, AN ARBITRARY MATTER AND SHOULD 
not prejudice the therapeutic approach or the goals, it is convenient to attempt 
classification as soon as possible. 

All emotional problems spread themselves over a wide pathologic area 


and include a combination of intellectual, emotional, behavioral and somatic ~ 


symptoms. A disturbed character structure will be found in practically every pa- 
tient, reflecting itself in difficulties in interpersonal and social relationships. 
Moreover, one may discern, in most instances, manifestations of adaptational 
collapse; such as, tension, anxiety, depression and psychosomatic symptoms. 
Finally, multiform defenses appear in combination; such as, phobic, compulsive, 
conversion and dissociative mechanisms. In some instances, certain symptoms 
and defenses are so outstanding that they appear to constitute definite syndromes. 
For example, the patient may complain of an inability to walk outdoors due to 
intense anxiety. Emphasis on this symptom tempts us to diagnose the condition 
as a phobic disorder. Yet a search will probably reveal a concomitant personality 
problem, psychosomatic manifestations, depression and symptoms characteristic 
of other syndromes. 

A diagnosis is frequently made on the basis of the most important com- 
plaint factor of the patient. However, the therapist may most advantageously 
make a diagnosis on the strength of his own evaluation of the total picture, 
irrespective of the emphasis placed on symptoms by the patient. 


A DYNAMIC INTERPRETATION OF DIAGNOSIS 


A neurosis consists of a number of component parts, dynamically inter- 
related, shifting in manifestations and symptoms. Threats to adaptation, whether 
inspired by external stress or inner conflict, produce tension, anxiety and physi- 
ologic reactions associated with a disruption of homeostasis. This may eventuate 
in a nascent anxiety reaction (anxiety state, anxiety neurosis) and/or psycho- 
physiologic autonomic and visceral disorder (anxiety equivalent, psychosomatic 
disorder). 

In general, four levels of defense are employed against anxiety: (1) con- 
scious efforts at maintaining control, (2) characterologic (personality) de- 
fenses, (3) repressive defenses, and (4) regressive defenses. The individual 
may stabilize at any of these levels with a disappearance of tension, anxiety and 
physiologic reactions. Or the elaborated defenses may only partially control 
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symptoms. Finally, the defenses themselves may involve the person in difficulties 
and may act as further foci of conflict, stirring up additional anxiety and neces- 
sitating other defenses. For instance, claustrophobia may interfere with the eco- 
nomic and social adjustment of the individual, and the ensuing anxiety may 
provoke characterologic defenses; such as, detachment, aggression and de- 
pendency. 


1. First LINE DEFENSES: CONSCIOUS EFFORTS AT‘ MAINTAINING 

CONTROL, 

All persons employ defenses on this level to lessen tension and to control 

anxiety. Such defenses may be considered “normal.” Among them are 

the following: 

a. Removing oneself from sources of stress. A man irritated with work 
conditions may quit his job and find a less strenuous work situation. 

b. Escaping into bodily satisfactions. Over-eating and excessive sexual 
indulgence may be employed as tension-relieving mechanisms. 

c. Extroversion. Plunging into hobbies, and recreational and social 
activities may divert the individual’s attention from his inner prob- 
lems. 

d. Wish-fulfilling fantasies. Indulging in daydreaming may act as a 
substitute gratification for unfulfilled impulses. 

e. Suppression. Willfully keeping painful ideas or impulses from 
awareness. ; 

f. Rationalization. Providing reality and social justifications for be- 
havior motivated by inner needs. 

8. Use of philosophic credos. Adoption of codes of behavior and ethics 
to reinforce one’s conscience, or to justify one’s impulse indulgence. 

h. Exercising “self-control.” Forceful conscious inhibition of tension- 
producing impulses. 

i. Emotional outbursts and impulsive behavior. Gaining release of ten- 
sion through motional catharsis and by “‘acting-out.” 

j. “Thinking things through.” Arriving at a rational solution of one’s 
problems by carefully weighing alternative courses of action. 

k. Alcoholic indulgence. Alcohol often serves as a means of propitiating 
tension and of allowing emotional release. Excessive alcoholic intake 
may occur. iy 

l. Use of drugs. Sedatives (barbiturates) may be employed to alleviate 
anxiety and tension; while stimulants (benzedrine) help to promote 
energy in situations where the person feels listless and inert. Nar- 
cotics (marihuana and opiates) are abnormally employed. Excess 
drug indulgence leads to many complications. 


In the event the first line defenses allay anxiety, adjustment is possible. 
If anxiety is not relieved, or if the device used to control anxiety creates more 
anxiety, second line defenses may be implemented, which involve a regulation 
of one’s relationships with other people. 
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2. SECOND LINE DEFENSES: CHARACTEROLOGIC DEFENSES. # 
a. Sérivings of an interpersonal nature. 
(1) Exaggerated dependency (immaturity ) 
(2) Submissive techniques (passivity) 
(3) Expiatory techniques (masochism, asceticism) 
(4) Dominating techniques 
(5) Techniques of aggression (sadism) 
(6) Techniques of withdrawal (detachment) 
b. Strivings directed at the self-image. 
(1) Narcissistic strivings (grandiosity, perfectionism) 
(2) Power impulses (compulsive ambition) 


The characterologic defenses, if exaggerated, may make for personality 
disorders which reflect themselves in educational, habit, work, marital, interper- 
sonal and social problems, and in delinquency, criminality, sexual perversions, 
alcoholism and drug addiction. The individual may manage to regain stability, 
albeit with disturbed personality manifestations. He may still retain those first 
line defenses that he finds helpful in subduing anxiety. He may stabilize himself 
completely, or continue to experience, from time to time, bouts of anxiety. If 
anxiety cannot be controlled with characterologic defenses, or if the defenses, 
and the personality disorders they’ create, produce more anxiety, third line de- 
fenses may come into play. These consist of a mobilization of repressive defenses. 

. 


3. THIRD LINE DEFENSES: REPRESSIVE DEFENSES. 

a. General efforts directed at reinforcing repression. 

(1) Reaction formations. Chasacterologic drives to oppose and 
repudiate inner drives; for example, ingratiation and passivity 
to oppose hostile, murderous impulses. : 

(2) Accentuation of intellectual controls (with compensations and 
sublimations ) 

b. Inhibition of function. 

(1) Blunted apperception, attention, concentration and thinking 

(2) Disturbed consciousness (fainting, increased sleep, stupor) 

(3) Disturbed memory (antegrade and retrograde amnesia) 

(4) Emotional indifference or apathy (emotional inhibitions) 

(5) Sensory disorders (hypoesthesia, anaesthesia, amaurosis, ageusia, 
etc. ) 

(6) Motor paralysis (paresis, aphonia) 

(7) Visceral inhibitions (impotence, frigidity, etc.) The function 
of inhibition of the various cognitive, affective, autonomic and 
visceral aspects is to deaden the appreciation of repressed innet 
impulses, to keep any symbolic derivatives from awareness, and 
to prevent the expression in any kind of motor action of a for- 
bidden impulse. The syndromes that are characterized by re- 
pressive inhibition of function arè gross stress reactions (trau- 
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"matic or combat neuroses) dissociative reactions and conversion 


hysteria. 

c. Displacement and phobic avoidance. The impulse here is displaced 
to an external object and then an attempt is made to repudiate the 
impulse by avoiding the object. The syndrome resulting from an ex- 
tension of this mechanism is a phobic reaction (anxiety hysteria). 

d., Undoing and isolation. The mechanism here consists of a kind of 
magical neutralization of the offending impulse or its derivatives 
through compulsive acts and rituals. The syndrome eventuating is an 
obsessive compulsive reaction. 


The above efforts directed at reinforcing repression are usually associated 
with a constant failing of repressive barriers with a breakthrough and release of 
repressed material. This is usually in the symbolic form of obsessions, which, if 
accentuated, may cause an obsessive compulsive reaction (obsessional state, 
obsessional neurosis, compulsion neurosis, psychasthenia). Excessive revery and 
dream-like states may also result. An effort may be made by the psyche for an 
autonomous expression of the repressed impulses by dissociative reactions (con- 
version hysteria) in the form of somnambulism, fugues, dissociated (multiple) 
personality and depersonalization. The repressed impulses may also gain ex- 
Pression by being converted into physical symptoms, involving the sensory organs 
(anesthesia, blindness, deafness), motor organs (tics, tremors, posturing, spasms, 
convulsions, paresis, aphonia), and visceral organs (globus hystericus, vomit- 
ing). If sufficiently extensive these may constitute a conversion reaction (conver- 
sion hysteria). An internalization of hostility and its concentration on the “self” 
may produce a depressive reaction (reactive depression, neurotic depression). A 
projection of hostility toward outer objects or individuals may assume the pro- 
portions of a paranoidal reaction. Finally, there may be an impulsive break- 
through of the repressed material with “‘acting-out’’ in the form of an excited 
episode. 

Characteristic, then, of the third line defenses are manifestations of failing 
repression with release of repressed material and desperate pathologic attempts 
at the reinforcing of repressive barriers. First and second line defenses that are 
useful may be coordinately retained. Anxiety may be episodically present when- 
ever defenses fail to preserve the equilibrium. Stabilization at the level of third 
line defenses is possible, but where anxiety cannot be held in check, fourth line 
defenses may eventuate. 


4, FOURTH LINE DEFENSES: REGRESSIVE DEFENSES, 

a. Return to helpless dependency. Failing to adjust at an adult level, the 
individual may attempt to invoke the protective parental agencies who 
ministered to him in his childhood by assuming the attitudes and be- 
havior of a child. This regressive appeal is associated with a renuncia- 
tion of adult responsibility and the throwing of oneself at the mercy 
of a parental substitute. 

b. Repudiation of, and withdrawal from, reality. Characteristic of with- 
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drawal from reality are dereistic thinking; disorders of perception 
(illusions, hallucinations); disorders of mental content (ideas of 
reference, delusions); disorders of apperception and comprehension; 
disorders of the stream of mental activity (increased or diminished 
speech productivity, irrelevance, incoherence, scattering, verbigera- 
tion, neologisms); disturbances in affect (apathy, inappropriate af- 
fect, depression, excitement) ; and defects in memory, personal identi- 
fication, orientation, retention, recall, thinking capacity, attention, 
insight, and judgment. The syndromes are in the form of psychotic 
episodes and schizophrenic reactions. 

c. Internalization of hostility. Resultant may be psychotic depressive re- 
actions; manic depressive reactions, depressed type; and depressed 
involutional psychotic reactions. Suicide is common in any of these 
syndromes. 

d. Excited “acting-out.” Hostile, sexual and other repressed impulses 
may be expressed openly in the course of a psychotic reaction. Repre- 
sentative syndromes here are manic depressive reaction, manic type; 
paranoid reaction and paranoidal involutional psychotic reaction. 


The patient may manage to stabilize with fourth line defenses at the ex- 
pense of reality, while possibly still retaining some of the other three lines of 
defense. 

Syndromes never occur in isolation; they are always contaminated with 
manifestations of other defensive levels. As stress is alleviated or exaggerated, 
or as ego strengthening or weakening occurs, shifts in lines of defense upward 
or downward may occur, and changes in symptoms and syndromes will develop. 


RECOMMENDED NOMENCLATURE 


According to the revised nomenclature prepared by the Committee on 
Nomenclature and Statistics of the American Psychiatric Association [438] 
mental disorders are classified into two large groups: 


1. Organic disorders (“disorders caused by or associated with impairment 
of brain tissue function”). 

2. Psychogenic disorders (“disorders of psychogenic origin or without 
clearly defined physical cause or structural change in the brain”). 


Psychogenic disorders are of greatest interest to the psychotherapist and are 
classified as follows: 


1. Psychotic disorders (Involutional psychotic reactions, manic-depressive 
reactions, psychotic depressive reaction, schizophrenic reactions, para- 
noid reactions. ) 

2. Psychophysiologic autonomic and visceral disorders (Formerly known as 
“psychosomatic disorders” and “somatization reactions.” They include 
psychophysiologic skin, musculoskeletal, respiratory, cardiovascular, 
hemic and lymphatic, gastrointestinal, genito-urinary, endocrine, and 
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Nervous system reactions, as well as reactions of organs of special sense.) 

3. Psychoneurotic disorders (Anxiety reaction, dissociative reaction, con- 
version reaction, phobic reaction, obsessive compulsive reaction and de- 
pressive reaction. ) 

4. Personality disorders (Formerly known as “character disorders.” They 
include personality pattern disturbances: inadequate, schizoid, cyclo- 
thymic and paranoid personalities; personality trait disturbances: emo- 
tionally unstable, passive-aggressive, and compulsive personalities; socio- 
pathic personality disturbances: antisocial and dysocial reactions, sexual 
deviations, alcoholism and drug addiction; and special symptom reac- 
tions: learning and speech disturbances, enuresis and somnambulism.) 

5. Transient situational personality disorders (Gross stress reaction; adult 
situational reaction; adjustment reaction of infancy; adjustment reaction 
of childhood—habit disturbance, conduct disturbance and neurotic traits; 
adjustment reaction of adolescence; adjustment reaction of late life.) 


Excellent descriptions of these categories will be found in the diagnostic 
and statistical manual written by the Committee on Nomenclature [438]. 

In listing classifications, it is recommended that the lowest sub-classification 
of the disorder be used without including the broader generic group. The in- 
tensity of the reaction—'‘‘mild,” “moderate,” or “severe,” as well as conspicuous 
symptoms may be listed. Where several psychiatric conditions exist, the primary 
diagnosis to be listed is (a) the chief cause for treatment, (b) the condition first 
in the chain of etiology, and (c) the most serious condition. A psychoneurotic 
diagnosis should not be made with a psychotic diagnosis. Only one kind of psy- 
choneurotic reaction should be listed, even though symptoms of another psycho- 
neurotic reaction coexist, in which event the symptoms of the latter are mentioned 
along with the primary diagnosis. It is recommended that in making a diagnosis, 
there also should be included a statement of the severity of the external precipi- 
taling stress situation, the extent of premorbid personality and predisposition, 
and the degree of psychiatric impairment. 


ILLUSTRATIVE CASE 


The following case illustrates the process of making a diagnosis by studying 
the spontaneous verbalizations of the patient, as well as by asking pointed ques- 
tions. It consists of a portion of an initial interview with a 34 year old woman, 
married for 13 years, who has three children, ages 11, 8 and 4. 


Pt. I don’t know where to begin. I’d rather you ask me a couple of questions. 

Th, It’s a little difficult for you to pull things together. So suppose I do ask 
you a few questions. 

Pt. Yes, so I can pull things together for myself, I mean. Technically, I’m suffer- 
ing from an anxiety. I suppose, that goes back a long way. 

Th. How far back? 

Pt. It’s always been the same thing, this terrific feeling of insecurity, or the tense- 
ness, or the fear of death and not being able to breathe, and not being able to swallow 
and having palpitations of the heart, ulcers of the stomach, or fears of brain tumor. 
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It takes on different forms I suppose, depending on the season of the year. [The pa- 
tient describes symptoms of collapse in adaptation that have existed for a long time. 
These are in the nature of tension, frank anxiety and psychophysiologic phenomena.| 

Th. Mm hmm. 

Pt. I rarely ever suffer from any two diseases at the same time. 

Th, In other words, there’s a whole succession of things. 

Pt. Yes, but not all the time. Sometimes I’ve gone for months without these 
symptoms, but it’s gotten progressively worse as the years go by. [From time to time 
her symptoms abate, probably as her defenses are mobilized and restore her to a kind 
of equilibrium.) 

Th. I see. 

Pt. I had it pretty bad about twelve years ago. I learned to fight it off. But in 
recent years it’s just been too much, and I can’t fight it off any longer. I used to be 
able to get relief by going to plays or movies, or by an occasional drink, or by seda- 
tives. I still try these things, but it helps a little only temporarily. [These first lines of 
defense were insufficient to control her anxiety. She still uses them nevertheless.} 

Th. Can you give me an idea of when this thing got so bad that you decided to 
get further help for it? 

Pt. You mean recently? Within the last year it crept on me very suddenly—well, 
not so suddenly. I developed a pain around my heart. It came to a climax one evening 
about a year and a half ago and I was positive at the moment that I was dying. Every- 
thing sort of blacked out. The feeling: “Oh, my God.” [This is an acute anxiety at- 
tack brought on perhaps by a crumbling of her defenses or the impact of stress too 
difficult for her to manage.) 

Th. This was brought on by the pain around the heart? 

Pt. No, that’s like an aftermath. Just that everything is blurry, and nothing is 
sharp. Everything closing in. I went to bed and called the doctor. He told me that I 
should rest up physically, because I was terribly run down. I do work hard and usually 
I am able to pull myself together with a rest. But this time, in the middle of the rest, 
it got worse than ever before. I had a lot of worries and things. I was sure it was 
complete exhaustion and I knew what the doctor was going to say, 

Th. What do you think caused this? 

Pt, Well, my being overtired. I couldn't relax. I could hardly breathe. I was 
thoroughly exhausted. I've lost weight. I’ve gotten to a point where it’s just too much 
for me to handle. 

Th, I see. 

Pt, It's either physical or it isn’t. The doctor told me it wasn’t. I know myself. 
Tve read about this in books and I believe in psychiatry. My husband, on the other 
hand, doesn’t believe in it at all. He thinks I’m just about ready for an institution be- 
cause of these attacks. I try not to have them when he is around. {Conflict with her 
husband may somehow be involved in stirring up her difficulties. 

Th. He doesn’t understand this? 

Pt. He gets furious. He stomps out, says he can’t take it any more. I try to pull 
myself together. I’m scared of anger and any form of emotion at all, {Her inability 
to deal with anger may be indicative of a personality disorder other aspects of which 
will undoubtedly reveal themselves.} 

Th. Is there anything else that stirs you up? 

Pt, The friction and tension in the house. The children are on the go all the 
time, and me not being able to stand friction or any kind of emotion at all. 
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Th. You're caught in the middle? 

Pt. Yes, and the battles go on, and my husband can’t stand it. It is horrible. 
Everybody gets on everybody else's nerves. I suppose I am responsible for some of it 
myself. But my husband won’t understand. Personally, I think he’s suffering from the 
same thing that I am, but he doesn’t know it. He had a hell of a life himself. His 
mother is a nervous wreck and his father is a tyrant. I think he needs to be built up, 
but unfortunately I’m so full of so many things myself that I can’t do it. I suppose if 
I did do it things would be better. He’s popular outside, he’s a lot of fun, jolly. 
People would be surprised to learn he had the problems he has. He’s not mean, or 
anything like that, it’s just that he won't take the time to be with me, understand me. 
I suppose he inherits that from his father. I don’t dare tell him how I feel. I can’t 
get reassurance from him. I have to get it from my mother. [The patient is com- 
plaining here that her husband is not sufficiently kind and understanding and does not 
give her enough reassurance. She may be expressing frustrated dependency longings, 
either in response to a residual personality immaturity, or because her adaptational 
collapse invokes characterologic defenses, among which increased dependency leanings 
are prominent. These second level defenses are apparently not sufficiently adequate to 
neutralize anxiety.} 

Th, From your mother? 

Pt. Yes, you see my father died when I was little, and my mother had to pursue 
her career. She was a career woman. She always felt that money was security. She was 
after me constantly to get out and get a job and earn money. But I suppose I was 
more secure than the average person. My aunt was wealthy. But I was sickly and al- 
ways needed doctors. I had pneumonia and eye trouble and stomach trouble even 
when I was 14 years old. She then started dragging me around to see people, includ- 
ing psychiatrists. She must have been disappointed that I didn’t turn out to be the 
way she wanted me. She was a great fighter, an intellectual, and I’m not. {Feelings of 
rejection, of not coming up to her mother’s expectations, may be the background of 
her insecurity and devaluated self-esteem.} 

Th. She was disappointed in you? 

Pt, Oh, definitely, I'm sure I don’t come up to her standard. For many years we 
wete estranged. She didn’t approve of my marriage. I was the only child. 

Th. You present the picture of being insecure as a child. 

Pt. I’m sure I was. My mother always tried to push me into independency. I can 
see it now, in the light of looking back, that I didn’t want to be independent. 

Th. What about your husband when you first met him? 

Pt. I was in love with him. But shortly after my marriage, my real trouble began. 
I was insecure before, but I got along. But after one year of marriage, things really 
got impossible. I had a terrible period with both our parents. My mother disapproved 
and so did his parents. He had an awful time at home. He never told his parents we 
married. I was upset and lost a lot of weight. Well, I suppose I should have seen at 
the time that he wasn’t very strong and that he wanted someone to lean on. He was 
petrified of his father. He wouldn’t set his foot in our house for years. [One gets the 
impression that the patient resents her husband's weakness. As a dependent person 
herself, she would like a strong mate on whom she might lean. The fact that her 
husband did not provide this for her may have stirred up hostility and insecurity, 
and, on the bedrock of his personality immaturity, created a collapse in adaptation.} 

Th, I see. 

Pt. Well, anyways, things have gotten bad recently. ' 
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Th, Can you describe what trouble you have had recently? 

Pt. I can’t stay alone in the house for fear I'll jump out of the window. I can’t 
take a bus; I have to take a taxi. I can’t walk on the street for fear of falling on my 
face. Just fears of everything, especially of being alone or of walking on the street. 
{These phobic symptoms are those of third line defenses, representing a further 
breakdown in repression. | 

Th. This must really be very difficult for you. 

Pt, It is, it is. I have this constant anxiety. Every minute of the day. I don’t know 
whether TIl live or die. I can’t breathe deeply, I can’t seem to get enough air. I’m 
afraid of everything. I can’t go out. I don’t want to drive a car. I don’t want to be 
alone in the house. I can’t go to a theater. I can’t eat in a restaurant. Eating seems to 
have something to do with it. [These are manifestations of anxiety representing a 
breakdown of defenses.} 

Th. It does? 

Pt. Yes. I seem to be worse at meal times. If I’m eating in bed, it’s all right. I 
noticed that I get tense as soon as I sit up at the table to eat. If I eat in bed I’m all 
tight, but I can’t eat up. I don’t like a restaurant for that reason. [This may be a fur- 
ther defensive effort toward helpless dependency, perhaps a regressive need to be fed 
like a child.} 

Th. Are there any other symptoms? 

Pt. Well, recently, thoughts come to me that frighten me. It started when first I 
was listening to the radio, First I listened to a murder program where a man murdered 
his wife, and then I was listening to the war situation. I don’t know if that has any- 
thing to do with it or not. These thoughts seem to crowd in on me. If I pick up the 
papers and see that somebody got killed, or that somebody died of a heart attack I’m 
finished. I’m afraid to read the obituary. As long as they are over 65 that’s all right, 
but anything under scares me. Two days ago I was driving with a friend, and she 
told me of a person she knows who had psychosomatic trouble with his heart, and 
finally got heart trouble and died. This finished me. I couldn’t think or anything. I 
went home to bed. [These obsessional thoughts are indicative of a break-through of 
repressed conflicts, perhaps in relation to hostility.} 

Th, I see. 

Pt. It's the funniest feeling, even though I tell myself it’s all foolish, it doesn’t 
help. Once it comes, there doesn’t seem to be much I can do. 

Th, Once it starts . . . 

Pt. I can’t fight it; I can’t reason or anything. 

Th, Like you're over a bank of snow on skis. 

Pt. Yes. I have to let it take its course. I know it will end. I fight it, but I’m a 
wreck. I've tried sherry, I've tried phenobarbital, nothing helps. I don’t even have 
enough nerve to commit suicide. 

Th, What about other symptoms? 

Pt. Like what? 

Th, What about physical symptoms? 

Pt. Well, when I am upset, I notice my stomach is upset. It’s upset most of the 
time. [This may be a psychophysiologic disorder associated with her anxiety, or it 
may be a somatic conversion symptom. Also from time to time I get a nervous twitch 
of my eyes, like blinking. I had it also when I was a child. [This sounds like a con- 
version symptom. | 

Th. What about sexual problems? 
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Pt. Oh, that. My husband thinks I’m a mess. I’m very frustrated. I’m not . . . 
Tm... whats the word I want... I’m. . . frustrated. I don’t seek it. I’m al- 
ways afraid, I’m always holding back. From the neck down, I could see it might be a 
wonderful idea; but from here up something says, no. Once I get started it’s all right, 
but I find it hard to get started. 

Th. What do you think is involved? 

Pt, Well I suppose it applies to all emotions. I don’t cry, I don’t get angry. I 
keep everything inside. A piece of music can make me emotional. I’m afraid I'll cry, 
so I don’t do anything. I’m afraid. It scares me to death. [Inhibition of emotions acts 
in the interest of maintaining repression. } 

Th. 1 see. 

Pt. My mother had a violent temper and I was scared of it. I’d rather do any- 
thing than have her lose her temper. I guess it’s the same thing with my husband and 
his violent temper. [The patient presents an aspect of the origin of her fear of hos- 
tility and its carry-over into her present relationship with her husband.} 

Th, You're afraid of his temper? 

Pt. I’m afraid of everybody. I’m one of the weakest people that ever lived. I 
can’t stand up to anybody, which is another one of my mother’s pet peeves about me. 

Th. What do you think about that? 

Pt. I think she’s right, but I can’t do anything about it. I feel guilty about it. 

Th, Would you like to be able to emote and to express your feelings? 

Pt, I suppose it would make me feel better. I’d like to be able to express myself. 
When my husband gets mad, I shrink up into a little ball. I can’t be assertive with 
anybody, I feel hopeless. 

Th. Hopeless as if you can’t get over it? 

Pt. That’s what’s worrying me because I can’t go on like this much longer. [One 
may suspect that here hopelessness may also be a defense against yielding her de- 
pendency need.} 

Th. Now what about dreams, do you dream a lot, or a little? 

Pt. A little. 

Th, Do you remember a recent dream? 

Pt. Yes, I dreamed the Nazis came back and overran the country and it terrified 
me no end. There I was in a trap about to be annihilated. 

Th, That’s about how you feel literally. 

Pt. Yes, it is. 


In review, this is the case of a patient with a personality problem since 
childhood, consisting of dependency, insecurity and devaluated self-esteem. 
Symptoms of collapse in adaptation are tension, anxiety and psychosomatic 
symptoms. First line defenses are extraverted activities, sedation and mild in- 
dulgence of alcohol. Submissiveness and heightened dependency may be re- 
garded as manifestations of second line defenses. Third line defenses are in the 
form of phobias and conversion symptoms. A waning of repressive barriers is 
indicated by a breakthrough of obsessions. Her defenses are apparently inade- 
quate in mastering her anxiety. Following the principles of classification dis- 
cussed, we may diagnose her as follows: 

Dracnosis: Anxiety reaction, severe, with phobic symptoms of claustro- 
phobia and agoraphobia, obsessive symptoms and minor conversion symptoms. 
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[The anxiety reaction is the primary diagnosis since it is the most severe of her 
reactions and constitutes the reason why she seeks therapy. | 

Stress: Mild; husband non-accepting and hostile. [It is hard to say how 
much of the patient's reaction is due to her husband's attitudes. It is likely that 
she has projected her difficulty onto her husband and that she might have re- 
Sponded the same way with any person she married. Under these circumstances 
we might be inclined to overlook the stress factor. 

PREDISPOSITION: Moderate; emotionally unstable personality since child- 
hood. [Abnormal personality traits since childhood required medical treatment 
and resulted in a social maladjustment. } 

IMPAIRMENT: Moderate; able to carry some marital, work and social re- 
sponsibilities; requires psychotherapy. 
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The Initial Interview: 
Formulating the Tentative Dynamics 


A TENTATIVE ASSAY OF THE EXISTING DYNAMICS IS HELPFUL TO THE 
therapist in outlining a temporary treatment plan, and in roughly prognosticating 
the extent of future change. This assay will need constant revision, in some in- 
stances radical revision, due to the emergence of data during the course of therapy 
not available at the first interview. Nevertheless, it may provide a sort of guide 
for the initiation of treatment, without which the therapist may flounder about, 
adding to the patient’s helplessness and confusion. 

The formulation of the existing dynamics will vary with the therapist's 
perceptiveness, skill, training and experience, as well as his theoretic bias. The 
same patient may thus be seen from different points of view. Each viewpoint will 
stress familiar aspects of data presented by the patient which substantiate a spe- 
cific theoretic emphasis. 

For instance, let us imagine that a therapist who does supportive therapy is 
consulted by a patient who complains of tension, anxiety, headaches and gastro- 
intestinal distress brought on by an address he must make to members of his in- 
dustry at a forthcoming convention. Discerning that the patient habitually gets 
upset whenever he is called on to make a speech, the therapist may formulate the 
problem as “‘stage-fright’”’ and correctly estimate that the symptoms will disap- 
pear after the patient has fulfilled his assignment. The therapist may then assert 
that there is nothing physically wrong with the patient and enjoin him to “ride 
his symptoms” since his reactions are “natural.” A therapist who is a physician 
may prescribe tonics, sedatives or other medicaments to “tide the patient over” 
his crisis period, or perhaps refer the patient to his family physician for such 
medications. 

Another therapist, seeing the same man, would possibly formulate the 
problem as one in which the patient has lost faith in himself, and offer him 
solace through personal reassurance. A third therapist, psychologically trained, 
might ascertain through testing the intellectual calibre, vocational interests and 
aptitudes of the man, thereafter arriving at the conclusion that the problem is 
essentially one of a person involved in an occupation in which he is not really 
interested, that public speaking is one of his weak points he might best avoid, 
and that he is ideally suited for another occupation which will remove the man 
from his present source of stress. A fourth therapist, with experience in social 
work, may regard the problem as that of a man who is constantly being called on 
to perform tasks which frighten him because he has never developed confidence 
in his ability as a speaker. The man may then be advised regarding community 
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resources for training in public speaking, and he may be guided toward entering 
into groups where he can exercise his skill. A fifth therapist, with a pedagogic 
bias, may approach the problem somewhat differently, considering that what has 
been lacking is adequate organization and preparation of his forthcoming talks. 
The patient may be shown how to outline his subject for presentation, how to 
arrange the material, and perhaps how to employ certain tricks to avoid fear 
such as are practiced by public performers. 

If the therapist has been trained to do more intensive psychotherapy, say te- 
educative therapy, the problem may be formulated in a more incisive way. For 
example, strong perfectionistic traits may be detected which drive the patient 
toward exorbitant expectations of himself. He may believe that each projected 
talk constitutes a challenge which must be overcome by an extraordinary per- 
formance. The patient may feel unable to live up to merciless expectations he 
imagines are demanded of him. Or the therapist may find evidence’ that the 
patient automatically anticipates criticism or hostility from people, his panic 
being a reaction to the ill-will others bear toward him. Fear of failure or of 
living up to expectations may, in the opinion of the therapist, produce such 
strivings as detachment, dominance, competitiveness, aggression, compulsive 
ambition, grandiosity and masochism. Many contradictions would, of course, be 
residual in the simultaneous operation of several of these traits, and the outcome 
may be conflict, with the result of inhibition of function such as is being ex- 
perienced by the patient. A formulation in these terms will be helpful in 
planning reeducative therapy during which the patient is brought to an aware- 
ness of how these traits disorganize him in his relations with people and in 
the achievement of essential goals. The therapeutic effort will then be directed 
along lines calculated to bring disturbing traits under control, and to replace 
them with more adaptive ones. 

In the event the therapist has had training in reconstructive therapy, he will 
undoubtedly organize his tentative formulation of dynamics in terms of his train- 
ing orientation. He may regard the patient’s stage-fright as a manifestation of 
deep feelings of self-devaluation, of self-contempt, of inferiority, of residual 
dependence, or of castration. Symptoms may be looked upon as an outcome of 
fears of castration which pursue the patient, threatening him particularly when 
he competes or exposes himself to the judgment of an audience. His striving to 
avoid talks and presentations may also be regarded as a cover for exhibitionistic 
tendencies, a yielding to which may bring fantasied havoc upon him. He may 
then seek refuge in a passive retiring manner, shrinking from public appearances. 
Yet this defense is inadequate, since it convinces the patient that he is inept and 
mutilated. The therapeutic task here would be to bring derivatives of these un- 
conscious tendencies to the patient’s awareness until he recognized the raw con- 
flicts that incited his fear. Once he knew his real enemies, he could cope with 
them in a manner more appropriate than his prevailing ineffectual infantile 
methods of defense. 

No matter how skilled and well-trained the therapist may be, it is not always 
possible at the beginning of therapy to obtain an understanding or even a per- 
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spective of the dynamics of the patient’s problem from his verbalized complaints, 
his past history, and his reported present relationships. This is because many of 
his patterns are not identifiable to the patient, although he may act them out 
constantly. For instance, a man struggling with an urge toward homosexuality 
may have no idea that he fears and despises women toward whom he pro- 
fesses a congenial tolerance and understanding. A woman, fiercely competitive 
with males, may not realize the depth of her fury at having been born a female, 
nor the extent of her refusal to give up the hope of eventually becoming a man. 
Sometimes it is possible at the start to get glimpses of repudiated trends. Yet the 
exact operation of repressed aspects of personality may escape definition and 
even detection until the therapeutic process has well begun, and as repressions 
start lifting while the patient is helped to face himself and his impulses in an 
honest and resolute way. 

Most patients, thus, are incapable, during the initial interview, of verbaliz- 
ing sufficiently to give the initial interviewer an idea about the operative con- 
flicts and the important mechanisms of defense. As a rule, many sessions of 
therapy will be required before the dynamics begin to unfold. 

Patients who are able to talk freely about themselves and their feelings, 
however, are often capable of revealing sufficient clues about their deeper prob- 
lems to enable an astute interviewer to make some hypothetic assumptions about 
the dynamics. Much will depend on the perceptivity and experience of the inter- 
viewer, and upon his ability to pick up nuances from the verbal and non-verbal 
behavior of the patient. 

Generally, little information about dynamics will be obtained from the 
statistical data, the elaboration of the chief complaint, the history and develop- 
ment of the complaint, and other associated symptoms. However, where the 
patient reveals one or two dreams that are significantly imprinted on his mind, 
where he discourses on his feelings about and his relationships with his parents 
and siblings, it may be possible for the interviewer to make important connec- 
tions between underlying mental processes and the surface symptomatology. 

Projective psychologic tests are often valuable in formulating the tentative 
dynamics, especially for patients who are not able to verbalize freely and who do 
not remember their dreams. From the unstructured ink-blots of the Rorschach, 
we may discern how the patient handles anxiety, how he reacts to emotionally 
stimulating situations, and how he organizes his defensive facade. Revealed also 
are the intellectual operations of the individual, his inner psychologic mechanisms 
and the quality of his fantasy life. From the structured pictures of the Thematic 
Apperception Test, we may often elicit associations that are most revealing of 
basic characterologic attitudes and patterns, as well as the interplay of emotion 
and personal interaction. The Man-Woman Drawing Test often reveals reflec- 
tions of the patient's body image, the emotional significance of his various 
bodily parts and organs, and his basic conception of “male” and “female.” The 
Szondi test is said to bring out the dynamics of the patient's basic needs and 
drives. Dynamics revealed by projective psychologic tests must always be 
validated by clinical corroboration. 
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The Initial Interview: 
Estimating the Prognosis 


No VALID CRITERIA HAVE EVER BEEN DESIGNED THAT CAN SERVE AS A 
basis of prognosticating the results in psychotherapy. Published material is not 
too helpful, and even simple studies on recovery rates with different psycho- 
therapies pose more problems than they solve. Thus Knight [439], reporting 
on results with psychoanalysis, found that 56% of treated patients were “cured” 
or “improved.” When therapeutic procedures were employed along dynamic 
lines, but short of extensive psychoanalysis, Miles, Barrabee and Finesinger 
[440] found “improvement” in 58% of the patients. With non-specific ther- 
apeutic measures, principally rest, sedation and reassurance, Denker [441] dis- 
covered a recovery rate of 70%. Utilizing a non-directive approach, 74% of the 
persons treated were rated by Bartlett [442] as “improved.” Perhaps most sur- 
prising is the reporting by Landis [443] of a spontaneous recovery rate of 68% 
in patients who were not exposed to any therapy. These figures are confusing 
since they tend to depreciate the value of intensive psychotherapy. However, 
without a comparative assay of the standards utilized in rating these reported 
results, and without a precise definition of the technical procedures employed, 
caution must be expressed in accepting the validity of these and any other sta- 
tistics on improvement and recovery. 

If so seemingly uncomplicated a matter as success or failure in psycho- 
therapy can be estimated with no greater accuracy than the above studies reveal, 
it is obvious that the myriad intangibles involved make any estimates of prog- 
nosis an even more difficult task. One reason for the predicament is that 
irrespective of syndrome or any characteristics displayed by the patient, success 
in therapy is predicated on the response of the patient to a therapeutic relation- 
ship in which there are two participants, the patient and the therapist. Unless 
we know how the therapist will comport himself in the relationship, how objec- 
tive and empathic he will be, we figuratively are aware merely of one part of an 
equation. The other part, the activity of the therapist, is the imponderable factor 
about which we know little, but which will significantly influence the results. 

However, if we accept the therapist aspect of the equation as a constant, and 
assume that he can be therapeutically astute in all cases, we find that some kinds 
of problems and some characteristics displayed by patients will make for a better 
response to therapy than other problems and characteristics. It is on these quali- 
ties that we may make our estimates of prognosis. 

In delineating prognostic signs, it is necessary to qualify them in terms of 
the ultimate treatment goals. This nae some patients may successfully 
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achieve the goal of stabilizing themselves at the level of their optimal functioning 
prior to the onset of their illness, while they may be unable to reach the goal of 
personality reconstruction. Prognostic estimates will, therefore, be different with 
these two different goals. For example, in a patient with marked disintegrative 
tendencies, who has manifested an acute emotional disturbance, we may prog- 
nosticate a recovery from his acute disturbance and restoration to his previous 
level of functioning. Yet the prognosis for eradication of the disintegrative 
tendencies, and for reconstruction of the personality, will be less favorable. 

Prognosis may be approached by considering such factors as the age of the 
patient, the duration of his illness, the severity of his symptoms, the diagnosis, 
the level of his intelligence, his motivations for therapy, the depth of insight, the 
factor of secondary gain, his ego strength or weakness, the current environmental 
situation, past therapeutic failures, and the response of the patient to the present 
therapeutic effort. 


AGE OF PATIENT 


Flexibility of personality is more important than the age of the patient in 
determining responsiveness to therapy. Because the average individual becomes 
more or less rigid as he grows older, his personality patterns and defenses be- 
coming more inflexible, it is less likely that he can achieve extensive changes with 
therapy after 45 years of age. Response to supportive therapy, however, does not 
seem to be correlated with age. 


DURATION OF ILLNESS 


The more chronic the illness, the poorer the prognosis. Some ailments of 
more than five years’ duration may be extremely resistant to therapy. The reason 
is that the problem has become highly organized over a period of time with 
defensive balances and counterbalances that tend to neutralize the therapeutic 


effort. 
SEVERITY OF SYMPTOMS 


The severity of symptoms seems to bear little relationship to how rapidly 
or how completely emotional problems are resolved. Thus, a mild phobia in some 
patients may be more resistant to treatment than a severe phobic condition in 
other patients. A person with an intense anxiety reaction may react more rapidly 
to therapy than one with a personality problem without disturbing anxiety mani- 
festations. Indeed, the absence of severe symptoms may influence therapy in a 
negative way since discomfort and suffering provide many of the strongest 


incentives for getting well. 


DIAGNOSIS 


Some types of emotional disorders seem to respond more readily than 
other types. While certain conditions may rapidly be restored to stability with 
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supportive therapy, they may resist vigorously the deeper changes wrought by 
insight therapy. Among such conditions are organic brain disorders, schizo- 
phrenia, manic-depressive reactions, involutional psychotic reactions, chronic 
anxiety reactions, chronic obsessive-compulsive reactions, perversions, addictions, 
and a great many personality disorders, particularly those in which there is 
characterologic rigidity. The other syndromes, especially stress, anxiety, conver- 
sion, phobic and psychophysiologic reactions, are usually more amenable to 
insight therapy, but coexistent factors of a destructive nature may possibly in- 
terfere with good results. 

Neurotic symptoms occurring in the medium of a severe personality dis- 
order and initiated, or sustained, by the disorder may not disappear until the 
personality problem itself is resolved. Thus, what may concern the patient most 
importantly, promoting his search for psychotherapeutic help, is his inability to 
enjoy sexual relations. He may ardently wish to get over the symptom. This, 
however, may not yield until his fundamental problem of detachment from 
people is corrected. Here the outlook is guarded, since the personality disorder 
will first have to be resolved before the sexual symptom disappears. 


LEVEL OF INTELLIGENCE 


High intelligence is not positively correlated with good results in therapy. 
However, borderline or defective intelligence will make it difficult to use 
any other technique than that of supportive therapy. 


MOTIVATIONS FOR THERAPY 


Unless the patient has the proper motivation for therapy, it may either be 
difficult to treat him, or therapeutic goals may have to be rigidly circumscribed. 
Thus, an alcoholic may have no motivation for treatment whatsoever, consulting 
the therapist merely to please his wife. So long as this lack of motivation persists, 
the prognosis with any kind of therapy will be poor. An individual with 
a psychophysiologic gastrointestinal ailment may seek rapid, dramatic relief for 
his symptoms, but he may not be motivated to explore his inner problems and 
conflicts in order to arrive at the basis for his complaints. It will not be possible, 
under these circumstances, to employ insight therapy with reasonable success. An 
individual with a personality disorder associated with aggression may not be 
motivated toward changing his way of life no matter how skillfully the therapist 
applies himself. He may, for instance, rationalize his refusal to change on the 
basis that an alteration in personality will threaten him economically, He may 
believe his livelihood to be contingent on fierce competitiveness. He will, there- 
fore, resist therapy that is aimed at reconstructive goals. 

A patient, furthermore, may be motivated to find in the relationship with 
the therapist other things than emotional health. He may thus seek in it a means 
to power, success or perfectionism. He may regard the relationship as a social 
experience because he is lonesome, or frustrated in his personal life. He may 
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desire to convert the therapist into a parental figure to satisfy a dependency 
need. Or he may search for an idealized image of himself in the therapist with 
which he can identify. Until these defective motivations are altered, the prog- 
nosis will be poor. 

Among factors that support good motivation for therapy are suffering from 
symptoms, the realization by the patient that he is handicapped by his neurosis, 
and a desire to be “normal” like other human beings. Among factors that op- 
pose proper motivation are absence of symptomatic suffering, lack of handicap 
from symptoms, the fear of finding out something despicable about oneself in 
therapy, the reluctance to yield neurotic gains and values, the fear of exposing 
oneself to the unknown dangers of health, and the desire to be unique and 
unlike other persons. 


DEPTH OF INSIGHT 


The quality and extent of insight may exert some influence on prognosis. 
The patient may have no conception that his symptoms are in any way related to 
basic conflicts within himself and his relationships with people. So long as this 
lack of understanding persists, there can be little progress in reeducative and 
reconstructive therapy. It is difficult to estimate how long therapy will be re- 
quired before the patient develops this degree of insight. On the other hand, the 
presence of such insight at the start of treatment, or its emergence during therapy, 
does not presuppose that the individual will be able to handle his insight con- 
structively, or to utilize it in the direction of change. The patient will require 
considerable fortitude to help compensate for the deprivation of spurious 
values foisted on him by his neurosis, to master the anxieties related to the 
challenging of basic defenses, and to experiment with normal values and goals 
that up to this time have been held in contempt or considered dangerous. While 
it is difficult to predict how long it will take the patient to develop insight or to 
utilize it, the existence of intelligence, sensitivity, creativity and flexibility are 
favorable signs. 


THE FACTOR OF SECONDARY GAIN 


Secondary gain elements include the use of symptoms and disorganizing 
personality traits as means to security and self-esteem. Every neurosis possesses a 
certain: protective quality for the patient even though it vitiates his productivity 
and sabotages his happiness. Indeed, the patient may resent abandoning spurious 
values that accrue to a neurosis. Thus a psychosomatic illness may inspire sym- 
pathy from people, absolve the patient from responsibility, and perhaps serve as 
a means of punishing intimates in his environment, toward whom the pa- 
tient feels resentful. In stress reactions (traumatic neurosis) the factor of mone- 
tary compensation may make sickness a real asset to the individual. Personality 
distortions may constitute the only means the patient knows of relating to 
people. He may, therefore, conceive of therapy as a means of exposing himself 
to dangers he has hitherto managed to avoid. 


234 THE TECHNIQUE OF PSYCHOTHERAPY 


The stronger the secondary gain, the less favorable the prognosis. During 
therapy, however, secondary gain elements may be handled and worked through 
as forms of resistance. 


ez 


EGO STRENGTH, AND EGO WEAKNESS 


The concept of ego strength is an empirical construct that is useful in 
estimating prognosis. The ego may be conceived of as an integrating force that 
permits of a mobilization of adaptive resources. The ability in insight therapy 
to face inner conflict, to tolerate the intense emotions and anxieties liberated in 
the relationship with the therapist, to recognize the irrationality of these emo- 
tions, to understand their genetic origin, to abandon the spurious values and 
secondary gains of a neurosis, and to establish patterns of behavior in line with 
mature goals, calls for a relatively strong ego structure. 

Estimates of ego strength may be made from data in the following areas: 
(1) hereditary influences, (2) constitutional factors, (3) early environmental 
conditionings, (4) developmental history, (5) present interpersonal relations, 
_(6) methods of handling stress, (7) ability to gratify vital needs, (8) symp- 
toms, (9) precipitating environmental factors, (10) type of previous adjust- 
ment, and (11) prevailing level of social maturity. 


1. Hereditary Influences 


The significance of heredity in fashioning ego strength is not clear. We 
may speculate that a “neuropathic predisposition” imposed on the individual 
by heredity tends to weaken his ego, but how this operates and the extent of its 
influence cannot be described. A family history of mental illness, especially 
manic-depressive psychosis and schizophrenia, of alcoholism, of convulsive dis- 
order, and of drug addiction must always be considered seriously; nevertheless, 
a favorable early environment may neutralize any destructive hereditary factors. 
On the other hand, absence of hereditary history of mental illness does not mean 
that ego strength is guaranteed. 


2. Constitutional Factors 


Like heredity, it is difficult to assign to constitution a definite role in the 
molding of ego strength. However, a constitutionally abnormal stature, physique 
or endocrine disorder, may create problems for the person, and, in this way in- 
directly influence ego functioning. 


3. Early Environmental Influences 


Severely traumatizing influences in early childhood may have impoverished 
ego development so drastically as to limit the extent of its potential growth. 
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Where historical material during early childhood reveals great stress, an at- 
tempt should be made to ascertain the effect on the patient's ego. Among 
traumatizing influences are disharmony in the home; intense conflict between 
the parents, or their separation or divorce; tendencies in either parent that make 
him or her markedly authoritarian, domineering, excessively punitive, cruel, 
intolerant, unstable, immature, cold, neglectful, rejecting, weak, sickly, super- 
stitious, over-protecting, neurotic, psychotic or alcoholic; and great rivalry with, 
or jealousy and dislike of a sibling. The absence of such influences is not neces- 
sarily a favorable prognostic sign. 


4. Developmental History © 


By the same token, certain findings in the developmental history are in- 
dicative of a potential stunting of personality growth. They are often in- 
signias of possible extensive and even irreparable damage to the ego. Among 
important findings are the. following: 

a. Birth, (1) Patient was an unwanted child. (2) Birth was premature. 
(3) Birth injury. 

b. Feeding problems. (1) Never breast fed. (2) Bottle fed before 6 
months. (3) Bottle fed after 14 years. (4) Vomiting spells or colic, 

c. Early care. (1) Mother sickly after patient’s birth. (2) Mother did not 
participate in early care. (3) Patient had a succession of nurses. 

d. Physical development. (1) Delayed growth. (2) Deformity. 

e. Habits. (1) Retarded dressing and toilet habits. (2) Enuresis. (3) 
Improper sleeping habits. 

f. Intellectual development and school adjustment. (1) Delayed talking. 
(2) Started school when seven years old or older. (3) Got along poorly with 
teachers. (4) Repeated grades. (5) Got along poorly with schoolmates. (6) 
Unhappy at school. (7) Obtained low grades. (8) Quit school before the 
eighth grade. 

g. Emotional maturity. (1) Persistent temper tantrums. (2) Continuing 
dependency. (3) Unresolved sibling jealousy. (4) Lack of assertiveness. (5) 
Never self-supporting as an adult. (6) No effort to hold a job. (7) Never 
married. (8) Married, but divorced or separated. (9) No desire for children. 
(10) No group interests. 

h. Social development. (1) Excessively selfish, withdrawn, timid or se- 
clusive. (2) No desire for friends, or unable to form friends. (3) Unaffectionate 
and undemonstrative. (4) Refusal to accept responsibilities. 

i. Sexual development. (1) No sex education. (2) Slept in parents’ bed- 
room. (3) Observed parents in sexual relations. (4) Sexually stimulated by 
parent or nurse. (5) Masturbatory intimidation. (6) Intercourse before 16. 
(7) Sexual seduction before 16. . 

j- Illnesses and accidents. (1) Convulsive disorder as a child. (2) “Sleep- 
ing sickness.” (3) Poliomyelitis. (4) Asthma. (5) Fainting or dizzy spells. 
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(6) Migraine. (7) Trouble with sex organs. (8) Endocrine disease. (9) Head 
injury. (10) Several accidents. (11) Several fractures. (12) Cardiac disturb- 
ance. (13) Stomach and intestinal illness. 

k. Neurotic traits. (1) Peculiar toilet habits. (2) Persistent thumbsucking. 
(3) Nail biting. (4) Easy crying. (5) Persistent fears. (6) Nightmares. (7) 
Sleep walking. (8) Speech problem. (9) Tics. (10) Compulsions. (11) Per- 
sistent fears. (12) Excessive day dreaming. (13) Cruelty. (14) Excessive ag- 
gressiveness. (15) Truancy. (16) Hyperactivity. (17) Runaway tendencies. 
(18) Stealing. (19) Firesetting. (20) Detachment. 


5. Current Interpersonal Relations 


The nature of the patient’s current interpersonal relations may yield some 
clues to ego strength. Human beings display an endless variety of interpersonal 
reactions. The intensity of such reactions rather than their quality is of pathologic 
consequence, As a general rule, the personality distortions, tabulated below, in- 
dicate that long-term reconstructive therapy will be required to influence them 
significantly. They do not indicate how the patient will respond to treatment. 
Some of the distortions are more serious than others; for instance, detachment 
or open aggression. On the other hand, the relative absence of personality dis- 
tortions is a good prognostic sign. The characteristics listed below must be 
considered of negative prognostic importance only when they appear in ex- 
aggerated form. 

a. Relationship with people in a superior or authoritative position. (1) 
Dependency. (2) Submissiveness. (3) Shyness. (4) Ingratiation. (5) Fear. 
(6) Dislike. (7) Distrust. (8) Aggression. (9) Detachment. 

b. Relationship with friends and colleagues. (1) Absence of close friends. 
(2) Feelings of being disliked. (3) Avoidance of people. (4) Lonesomeness 
even with people. (5) Fears of people. (6) Inability to mix. (7) Fear of re- 
jection. (8) Dependency. (9) Submissiveness. (10) Distrustfulness. (11) Ag- 
gression. (12) Dislike of people. (13) Inability to get along with women. (14) 
Inability to get along with men. (15) Fear of women. (16) Fear of men. (17) 
Feelings of difference from other people. (18) Feelings of inferiority. (19) 
Feelings of superiority. (20) Jealousy of others. (21) Suspicion of motives of 
others. (22) Stubbornness with others. (23) Insistence on having own way. 
(24) Furiousness when crossed. 

c. Miscellaneous relationships. (1) Dislike of younger, older, less attrac- 
tive, or unfamiliar people. (2) Suspiciousness. (3) Self-consciousness. 

d. Group relations. (1) Dislike, fear, and avoidance of groups. (2) Shy- 
ness in groups. 

e. Attitudes toward self. (1) Shyness. (2) Lack of self-confidence. (3) 
Avoidance of responsibility. (4) Indecisiveness. (5) Despising of self. (6) Per- 
fectionism. (7) Meticulousness. (8) Parsimony. (9) Obstinacy. (10) Self- 
dramatization. (11) Narcissism. (12) Grandiosity. (13) Mysticism. (14) 
Feelings of guilt. (15) Need for punishment. (16) Resentfulness. 
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6. Methods of Handling Stress 


The adequacy or inadequacy of the defensive reactions of the individual 
may be of significance. Among the less favorable signs in relation to the han- 
dling of stress are physical withdrawal, emotional detachment, fantasy, “‘acting- 
out,” aggression, sadism, alcoholic overindulgence, excess sedation, intense de- 
pendency, self-punishment, self-aggrandizement, intellectual confusion, emo- 
tional shattering, physical sickness, compulsions, depression, feelings of un- 
reality, and sexual perversions. Unfavorable also is an inability to face pain or 
to tolerate anxiety which will occur when the patient’s resistances are challenged. 


7. Ability to Gratify Vital Needs 


The ability to gratify, in conformity with the mores, important biologic 
and social needs, without guilt, aggression or self-punishment, are signs of ego 
strength. 


8. Symptoms 


Prognostically unfavorable symptoms are stammering, homosexuality, ex- 
hibitionism, fetishism, sexual sadism, sexual masochism, psychomotor retarda- 
tion, violent rages, euphoria, apathy, fear of blushing, fear of germs, fear of 
soiling, fear of contamination, fear of poverty, uncontrollable impulses, hand- 
washing, ritualistic acts, hait-plucking, self-torture, delusions of influence, de- 
lusions of persecution, delusion of “thoughts being stolen,” grandiose delusions, 
delusion of “mission to perform,” delusion of body organs rotting, delusion of 
having committed an “unpardonable sin,” delusion of “having lost one’s soul,” 
ideas of reference, hallucinations, impaired reality sense, depersonalization, im- 
paired judgment, alcoholism, drug addiction, and criminality. 


9. Precipitating Environmental Factors 


Emotional ailments occurring in the medium of severe environmental 
stress, and directly related to the stress factor may have a favorable prognosis, 
provided that the environmental difficulty can be resolved, or that the patient 
is capable of making an adjustment to irremediable circumstances. Illustrative 
are catastrophic life happenings; such as, accidents; disasters of nature or those 
brought on by war; death of parents, mate, or children; abandonment, separa- 
tion or divorce; and severe losses of prestige, position or economic security. On 
the other hand, emotional illness developing in the face of a congenial environ- 
ment has a less favorable prognosis. 

An emotional problem brought on by severe environmental stress, does not 
always indicate a good prognosis, even in the absence of maladjustment prior 
to the cataclysmic happening. In some instances the stress situation may touch 
off a residual neurosis by bringing into play repressive and regressive defensive 
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techniques which persist long after the traumatic event has passed. Instead of 
recovering rapidly with therapy, the individual may exhibit an obstinate reaction 
of helplessness, as if he no longer trusts the world that has so abruptly shattered 
his sense of mastery. 


10. Previous Adjustment 


If the patient has, at any period in his life, made a good adjustment, the 
prognosis would probably be better than if maladjustment were present from 
early childhood continually. In appraising the character of the patient’s ad- 
justment, the therapist should consider whether this was maintained at the 
expense of vital aspects of functioning. One should determine what it takes out 
of the person to make the kind of adjustment he is making even though he 
makes it successfully. For instance, a schizoid personality disorder may not 
militate against a social adjustment, provided that the individual is capable of 
avoiding situations of environmental stress, and is able to detach himself suf- 
ficiently from people to prevent close interpersonal involvements. An aggres- 
sive obsessive-compulsive individual may be able to carry on satisfactorily, with 
a modicum of happiness, if he can control his environment and the persons with 
whom he is intimately associated. Or adjustment may be contingent on the 
gratification of immature, dependency strivings, maladjustment ensuing upon 
withdrawal of the host. Thus the quality of one’s past adjustment, and the areas 
of functioning that must be inhibited, will determine whether or not they can 
be considered evidences of a strong ego. 


11. Level of Social Maturity 


Estimates of personality maturity in terms of physical growth, educational 
achievement, resolution of dependence, sexual maturity, marriage, parenthood, 
quality of social relationships, and group and community participation, are 
possible indications of ego strength. However, an individual who has achieved 
a good social adjustment, satisfying accepted criteria of maturity, may still be a 
seriously sick person emotionally, who, upon succumbing to collapse in adapta- 
tion, may offer strong resistances to psychotherapy. Thus, a person may achieve 
social maturity by repressing powerful anxiety-provoking conflicts, and by evolv- 
ing a personality structure organized around perfectionism, obstinacy, meticu- 
lousness, repression of hostility, and a compulsive need for order and precision 
in his immediate environment. Therapy may be a prolonged and difficult task, 
even though the individual may have operated in life on an apparently high 
level of maturity. 

On the other hand, evidences of immaturity (impaired physical growth, 
low educational achievement, continued dependency ties, sexual infantility or 
perversions, distorted life goals, inability to accept marriage or parenthood, in- 
ability to coordinate ambitions with aptitudes and the existing reality situation, 
disturbed social relationships, and lack of community participation) may, if 
prominent, be regarded as direct signs of ego weakness. 
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THE CURRENT ENVIRONMENTAL SITUATION 


Serious lacks and encumbrances in one’s environment influence prognosis 
negatively. Thus, a disturbed environment which the patient cannot alter, and 
in which he is expected to function, imposes a burden on his capacities for ad- 
justment. Among inordinate environmental influences are economic stress; bad 
work, housing and neighborhood situations; abnormal cultural standards and 
pressures; discordant family relationships; and disturbed daily habits and 
routines. 

1. Economic situation. (a) The patient is subject to desperate or poor fi- 
nancial circumstances. (b) He is unable to afford adequate food, shelter and 
clothing. (c) He cannot support dependents, meet his present indebtedness, or 
provide for appropriate education and recreation. 

2. Work situation. (a) The patient is unemployed. (b) He has made the 
wrong selection of an occupation. (c) He is unhappy at work due to inadequate 
salary, inimical work conditions, and few opportunities for advancement. 

3. Housing situation. The patient lives in an inadequate dwelling in terms 
of insufficient space, absence of privacy, and uncleanliness. 

4. Neighborhood situation. (a) The patient is subject to malicious activi- 
ties by delinquent or criminal individuals or gangs. (b) He is exposed to racial, 
class or religious discrimination. (c) There are no neighborhood recreational 
and social facilities. (d) He lives too far away from work and social activities. 

5. Cultural standards and pressures. (a) The patient comes from a different 
background than people with whom he lives and associates. (b) He feels dis- 
criminated against because of his race, religion, color or national background. 
(c) He finds it difficult or impossible to adjust to the standards of the people 
around him. (d) He refuses to conform with current cultural patterns. (e) His 
personal standards clash with community standards. 

6. Family relationships. (a) The patient is unhappy at home. (b) He is 
“ashamed of,” “afraid of” or “hates” certain members of his family. (c) He 
disagrees violently with people at home. (d) His independence is threatened. 
(e) There is constant insistence that he “obey.” (f) There is interference with 
his legitimate social life. (g) His personal appearance is criticized. (h) He is 
subjected to angry displays. (i) Though adult, he is unable or unwilling to 
live away from his family. (j) He has a difficult problem with his mother, 
father, sibling or other relatives at home. (k). He is financially dependent on 
his parents. 

7. Relationship with mate. (a) If married, he is unable to adjust to married 
life or to get along with his mate. (b) He is not in love with his mate. (c) He 
fights constantly with his mate. (d) His sexual relations are unsatisfactory. 
(e) His mate is adulterous or emotionally ill. (f) He is mistreated by his mate. 

8. Relationship with children. (a) The patient is having a severe problem 
with one (or more) of his children who is physically or emotionally ill. (b) 
He regrets having children. (c) His children “get on his nerves.” (d) He dis- 
likes his children or vice versa. (e) His children quarrel constantly and are 
refractory to reasonable discipline. 


240 THE TECHNIQUE OF PSYCHOTHERAPY 


9. Daily habits, recreations and routines. The patient is guilty of some of 
the following: (a) Irregular meal times. (b) Unbalanced diet. (c) Excess 
coffee and tobacco. (d) Improper body care and grooming. (e) Insufficient 
sleep. (f) Lack of exercise. (g) Absence of interests, hobbies or recreations; 
few or no social or community activities. 


PAST THERAPEUTIC FAILURES 


One or more long unsuccessful psychotherapeutic experiences is generally 
an unfavorable prognostic sign. Exceptions to this rule include treatment by an 
unskilled therapist, by one who was unable to handle transference or to control 
counter-transference reactions, or by one whose approach lacked flexibility. Be- 
cause his previous treatment had failed, the patient may have lost confidence in 
the efficacy of psychotherapy. This may act as resistance to treatment. 


RESPONSE TO THE PRESENT THERAPEUTIC EFFORT 


Once therapy has started, it may be possible to prognosticate the outcome 
with greater accuracy than from the appraisal of the past history. If the patient 
has or develops strong motivations for therapy, if he enters into a good work- 
ing relationship with the therapist, if he is capable of understanding and resoly- 
ing transference reactions, if he masters resistances to therapy, if he exhibits an 
ability to face anxieties associated with his inner conflicts, if he shows a willing- 
ness to abandon the spurious values of his neurosis and to vanquish the second- 
ary gain element, we may reasonably predict a good prognosis. 


Summary of Positive and Negative Prognostic Signs 
in the Patient 


POSITIVE NEGATIVE 
1. The age of the patient is not too Patient has advanced to an age where 
advanced. learning is not so easy, where his patterns 
are set, and where considerable rigidity 
exists. 
2. Problems are of recent duration. Problems date back to childhood or are of 


a longstanding nature. 


3. Patient’s symptoms or behavior pat- Patient's symptoms or behavior patterns 
terns are incapacitating, inconvenient cause him no inconvenience and are not 
of arouse resentments in him. incapacitating. Symptoms are strongly 

protective in nature, and yield positive 
dividends, such as support, attention, and 
monetary compensation. Symptoms sat- 
isfy a masochistic need in the patient. 
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10. 


11. 


12. 


13. 


14. 


POSITIVE 


. The patient is suffering from a stress, 


anxiety, phobic, conversion, or psy- 
chophysiologic reaction. 


. The patient has a normal or high 


intelligence, 


. The patient has a strong motivation 


for therapy. He applies for therapy 
through his own efforts. He sees the 
need for psychotherapy. 


. The patient has insight into the emo- 


tional nature of his problem. 


. Elements of secondary gain are rela- 


tively lacking. 


. There is no hereditary history of men- 


tal illness. 


The patient has no constitutional ab- 
normal stature, physique or endocrine 
disorder. 


The patient was not subject to se- 
verely traumatizing influences in his 
childhood. 


Few or no distortions existed in the 
relationship of the parents with the 
patient. 


The developmental history shows no 
setious defects in physical develop- 
ment, habits, school adjustment, 
emotional maturation or sexual de- 
velopment. 


Adjustment failures in childhood 
were minimal; childhood neurotic 
disturbances were absent. 
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NEGATIVE 
The patient is suffering from an organic 
brain disorder, schizophrenia, manic- 
depressive reaction, involutional psy- 
chotic reaction, chronic anxiety reaction, 
chronic obsessive-compulsive reaction, 
drug addiction, sexual perversion, or 
severe personality disorder. 


The patient has a borderline or low 
intelligence. 


The patient has little or no motivation for 
therapy. He is brought into therapy by 
another person. He does not see a need for 
psychotherapy. 


The patient has no idea his problem is 
emotionally inspired. 


` Secondary gain elements are present. 


There is a hereditary history of mental 
illness. 


A constitutional disturbance is present. 


Severe traumatic influences existed in 
the patient’s childhood. 


There was severe disharmony in the 
home, severe difficulties between patient’s 
mother and father, or severe distortions in 
his relationship to his parents. 


The developmental history shows a 
serious maladjustment during infancy and 
childhood. 


There was failure of adjustment in child- 
hood; patient had childhood neurotic 
disturbances. 
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15. 


16. 


Fi: 


18. 


19. 


20. 


21. 


22. 


23. 


POSITIVE 
Patient’s relationships with people in 
general ate good. There is plasticity 
in personality traits and defenses. He 
is able to establish a good relationship 
with the therapist. 


Assertiveness is present and self-es- 
teem is good. 


The patient's conscience is not too 
severe or too diminutive. 


The patient is capable of handling 
reasonable stress or of enduring rea- 
sonable anxiety without repressive or 
regressive reactions. 


The patient is capable of gratifying 
vital biologic and social needs in con- 
formity with the mores of the group. 


The patient's symptoms consist of 
anxiety, tension, mild depression, 
mild psychophysiologic reactions or 
phobias. 


Immediate environmental precipitat- 
ing factors are strong. 


The patient’s adjustment prior to his 
illness was good. 


The patient has achieved social ma- 
turity. There are no defects in physical 
growth, educational achievement and 
school progress, resolution of de- 


- pendence, sexual maturity, marriage, 


parenthood, social relationships and 
community participation. 
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NEGATIVE 
The patient has severe disturbances in 
interpersonal relations. There is rigidity 
in personality traits and defenses. Trans- 
ference elements are disturbing and inter- 
fere with a good relationship with the 
therapist. 


Assertiveness is lacking and self-esteem 
is diminutive. 


The patient's conscience is excessively 
severe, is diminutive, or exerts an uneven 
pressure on him. 


The patient tends to handle stress or 
anxiety by reactions of physical with- 
drawal, emotional detachment, fantasy, 
“acting-out,” aggression, sadism, alco- 
holic overindulgence, excess sedation, 
intense dependency, self-punishment, self- 
aggrandizement, intellectual confusion, 
emotional shattering, physical sickness, 
compulsions, depression and feelings of 
unreality. 


Patient is unable to gratify his needs or 
does so in opposition to accepted mores. 


Symptoms consist of stammering, sexual 
perversions, deep depression, violent 
tages, euphoria, apathy, various obses- 
sions, compulsions, ideas of reference, 
delusions, hallucinations, impaired reality 
sense, depersonalization, alcoholism, drug 
addiction, and criminality. 


Immediate environmental precipitating 
factors are not intense. 


Maladjustment was present since early 
childhood. 


The patient has been delayed in achieving 
social maturity. There are defects present 
in the patient’s physical growth, educa- 
tional achievement and school progress, 
resolution of dependence, sexual ma- 
turity, marriage, parenthood, social rela- 
tionships and community participation, 
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POSITIVE NEGATIVE 

24. The patient has adequate interests, Patient has few or no interests, hobbies or 
hobbies and recreational pursuits. recreational activities. 

25. The patient's life situation will reward The abandonment of symptoms or the 
him for the abandonment of symp- development of new patterns of behavior 
toms and the development of new bring negative results, or expose the pa- 
patterns. tient to dangers of a strongly threatening 

nature, 

26. Habitual environmental pressures on, Habitual environmental pressures on, and 
and responsibilities of the patient are responsibilities of the patient to which 
average. he must adjust are severe and irremediable. 

He will have to live in a disturbed or 
depriving environment (neurotic parents 
or mate, poor economic circumstances, 
harsh culture, etc.) 

27. Ambitions are in line with aptitudes Ambitions are out of line with aptitudes 
and the reality situation. or the reality situation. 

28. The patient has had no previous at- The patient has had previous attacks of 
tacks of emotional illness. emotional illness. 

29. The patient has received no psycho- The patient has received psychotherapy 
therapy in the past. in the past which was unsuccessful. 

30. Therapy and the therapeutic situation Therapy and the therapeutic situation 
do not impose too great hardships on impose great hardships on the patient. 
the patient in terms of expense, time, 
travel, etc. 

31, Patient has no problems in com- Patient has problems in communication. 


munication. 


SUMMARY OF PROGNOSTIC SIGNS FROM THE 
STANDPOINT OF THE THERAPIST 


It may seem odd to include the therapist in a prognostic index. However, 
since psychotherapy is an interpersonal relationship, the therapist's attitudes to 
a specific patient, his capacity to understand the patient and to provide a mean- 
ingful relationship for him, are important in estimating what will happen in 
the therapeutic situation. It is difficult to predict from the general responses 
of the therapist whether he will be able to establish a good relationship with 
a certain patient. The therapist may be able to relate better to some patients than 
to others. Furthermore, since an understanding of psychodynamic problems is 
mandatory in providing success in psychotherapy, the therapist may be able. to 
work better with certain kinds of emotional problems and not so well with 
others. 
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10. 


Ti; 


12. 


POSITIVE 


. The therapist is capable of under- 


standing the dynamics of the patient's 
illness. 


. The therapist is sufficiently sensitive 


to perceive what is happening in the 
treatment process. 


. The therapist is aware of his own 


feelings and is capable of remaining 
objective irrespective of the attitudes 
and behavior manifested by the 
patient. 


. The therapist is flexible in his ap- 


proach to the patient. 


. The therapist has a capacity for em- 


pathy with the patient. 


. The therapist tends to treat the pa- 


tient in a respectful and cooperative 
manner. 


. The therapist is capable of being firm 


on occasion. 


. The therapist is capable of establish- 


ing a working relationship with the 
patient. 


. The therapist is well-adjusted and is 


gaining satisfactions for his own basic 
needs, 


The therapist is capable of tolerating 
the expression of varied impulses in 
the patient. 


The therapist has no neurotic atti- 
tudes toward money. 


The therapist is able to tolerate the 
vicissitudes inevitable to therapy. 
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NEGATIVE 
The therapist is confused about the 
existing dynamics. 


The therapist is insensitive to what is 
going on within the patient and within 
himself. 


The therapist is incapable of maintaining 
satisfactory objectivity. 


The therapist is rigid in his approach to 
the patient. 


The therapist lacks empathy with the 
patient. 


The therapist is domineering, pompous 
and authoritarian. 


The therapist is too passive and submis- 
sive. 


The therapist is detached. 


The therapist tends to utilize the patient 
for the vicarious gratification of his own 
repressed or suppressed impulses; such as, 
sexuality, the expression of hostility, 
and the gaining of prestige. 


The therapist is incapable of tolerating 
such impulses in the patient as sexuality, 
hostility, or assertiveness. 


The therapist's insecurity reflects itself in 
anxiety about fees and payments. 


The therapist is unable to tolerate blows 
to his self-esteem by the patient's acting- 
out tendencies, by manifestations of re- 
sistance and transference, and by the 
inevitable failures and frustrations in 
treatment. 
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POSITIVE 
13. The therapist feels secure within 
himself. 


14, The therapist is capable of giving the 
patient support in accordance with the 
patient’s needs without overprotect- 
ing or overdomineering the patient. 
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NEGATIVE 

The therapist has a neurotic need to be 
liked, a compulsive tendency toward 
perfectionism, inordinate hostility, poor 
creativity, no sense of humor, an inability 
to take criticism, low personal integrity, 
a diminished respect for people, a failure 
to acknowledge self-limitations, a low 
energy level or poor physical health. 


The therapist rejects the patient, or 
refuses to, or is unable to extend to the 
patient measured support. 


The Initial Interview: 


Estimating the Patient's General Condition 


IT Is IMPORTANT TO ESTIMATE HOW THOROUGHLY PREPARED THE PATIENT 
is for psychotherapy prior to making arrangements for his treatment. This neces- 
sitates a number of judgments, including the level of insight and the degree of 
motivation. Such judgments should be recorded in the initial interview form. 


RESPONSE OF PATIENT TO THERAPIST AND VICE VERSA 


The therapist will have observed by the time he reaches this point in the 
initial interview that the patient has responded to him in certain ways; such as, 
by being cooperative, fearful, suspicious or hostile. He will also be aware of his 
own feelings about the patient—positive or negative. The interviewer will have 
to handle the patient’s fearful, suspicious or hostile responses along lines sug- 
gested in chapter 28, Dealing with Inadequate Motivation. He will further- 
more have to manage his own overprotecting and rejecting attitudes toward 
the patient. Observations of reciprocal responses are important in deciding 
whether the interviewer will continue treating the patient or whether he will 
make a referral to another therapist. 


PHYSICAL APPEARANCE 


The patient’s physical appearance—meticulous, presentable, untidy or 
disheveled—and the manner of his dress may give the interviewer some clues 
of how the patient feels about himself. Thus, a woman with a short haircut, 
who wears a mannish-like suit, may have homosexual impulses, or may seek to 
identify with males. An unkempt personal appearance may be a manifestation , 
of disintegrative tendencies. Pretentious apparel may be a surface indication of 
feelings of deep self-devaluation, or of contemptuous attitudes toward con- 
ventionality. 


PATIENT'S ESTIMATE OF HIS PRESENT PHYSICAL HEALTH 


The degree of the patient's preoccupation with health may be diag- 
nostically important. Thus underconcern about his physical condition, to a point 
where the patient neglects an illness, may be indicative of masochism. Over- 
concern about his physical state may reflect fears of mutilation or of death, such 
as are found in obsessive-compulsive reactions. 

246 


ESTIMATING THE PATIENT'S GENERAL CONDITION 247 


COMMUNICATIVENESS 


The way the patient communicates is suggestive of how he will relate in 
therapy, of his emotional status, and of his contact with reality. A non-motivated 
patient is usually underproductive. Underproductivity to a point of retardation 
is also often a sign of depression, especially of a depressed manic-depressive 
state. Garrulousness may be a manifestation of fear, or it may indicate a serious 
psychomotor condition, as in the organic psychoses. Overproductivity may ad- 
ditionally be part of a manic phase of manic-depressive psychosis. Disjointed, 
irrelevant and incoherent productions are sometimes found in schizophrenia. 


INSIGHT AND MOTIVATION 


In order for the patient to qualify for successful therapy, he must satisfy 
each of the following conditions: 

1. He must be aware of the fact that he has a problem. 

2. He must desire to correct the problem. 

3. He must be aware of the fact that the problem is emotional in nature. 

4. He must be willing to accept psychotherapy. 

5. He must be willing to accept help from the interviewer or from some 
other therapist. 

6. He must be willing to accept the conditions of psychotherapy. 

7. He must be able to arrange time for treatment. 

8. He must be able to afford to pay whatever fee is decided on between 
himself and his therapist. 

The interviewing therapist must, therefore, search for answers to the 
following questions: 

1. Is the patient aware of the fact that he has a problem? If not, why has 
he come for an interview? 

2. Assuming that he recognizes that he has a problem, does he want to 
correct the problem? If not, what does he want from the interviewer? If so, 
what kind of help does he believe he needs, and what help has he received to 
date? 

3. Is he willing to accept the fact that his problem is emotionally deter- 
mined? If not, how intense is his resistance? Does he know anything about emo- 
tional illness? 

4, Assuming that he accepts the fact that he has an emotional problem, 
is he willing to receive psychotherapy? If not, why not? Does he have mis- 
conceptions about psychotherapy? Are these soluble with appropriate clarifica- 
tion? 

5. Is he willing to accept treatment from the interviewer or from a therapist 
to whom he is referred? If not, what resistances does he display? Can these be 
handled during the initial interview? 

6. Is he willing to accept the conditions, the general arrangements and 
thie method of psychotherapy? If not, is it possible to deal with his objections? 
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7. Can he arrange the necessary time for treatment? If not, are the reasons 
emotional or realistic? Can a practical means be devised for handling these 
problems? 

8. Can he afford therapy? If not, can he arrange to obtain or to borrow 
funds? 

The management of the patient’s resistances to any of the conditions es- 
sential for therapy is a responsibility of the initial interviewer. Ways of deal- 
ing with such resistance are indicated in this and in later chapters, particularly 
Chapter 30, Answering Questions Patients Ask about Therapy and Chapter 28, 
Dealing with Inadequate Motivation. 
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The Initial Interview: 
Making Practical Arrangements for 
Psychotherapy 


BEFORE MAKING ANY ARRANGEMENTS FOR THERAPY, IT IS ADVISABLE TO 
give the patient a bird’s-eye view of his problem in terms that are meaningful to 
him. The therapist presents a general statement of the problem as he sees it, 
and of what might be accomplished through psychotherapy. No interpretations 
are made; no outline of the dynamics are postulated; no promises of cure are 
extended; no pronouncements are expressed to the effect that the prognosis is 
bad. The following is an example of a possible statement: “Now I have a gen- 
eral idea of your problem and I should like to give you some broad impressions 
of what might be done. Due to a number of factors, you have developed diffi- 
culties that ‘tie you in a knot,’ so to speak. You have some bothersome symp- 
toms, and you are prevented from developing your potentialities. I think you 
need psychotherapy and can benefit from it.” 

Included in the making of practical arrangements for therapy are the choice 
of therapist, choice of therapy, frequency of visits, estimating the duration of 
therapy, arranging the fee, handling delays in starting treatment, and making 
final arrangements with the patient or referring him to another therapist. 


CHOICE OF THERAPIST 


By the time the initial interview is completed, the interviewer will usually 
have been able to evaluate whether or not he can, with his training and skills, 
handle the patient’s problem. He may, by virtue of his training, be equipped to 
treat the patient. Whether or not he decides to do so will be dependent on his 
emotional response to the patient, his interest in the specific problem presented, 
and his ability to make the proper time and financial arrangements with the 
patient. He will also have to take into account the patient’s own wishes. 

The interviewer may not be trained to implement the kind of therapeutic 
approach best suited for the patient's difficulty. Thus if psychoanalysis is decided 
on as the treatment of choice, and the interviewer is not analytically trained, he 
will want to transfer the patient to a psychoanalyst. If a dangerous depressive 
condition necessitates electric shock therapy which the therapist does not utilize 
in his practice, he will have to find a suitable psychiatrist who can give shock 
treatments. If hypnotherapy seems indicated, a specialist in this field will be 
required. 
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The patient may possess a type of problem which the interviewer does 
not care to handle. For instance, some therapists do not like to work with adoles- 
cents, older patients, borderline cases, schizophrenic patients, alcoholics, drug 
addicts, obsessive-compulsive neurotics, severe anxiety hysterics, and psycho- 
pathic personalities. Moreover, the emotional response of the patient to the in- 
terviewer, and of the interviewer to the patient may be such that it is obvious 
that they cannot work together. Finally, the patient may decide against starting 
treatment with the initial interviewer, even though the latter is willing to ac- 
cept the patient for therapy. While this contingency is rare in a properly con- 
ducted interview, the therapist should still be prepared to meet with it on 
occasion. 

The question is often asked regarding the preferred sex of a therapist for 
the handling of certain problems. Experience proves that the personality and 
skill of the therapist are more important than whether the therapist be male 
or female. Nevertheless, some patients seem to do better with therapists of one 
sex than the other. Thus, if the patient has had damaging experiences of rejec- 
tion, neglect, or harsh treatment from his father, and has later never been able 
to establish a good relationship with a man, severe problems of a transference 
nature are apt to develop with a male therapist. If the ego structure of such 
a patient is furthermore weak, treatment may stir up anxieties that are beyond 
his coping powers. Under these circumstances, it is probably better to get the 
patient started in treatment with a female therapist. The opposite would be true 
if the prime problems were with a mother figure. Here a male therapist would 
probably be better for the patient. If, however, the ego of the patient seems 
strong, if reconstructive therapy is to be used, and if a transference neurosis is 
desired, the opposite choice would be indicated. 

Certain kinds of syndromes seem to respond more readily in a relationship 
with a female therapist. Borderline cases, and some types of schizophrenia, al- 
coholism and psychopathic personality are often more easily handled by a fe- 
male therapist, possibly because existing dependency (oral) needs are, in the 
opinion of the patient, symbolically gratified, and there is no potentially threat- 
ening masculine authority figure. 

The age of the therapist may also influence the patient. Some patients are 
insistent upon an older therapist on the basis that age is an insignia of greater 
experience, An older female therapist is sometimes desired in cases where there 
is an urgent need for a mother figure, while an older male therapist may be 
sought by individuals who yearn for a relationship with a father figure. 


CHOICE OF TREATMENT METHOD 


So many variables are involved in therapy that it is difficult to decide in 
advance on the choice of treatment method. These variables include: how the 
patient will respond to the therapist after treatment has started, how the therapist 
will respond to the patient, the acceptance by the patient of the therapeutic 
situation, his reactions to the techniques employed, the emergence of resistances 
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to a working relationship, reactions to interpretations, manifestations of trans- 
ference, and the capacity to achieve and to utilize insight in the direction of 
change. 

Most patients are anxious for as quick relief of their symptoms as pos- 
sible. They see no need for an exhaustive probing of their patterns. Satisfying 
the demand for succor through supportive therapy is justified in only a limited 
number of situations. Supportive measures may be considered necessary where 
the patient's symptoms reflect an alarming collapse of his coping capacities 
in the form of excessive anxiety, depression, and disintegrative tendencies 
with shattered capacities for reality testing. They may be indicated also in pa- 
tients whose ego strength is doubtful, and in whom adjustment to the existing 
neurosis, with utilization of available assets to the full, and minimization of 
liabilities, is all that can be expected. Immature, dependent and psychopathic 
personalities, borderline cases, psychotics, alcoholics, drug addicts, and some 
compulsion neurotics often fall into this category. The therapist may have no 
alternative but to use supportive measures in patients who have no real motive 
for self-growth and who extract from their neuroses elements of profound sec- 
ondary gain. Finally, supportive approaches are helpful in patients with ade- 
quate ego strength whose adaptive capacities are habitually good, but who have 
crumbled under the impact of extremely severe environmental stresses. 

Irrespective of diagnosis and severity of symptoms, however, the therapist 
has a responsibility to bring each patient as far along the path of maturity as 
possible, resolving his resistance to the accepting of more intensive help. This 
means that some form of insight therapy will be indicated in most patients. 
The depth of insight and the goals that are reached in therapy will be dependent 
upon the needs of the patient and his motivations. 

Where the patient has a history of having made an adequate adjustment in 
his early life, and, until the onset of his present illness, has gotten along satisfac- 
torily, the chances are that he can be brought back to his previous level of ad- 
justment with an insight approach geared toward reeducative goals. Restoration 
of his former status will generally not require a great deal of time. But where the 
patient has been seriously maladjusted since early life, and his later adaptation 
has never been adequate, therapy will probably have to be reconstructive in na- 
ture, to promote in the patient a development of those capacities that have 
never previously existed. A less intensive form of therapy would achieve only 
abbreviated and unsatisfactory goals. 

For instance, a forty-eight year old successful business man is referred for 
therapy by his physician because medications have failed to correct a painful 
gastrointestinal ailment which has persisted for eight months. During the initial 
interview, it is tentatively determined that the patient was severely neurotic 
as a child, and that he managed to adjust satisfactorily as an adult only by assum- 
ing a detached attitude toward people. A bachelor, the patient’s relationships 
with women wete sporadic, superficial and largely centered around temporary 
sexual affairs. Despite the yearning for “a real woman,” who would be a “real” 
wife and mother, no such personage had ever presented herself. However, one 
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year previously, following a short affair, the patient, in spite of the fact that his 
paramour did not completely come up to specifications, decided to experiment 
with trial marriage. Shortly after the young woman took up residence with him, 
he began to develop symptoms. His loss of energy and his “stomach upsets” 
caused him to confine himself periodically to bed, from which he issued orders 
to his mistress. Violent rages at her incapacity to supply his demands for service 
and attention were followed by bouts of apologetic self-reproach. 

The patient’s history revealed that he had been brought up in an atmosphere 
of relative emotional deprivation. Following the death of his father, his 
mother was forced to go to work, assigning the care of the three year old boy 
to an aunt who was not too happy with her charge. The boy grew up as a tough, 
detached individual with a deep craving for maternal attention, with a distrust 
of women, and with what seemed to be compulsive needs for self-reliance and 
independence. As an adult he maintained his detachment and independence, 
and so long as he limited his relationships with women to superficial contacts, 
he seemed to get along quite well. He was a successful, respected business man, 
with many male friends and a reputation of being “quite a lad with the women.” 

Apparently a deep unpropitiated need for a mother figure, who would per- 
haps make up for the dearth of love and care he experienced in childhood, drove 
him toward finding an idealized female love object. The possibility of his 
paramour fulfilling this role both intrigued and excited him. He related to 
her as a child might to a mother, demanding bounties of constant affection and 
attention. In the process, his protective character drive of detachment was dis- 
carded. Anticipating the same kind of rejection he experienced as a child, and, 
no longer capable of marshalling detachment and independence as security 
props, he became filled with catastrophic feelings of helplessness. He became 
more and more demanding of attention. His hostility toward, and distrust of, 
this new mother figure furthermore threatened his security. The anxiety lib- 
erated was apparently converted into somatic symptoms. 

In speculating on these dynamics for purposes of choosing the proper 
therapeutic approach, we may additionally theorize on the following: 

1. It would be futile to treat the patient's symptoms with a supportive 
approach, since he was living in a dynamic conflict that was stirring up symp- 
toms. Attempting to remove or ameliorate his symptoms would be like blowing 
away smoke without smothering the flame. 

2. Were it possible to remove the patient forcibly from his entanglement 
with the young woman, to bring his relationship with her back to what it was 
before he got so involved, he would probably lose his symptoms. He would still 
possess his driving need for a mother figure, and maintain his distrust for 
women and his detachment; but he would feel secure again and be capable of 
functioning with his habitual character façades. He might be helped to sub- 
limate his need for dependency, perhaps in an affiliation with some group de- 
voted to community betterment. But, by and large, his adjustment would, for 
better or for worse, parallel that which he possessed prior to his illness. Un- 
fortunately, the helplessness inspired by the abandonment of his customary 
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characterologic drives of detachment and compulsive independence, would 
probably preclude a forceful removal of the young woman from his life. 
Anxiety might precipitate which was so intense that he could not tolerate her 
absence. 

3. A better approach would be reeducative in nature, aimed toward in- 
culcating insight in the patient into his frenzied search for a mother substitute, 
and into the futility of satisfying his dependency needs in his present relation- 
ships. During treatment, he would probably automatically transfer part of his 
dependency need to the therapist. This would not be challenged. He would, 
however, be brought to an awareness of how his desperate desire for security had 
caused him to make an alliance with a woman who could not supply the tender- 
ness and love he demanded. He would be shown how this disappointment had 
undermined him, filling him with hate and despair. His having isolated him- 
self from his customary friends and removed himself from his pleasure outlets 
would be revealed as contributing to his insecurity. The patient might even 
acquire insight into the origins of his dependency need. These measures might 
suffice to break up the neurotic pattern he had developed during the past year, 
and help him to return to his former level of adaptation with its attendant 
satisfactions and dissatisfactions. The time required for this restoration would 
probably not be too long. 

4. In order for the patient to be more completely liberated, it would be 
essential to inculcate in him a deep feeling of inner security such as he has never 
had—a security bereft of dependency need, and involving full measures of self- 
esteem and assertiveness. It would be necessary to promote the ability to estab- 
lish warm relationships with people without desires to hurt and to enslave, or 
to be hurt and to be enslaved. These reconstructive goals would necessitate long- 
term insight therapy which might last as long as three or four years. The patient 
would have to be motivated to accept this level of help with all the time and 
financial sacrifices that were entailed. He would also require sufficient ego 
strength to endure a certain amount of anxiety. Unfortunately, the patient may 
see no need for an extensive working-out of his problems. He may be satisfied 
with the mere achieving of the adjustment he had made prior to his collapse, 
even though he recognized its inadequacies. He may be unable to make the time 
or to gather sufficient funds for long-term intensive therapy. He may be un- 
able to accept the treatment situation or the responsibilities that he must share 
in therapy. He may be incapable of tolerating the anxieties of transference, or 
of withstanding an attack on his neurotic defenses and needs. He may be so 
tigid as to resist utilizing insight in the direction of change, even though he 
has gained an intellectual understanding of his problem. 

In the actual therapy of this particular patient, he soon came to a realiza- 
tion of the operative dynamics. He then avowed a mete desire to return to his 
previous level of adjustment. Realizing that his paramour could not possibly 
supply his dependency need, he separated himself from her and resumed his 
previous activity. His adaptative equilibrium having been restored, the patient 
lost his symptoms and achieved as happy an adjustment as was possible with 
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his underlying personality problem. This was considered an optimal goal in 
therapy, since he had no motivation for more extensive change. Even with 
prolonged therapy there was no guarantee that personality reconstruction would 
have occurred in view of his age and the severity of his character problem. The 
kind of therapy employed was of an insight variety oriented around reeducative 
goals, 

Once we have decided on the category of therapy—supportive, reeducative 
or reconstructive—we may wonder as to which of the many approaches are most 
suited in a specific instance. For example, assuming that a patient requires and 
can utilize a reconstructive type of therapy, the best kind of reconstructive therapy 
is a questionable point. Should the therapy be Freudian psychoanalysis, organ- 
ized around the establishment and analysis of a transference neurosis? Should 
it be a form of non-Freudian psychoanalysis, focused on the character structure 
and interpersonal relationships? Or should it be an active psychoanalytically 
oriented type of psychotherapy? 

Since psychotherapy is a learning experience, one criterion of choice of 
therapies is the method best adapted to the learning aptitudes of the patient. 
Some patients are capable of learning rapidly in the medium of an interpersonal 
relationship deliberately kept on a positive level by the therapist. In this medium 
they analyze their dreams and other unconscious productions, and come to grips 
with their anxiety, without too severe resistances or too intense transference re- 
actions. Here, psychoanalytically oriented psychotherapy may be remarkably 
effective. Other patients seem to learn better in a more formal analytic relation- 
ship, yet one that is not so intense as Freudian psychoanalysis. Such a non- 
Freudian psychoanalytic approach would concentrate on transference and re- 
sistance, but avoid the setting up of a real transference neurosis. In other cases, 
particularly where repression is extreme, the only way the patient can learn is 
through involvement in a transference neurosis, living through with the therapist 
important frustrations, anxieties, impulses and feelings rooted in past con- 
ditionings with early authorities. Here, a traditional Freudian psychoanalysis 
will be required. 

Returning to the choice of categories of therapy, a rough index might con- 
sist of the following: 


Supportive Therapy 


(1) Patients who are in states of acute anxiety or depression, or who have 
very severe disabling psychosomatic symptoms. (2) Schizophrenics showing 
disintegrative tendencies. (3) Patients with a history that points to good ego 
strength who have recently become ill and for whom the goal is merely a restora- 
tion to the previous adaptative level. (4) Problems in which a perverse en- 
vironmental disturbance acts as the most significant stress source. (5) Severe 
character problems with obstinate dependency and immaturity. (6) Severe ob- 
sessive-compulsive reactions. (7) Habit disorders, alcoholism and drug addic- 
tion. 
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Reeducative Therapy 


Personality problems expressing themselves in difficulties in work, educa- 
tional, marital, interpersonal and social adjustment—especially in persons who 
have fairly good ego strength. 


Reconstructive Therapy 


Problems initiated by severe distortions in the individual’s relationship with 
parents and other significant persons, which have produced blocks in maturation. 
Difficulties in which repression is the chief defense are most responsive to re- 
constructive therapy. Included here are anxiety reactions, phobic reactions, con- 
version hysteria, some obsessive-compulsive reactions, some personality dis- 
orders, and certain psychophysiologic reactions. 

It is essential to remember that the type of therapy required may shift dur- 
ing treatment. For example, the patient may be extremely upset at the start 
and require supportive handling. After he has stabilized, he may be able to 
benefit from reeducative or reconstructive therapy. 


Therapeutic Approaches in Different Syndromes 


The choice of therapeutic approach opens up the problem of which syn- 
dromes are best suited for different therapies. While some tentative statements 
may be made about the syndromes that are helped most readily by each approach, 
these must be accepted cautiously. In all syndromes the treatment of choice is 
some form of reconstructive therapy. However, special circumstances may make 
reconstructive therapy inexpedient. Acknowledging that there are major ex- 
ceptions to the outline below, some use may be found for it, especially where 
referrals are to be made to therapists with different training backgrounds. 

1. Guidance: Educational and vocational problems where treatment goals 
are abbreviated. 

2. Environmental manipulation: Financial, housing, recreational, marital 
and family problems where goals are abbreviated. 

3. Externalization of interests: Detached and introspective patients where 
goals are abbreviated. 

4. Reassurance: Patients who require rectification primarily of miscon- 
ceptions related to heredity, physical illness and sexual functions. 

5. Prestige suggestion and prestige hypnosis: Habit disorders; such as, 
nail-biting, insomnia, overeating, inordinate smoking. Hysterical paralysis, 
aphonia and sensory disorders where symptom removal is the only goal in 
therapy. 

6. Pressure and coercion: Patients who “‘act-out’’ or endanger themselves 
or others in situations where the treatment goal is limited. 

7. Persuasion: Obsessive-compulsive personalities, where no extensive 
treatment goal is intended. 


256 THE TECHNIQUE OF PSYCHOTHERAPY 


8. Emotional catharis and desensitization: Patients who have gone through 
traumatic experiences that have caused them guilt, fear or suffering, and who 
have not allowed themselves to emote sufficiently. 

9. Muscular relaxation and massage: Tension states, and psychosomatic 
muscular conditions where an adjunctive palliative approach is indicated. 

10. Hydrotherapy: As a palliative adjunct in excitements and in atonic 
listless patients. 

11. Shock and convulsive therapy: Insulin shock in schizophrenia. Sub- 
coma insulin treatment in severe acute anxiety states, toxic confusional conditions 
and delirium tremens. Electric convulsive therapy in manic-depressive, depressed 
and manic states, involutional depression, senile depression and very severe 
psychoneurotic depression. 

12. Drug therapy: Used in depression (benzedrine), anxiety (tolserol), 
tension and insomnia (barbiturates), and alcoholism (antabuse), as adjunctive 
measures. 

13. Brain surgery: Restricted to patients with severe schizophrenia, chronic 
disabling obsessive-compulsive neurosis and hypochondriasis who have not re- 
sponded to psychotherapy, shock and convulsive therapy. 

14. Inspirational group therapy: Dependent, immature personalities and 
chronic alcoholics who need social contacts and a benevolent parental figure to 
help them to function. 

15. “Relationship therapy: Personality disorders (character problems). 

16. “Attitude therapy:” Personality disorders where distorted attitudes and 
values are prominent. 

17. Distributive analysis and synthesis: Various syndromes. 

18. Interview psychotherapy: Various syndromes. 

19. Non-directive or “client-centered” therapy: Patients with relatively 
sound personality structure who require help in clarifying their ideas about a 
current life difficulty or situational impasse. 

20. Directive counseling: Patients with personality problems who require 
a forceful parental figure to goad them on to activity. 

21. Functional casework: Dependent, hostile and other personality prob- 
lems which require specific social services. 

22. Diagnostic casework: Individuals with various personality problems 
who are in need of specific social services. Borderline patients. 

23. Reconditioning: Mild phobias and habit disorders in which the treat- 
ment objectives are abbreviated. 

24. Semantic therapy: Personality problems in patients whose difficulties 
in communication constitute a primary focus. 

25. Reeducative group therapy: Patients with some degree of insight into 
their problems, who need emotional catharsis and the experience of interacting 
with others while learning about themselves. 

26. Freudian psychoanalysis: Anxiety reactions, phobic reactions, conver- 
sion hysteria, obsessive-compulsive reactions and some psychophysiologic re- 
actions are especially helped; but other syndromes may be treated. 
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27. Non-Freudian psychoanalysis: Personality problems are particularly 
helped; but other syndromes may be treated. 

28. Psychoanalytically oriented psychotherapy: Various syndromes. 

29. Hypnoanalysis: Stress reactions, anxiety reactions, phobic reactions, 
conversion hysteria, and some types of alcoholism, psychopathic personality and 
psychophysiologic reactions. 

30. Narcotherapy: Stress reactions, anxiety reactions, phobic reactions, and 
some psychophysiologic reactions. : 

31. Art therapy: As an adjunct in reconstructive therapy where the patient 
is capable of symbolizing his problems in art productions. 

32. Play therapy: As an adjunct in reconstructive therapy with children. 

33. Analytic group therapy: Personality problems, preferably in conjunc- 
tion with individual therapy. 


Speculation that the patient can best utilize a certain approach does not 
necessarily mean that he will respond well to this approach. For instance, if a 
patient shows symptoms of adaptive collapse, like anxiety and depression, and 
has what we consider to be a weak ego, we may decide to use a supportive tech- 
nique, at least temporarily, in order to bolster up his strength. The patient, while 
yearning for a supportive relationship, may, however, rebel against becoming 
dependent. Indeed, some of his current symptoms may be a product of his fear 
that the only way he can function is through the agency of dependency. Our 
utilizing an approach which makes him feel dependent may create more anxiety 
than it resolves. 

Considering the case of another patient—one with impotence—we may 
decide that only in using a reconstructive approach can we modify essentially de- 
structive attitudes toward sexuality. As he starts treatments, we may discover that 
we are dealing with a detached, frightened individual who shies away from any 
form of human contact. A sexual relationship is particularly alarming to him 
since it is associated with fantasies of being trapped and castrated. His impotency 
serves the important purpose of protecting him from irreparable injury. So terri- 
fied is he of closeness, that even a carefully regulated therapeutic relationship, 
with the mildest probing of his psyche, sets off fears of mutilation. His ego may 
not be able to tolerate the rigors of a reconstructive approach. We may, conse- 
quently, have to employ a supportive technique which, while reassuring, will not 
bring him to the goal of adequate sexual functioning. 

We must, therefore, adjust our therapeutic approach to the patient's existing 
capacities. One cannot make a man with crutches run, no matter how earnestly 
we want him to reach a desired goal without delay. We must first strengthen his 
legs and not force on him a load that is too great for him to bear. Working within 
the bounds of his strengths and limitations, we may gradually increase the 
burdens and responsibilities, and help him to work with a technique that will 
bring about the desired results. 

Most people come to treatment with an incomplete or erroneous idea of the 
values of different psychotherapies. They may have developed a conviction from 
newspaper or magazine articles, or from listening to lectures or the accounts of 
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friends, that there is one kind of treatment that has any value; for instance, 
psychoanalysis, or hypnosis. When the interviewer informs them that he does not 
practice these specialties, or that he disapproves of such therapies, or that he has 
something better to offer, the patient may become stubbornly resistant and refuse 
to enter into treatment. 

In the event the patient asks for any specific kind of approach, the therapist 
may inquire why the patient desires this treatment, and what were his sources of 
information. The therapist must never depreciate or ridicule the latter sources, 
even though he may indicate that there are other treatment methods to be 
considered. 

Ways of managing this situation are indicated in chapter 30, Answering 
Questions Patients Ask about Therapy. 


FREQUENCY OF VISITS 


The number of sessions conducted weekly will depend on the individual's 
mode of response to therapy. Some patients do well on a once-a-week basis, 
others have such strong resistances that they get little benefit out of any therapy 
that is less frequent than four times weekly. 

Sessions on the basis of once or twice weekly are often prescribed in psycho- 
analytically oriented psychotherapy, reeducative therapy and supportive therapy. 
Twice-a-week therapy is to be preferred to treatments on a once-a-week basis. At 
the beginning, it is sometimes advisable to see the patient as often as three times 
weekly and even oftener, particularly where he is emotionally upset. A short 
period of such frequency may enable the psychotherapist to establish a work- 
ing relationship rapidly and to stabilize the patient sufficiently so that the number 
of visits weekly may be reduced. There is generally little relationship between 
the frequency of visits and the length of time it takes the patient to get well. 

In formal Freudian psychoanalysis, five visits weekly are the rule, although 
some analysts may reduce this number to four. An interval between visits is be- 
lieved to water down transference and to interfere with the establishment of a 
transference neurosis, which is considered an essential prerequisite for therapy. 
Three visits weekly are considered adequate in non-Freudian psychoanalysis, per- 
haps because there is not so much emphasis on the transference neurosis. 


Some general rules for increasing or decreasing the frequency of treatment 
sessions are these: 


1. A small number of sessions each week (1-2) are indicated: 
a. In most forms of supportive and reeducative therapy. 
b. In many forms of psychoanalytically oriented psychotherapy. 


c. In dependent, infantile patients to prevent a hostile, dependent 
relationship. 


d. Where a transference neurosis is to be avoided. 


e. In patients who tend to substitute transference reactions for real 
life experiences. 
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f. In patients who are not too disturbed and who seem to be able to 
discharge their responsibilities and to carry on satisfactory inter- 
personal relationships. 

2. A larger number of sessions (3-5) are indicated: 

a. Where Freudian and non-Freudian psychoanalysis are to be em- 
ployed, particularly where a transference neurosis is desired. 

b. Where the patient shows signs of severe adaptational collapse— 
acute anxiety, depression, psychosomatic symptoms and ego dis- 
integrative tendencies requiring constant emotional support. 

c. In patients with rigid character structures who have built a shell 
around themselves so thick that a concentrated attack on their de- 
fenses is essential. 

d. Where the patient has no motivation for psychotherapy and where 
a consistent demonstration of its value for him is necessary. 

e. In patients who are intensely hostile. 

f. In patients with a diminutive super-ego who need an ever-present 
authority to check the “acting-out” of impulses. 


The difficulty that arises in once-a-week therapy is that intense anxiety may 
be mobilized as the individual comes to grips with his inner problems. He may 
then utilize devices such as sedatives, alcohol, acting-out, or escape from therapy 
to avoid coming to grips with his conflict. The problems inspired by very fre- 
quent sessions relate to a perpetuation of dependency and a stimulation of a 
transference neurosis. 


ESTIMATING THE DURATION OF THERAPY 


In a sense, all therapy is interminable in that once it is started, the process 
of self-understanding and growth can continue the remainder of the patient's 
life. However, the actual time spent in a therapeutic relationship may be rela- 
tively short, lasting until symptoms are relieved, abnormal character patterns cor- 
rected, or blocks to maturation resolved. The time required to achieve these goals 
will depend on the nature of the patient’s problem, how extensively he has 
worked through his difficulty by himself, the flexibility of his character organiza- 
tion, the intensity of his resistance, the motivations he has for therapy, the 
astuteness and skill of the therapist, and the kind of relationship that develops in 
the therapeutic situation. It is difficult, therefore, at the start, to predict how long 
it will take for the patient to get well until his response to therapy has been 
tested. Nevertheless, a number of broad generalizations are possible: 

1. Where the patient’s history reveals a good adjustment up to the time of 
his present illness, and where the latter is of relatively short duration, the chances 
of restoring the patient to his previous level of adjustment in a relatively short 
time are good. 

2. Where there is a long history of maladjustment, and the patient's present 
condition appears to be an outgrowth of this, therapy will probably be prolonged. 
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3. As a tule, one is able to achieve with short-term therapy abbreviated 
goals—such as symptom relief—while more extensive goals, like modification 
of obdurate character patterns or expansion of personality growth will require 
an extensive period of treatment, ranging from two to five years. 

4, Some patients, such as those with pre-schizophrenic, schizophrenic and 
dependent personality problems, may require therapy for five years, or even 
longer. Rarely a patient may need a supportive therapeutic relationship the re- 
mainder of his life. 


ARRANGING THE FEE 


A frank discussion with the patient about his finances and the expenses in- 
volved in therapy is very much in order. This is especially necessary where 
therapy will last for more than several months. The patient may be apprised of 
the fee per session and then asked whether he will be able to manage paying for 
treatment in the event it continues as long as is estimated to achieve a desired 
goal. In the event he is unable to raise the required sum with his present in- 
come, it may be possible for him to arrange the supplementing of his income 
by borrowing. It is important that the sum spent on therapy be available to the 
patient without too great sacrifice, since severe financial pressures may negate the 
effects of treatment. 

Many therapists have a sliding scale of fees adjusting these to the income 
of the patient. This practice is a commendable one, but some therapists may not 
be able to afford reducing their fees to patients of low income. It will be neces- 
sary for the prospective therapist to face the fact that the patient may require 
therapy for a long time. If the therapist is at all resentful about treating the 
patient at too low a fee, there will be an interference with the best kind of 
therapeutic relationship. It is consequently better to provide for a referral of the 
patient to resources where the patient can get help at a fee within his means, than 
to start with the patient and thereafter have to interrupt treatments due to 
counter-transference difficulties. 

If the patient has a problem that will require long-term treatment, it is im- 
portant to determine whether he will be able to make the proper time and finan- 
cial preparations. The patient may be approached as in the following excerpt: 


Th. Now in going over your problem, there are several approaches that we might 
use. In the first place, your present difficulty really goes far back in your life. As a 
matter of fact it probably had its inception in your childhood. So, if you really want 
to untangle yourself more or less completely, it will take time. In other words, if you 
want to eradicate the basis of your trouble, it may take as long as two or three years. 

Pt, Does it have to take that long? 

Th. Well it took you a long time to get tangled up. It may take you some time 
to get rid of your trouble. 

Pt. I know it goes far back. 

Th. Yes, and, therefore, if you want to untangle yourself, it will require time. 
As I said it may take as long as two years, and maybe even longer. 

Pt. How often would I have to come? 
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Th. That would depend. In your particular case it would require two or perhaps 
three visits weekly. [Should the patient have a problem that required more frequent 
visits he would be so informed.} But, it may not be necessary to remake you com- 
pletely. It may be possible to work on one aspect of your problem—the most disturb- 
ing aspect, so that you may adjust yourself better to life, making the most of what 
you have. In other words, if our goals are less extensive, it wouldn’t take so long. 

Pt. I don’t like to do things half-ways. I'd rather do a complete job. 

Th. Of course, there is the matter of your being able to budget your finances to 
cover a long period of treatment. 

Pt, How much would it cost? 

Th. That would depend on who treated you. For instance, there are people who 
might be able to treat you for ten dollars a session, and others may charge as much as 
twenty-five, But suppose you give me an idea of what you can afford to pay, if you 
did have to come for a long period. 

Pt. Well, I could pay the regular fee, but I would like to have someone ex- 
perienced, What about you? 

Th. Do you feel you can work with me? 

Pt, Oh yes, I believe I can. 

Th, Well, I do have some available time, and I believe I will be able to work 
with you. As a general rule, a three months’ trial period is best, to see how we work 
together. That is, at the end of three months we would mutually decide how we get 
on, and whether I am the best person to help you. 

Pt, Good, that sounds good. 

Th. All right, now when can you come? At what times? 

Pt. Generally, doctor, mornings are best for me. 

Th. Well, let's see. (referring to schedule) I can see you Mondays at 11:40 and 
Thursdays at 10. If we have to arrange another appointment, we'll do it later. 


DELAYS IN STARTING THERAPY 


Sometimes the interviewer will have no time on his schedule for the patient. 
He may, consequently, have to postpone starting treatments until he can make 
time available. This is possible if the patient does not need therapy immediately. 
Where treatment is urgently required, or where an emergency exists, it is ob- 
viously essential to start therapy without delay, or to refer the patient to a ther- 
apist who does have time. It is highly desirable here that the interviewer make 
provisions for the patient and not send the latter out on a blind mission to 
interview other therapists who may also have no time for him. 


FINAL ARRANGEMENTS 


If the interviewer has decided to start therapy with the patient, and an 
agreement has been reached regarding time and fees, final arrangements may be 
made with the patient, giving him an appointment date. It is advisable to inform 
the patient regarding the length of each appointment, the need for promptness 
in appointment times, the way payments of fees are to be made, and whether or 
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not the patient will have to pay for broken appointments. The following excerpt 
illustrates these points: 


Th. Now I'd like to tell you something about your future appointments. They 
start promptly at the appointed time and last three-quarters of an hour. TIl send you 
a bill at the beginning of the month. Now, it’s important that visits be consistent, be- 
cause it may set you back to skip visits. Of course, if emergencies arise, or if you get 
ill, you can’t help cancelling one or more visits. If this happens, try to let me know at 
least twenty-four hours in advance. The custom is to charge for broken appointments 
where sufficient notice is not given, let us say twenty-four hours. 


There is no standard length of a treatment session; the average time ranges 
from three-quarters of an hour to one hour. Practices of billing also vary. Ar- 
rangements for payment are usually made at the convenience of the patient. 
Some patients prefer to make payments at the end of each visit; others prefer a 
monthly billing. The practice of charging for broken appointments also varies 
among different therapists. Some therapists assume that the patient has a 
financial responsibility for all appointments irrespective of the reason they are 
cancelled, Others are more liberal and do not charge for any cancelled and even 
broken appointments, To forestall the patient’s breaking appointments as a 
manifestation of resistance, the practice of charging for unjustified broken 
appointments may be advisable. 


REFERRING THE PATIENT 


It is understandable that most patients will want to continue in therapy 
with the initial interviewer. Under certain conditions this may not be possible. 
Such instances occur when: 

1, The interviewer may have no time on his schedule, or his available hours 
may not coincide with those the patient can arrange. 

2. The interviewer may not want to work with the patient because of the 
kind of problem the patient possesses, or because of the patient’s personality. 

3. The interviewer may believe another therapist can help the patient more. 

4. The patient may be unable to afford the interviewer's fee. 

5. The patient may want to work with a therapist of a different sex, age, 
race or orientation. 

No matter how well trained and how experienced the interviewer may be, 
he will be better equipped to handle some kinds of patients than others. With 
some persons, he will feel very much at ease, and he will be capable of exercising 
that balance between sympathy and objectivity that makes for good therapy. With 
other persons, he will feel less comfortable, more defensive and more incapable 
of exhibiting an adequate amount of interest. After he has acquired a great deal 
of therapeutic experience, and he has assayed his results, the therapist may come 
to the conclusion that he does very well with certain kinds of patients and prob- 
lems. For instance, his experience may lead him to the conclusion that he is un- 
able to treat schizophrenics, or “borderline” patients, or compulsion-neurotics 
or individuals with strong phobias. He may get better results with women e 


MAKING PRACTICAL ARRANGEMENTS FOR PSYCHOTHERAPY 263 


with men, with young adults rather than with middle-aged persons. He may be 
unable to treat children or people in their later years. He may be inclined to 
select for his patients those individuals to whom he responds positively, and to 
refer others with whom he does not feel a certain affinity. This selective process 
is to be encouraged, since his emotional attitude toward the patient, or the con- 
viction that he is unable to do well with the problem presented, may impose 
barriers on the relationship. This does not mean that the interviewer will not be 
able to work out his difficulties in functioning; however, therapy will start out 
with a handicap that may not be warranted if there are other resources to which 
the patient may be referred. 

Another reason for referring the patient is that the specific training or 
experience of the interviewer does not permit of the kind of therapy the patient 
could best utilize. Thus, many therapists who do supportive therapy well are not 
equipped to do reeducative or reconstructive therapy; those who have been trained 
in reeducative approaches may not know how to implement supportive or recon- 
structive treatment; while those who are trained to do reconstructive therapy 
may not know how to handle problems that require supportive or reeducative 
measures, Certain aspects of the patient's difficulty may be tackled by any of the 
three approaches; however, where the therapist recognizes that his particular 
method is not suited for the patient, he should refer the patient to a resource 
where more appropriate treatment can be obtained. 

Where, for any reason, a referral is to be made, the patient is acquainted 
with the reasons for this in such a way that he does not interpret the referral as a 
rejection foisted on him by the interviewer. Where the interviewer knows in ad- 
vance that the patient will have to be referred to another therapist, it is ad- 
visable to mention this in the opening statement to the patient, which outlines 
the purposes of the interview. With this preparation, the patient will usually ac- 
cept the referral without too much difficulty. Where the referral possibility has 
not been mentioned, and it is felt the patient should be treated by another thera- 
pist, the interviewer must carefully present to the patient positive reasons for 
the referral. For instance, if the interviewer believes that the problems of the 
patient can be helped more by a therapist of a different orientation, the follow- 
ing may be said: 


It will be important for you to be treated by a specialist who is best capable of 
handling your problem. I would like to refer you to someone who has had a good 
deal of experience with problems such as yours. I shall telephone several therapists 
who I believe can help you in order to make sure they have the time. Then I shall 


telephone you, and you can make an appointment. 


In the event the interviewer simply has no time at present for the patient, 
he may remark: 


Unfortunately I do not have time on my schedule right now, and I do not expect 
to have time for some period in the future. I believe you need therapy right away and 
since I know the facts in your case, I shall be glad to refer you to a therapist who can 
handle your problem adequately. 
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Referral to a low-cost clinic or psychotherapeutic center may be made where 
the financial condition of the patient precludes his getting therapy on a private 
basis. Here it may be necessary to spend a little time preparing the patient for 
the routines of the clinic, which may otherwise be threatening to him. 

In making a referral, the patient should also be told that the most impor- 
tant element in treatment is his relationship with the therapist who is treating 
him. It is possible that he may not respond completely to the therapist to whom 
he is being referred. If, for any reason, he does not feel confidence in, or feels a 
block in working with the therapist, it will be important to discuss his attitudes 
openly. For, if he cannot remedy his feelings, it might be necessary to find an- 
other therapist. The following excerpt illustrates these points: 

Th. Now I believe Dr. can help you; but your response to him will be 
important. Therapy is most successful where you have confidence in your therapist. 
If, after several sessions, you don’t feel you can work with the therapist, it may be 
necessary to get someone else for you. 

Peet sce. 

Th, But before that happens, it will be important to discuss your feelings about 
Dr. with him, He will understand your feelings, and if you continue to feel 
that somehow he isn’t the person for you to work with, he will help you find another 
person. Or you can call me and we can discuss this matter further. 

Unless one forewatns the patient that he may not “hit it off” with the 
therapist to whom he is being referred, he may become discouraged and discon- 
tinue treatments indefinitely. Moreover, the admonitions voiced may embolden 
the patient to discuss and to work through with the therapist to whom he has 
been referred attitudes that are rooted in transference. 


ANTICIPATING EMERGENCIES AND OTHER DIFFICULTIES 


Plans may have to be made in advance for dealing with emergencies, should 
these arise, For example, an alcoholic patient may get into various difficulties and 
require hospitalization. A drug addict may need careful observation to detect a 
stealthy resumption of his drug habit. A psychopathic personality will constantly 
tend to “act-out” his problems, and may involve himself in difficulties with 
people and with the Jaw. A patient who is seriously depressed must be considered 
a suicidal risk. One who has had a previous psychotic break may relapse into a 
psychosis. Patients with sexual perversions may get into serious legal and inter- 
personal conflicts. By anticipating emergencies, the therapist may avoid serious 
trouble later on. An alarming recrudescence of symptoms is also to be predicted 
in certain conditions. For example, patients with anxiety, phobic or obsessional 
reactions will probably have bouts of anxious emotion that will disable them for 
a time, and that may undermine their faith in therapy. Patients with psychoso- 
matic problems will repeatedly experience an upsurge of symptoms which will 
tend to divert them from thinking about the dynamic factors that underlie their 
complaints. It may thus be necessary, in the early states of therapy, to prepare 
the patient for a possible relapse in symptoms. 
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ESSENTIAL CORRESPONDENCE 


A brief letter to the individual or agency who referred the patient to the 
initial interviewer, or to the organization he represents, is a courtesy that is 
usually much appreciated. It is generally unwise to discuss too many details of 
the case or to outline the tentative dynamics. Nor is a diagnosis indicated, except, 
perhaps, where the referral source is a physician. The disposition of the patient 
should, however, always be mentioned. The following are typical letters, the 
first to a social agency, the second, to a physician. 


Dear i 

I have seen Mr. whom you referred to me for consultation and find him 
to be suffering from an emotional problem for which psychotherapy is indicated. I 
believe he would do best with an analytically trained therapist, and, consequently, 
have referred Mr. to Dr. who has been able to make time available for 
him at a fee satisfactory to Mr. . Mr. responded well to the consultation 
and there was no reluctance in accepting the referral to Dr. . I should like to 
thank you for sending Mr. to me. 


Sincerely yours, 


Dear Dr. t 

I have seen Mr. in consultation and agree with you that a strong emo- 
tional element is involved in his present somatic complaint. I believe psychotherapy 
definitely to be indicated, but I am not, at the present time, able to prognosticate the 
outcome due to the incomplete motivation that exists for treatment. Mr. ____ re- 
sponded satisfactorily to the interview and expressed a willingness to start therapy 
with me. I should like to thank you for the referral, 


Sincerely yours, 


Correspondence may also be required where it is necessary to get further 
information about the patient from therapists previously treating him, from 
clinical psychologists who have administered tests, from physicians who have 
rendered recent examinations, and from institutions in which the patient was 
hospitalized. A “release” form, such as in Appendix R, page 839, signed by 
the patient, will usually be required when requesting such information. 
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The Initial Interview: 
Securing Essential Consultations 


DURING THE FIRST INTERVIEW, OR LATER IF NEEDED, CONSULTATIONS 
with a number of professionals may be a required supplement to the treatment 
plan. Where the therapist takes the time to explain the reasons for such con- 
sultations, little or no difficulty will be encountered. 


MEDICAL, NEUROLOGIC AND PSYCHIATRIC 
CONSULTATIONS 


It goes without saying that each patient under psychotherapy requires 
a thorough physical and neurologic examination to rule out organic somatic 
illness. If the patient has been referred to the therapist by a physician, the 
therapist may check with the former as to whether or not physical and neuro- 
logic examinations have recently been administered. If not, arrangements for 
these should be made with, or through the patient’s physician. In the event the 
patient was not referred by a physician, he should be asked to visit his family 
doctor for a complete physical check-up. A blank such as that in Appendix O, 
page 834, should be filled out by the physician and filed in the patient’s case 
record. Where a complete neurologic examination is done, a form such as in 
Appendix P, page 835, may be found helpful. 

If organic illness is discovered on examination, the patient must be guided 
by the advice of his physician as to required medical or surgical treatments. If 
no organic illness is found, the physician should be used as a consultant when- 
ever physical symptoms of any kind develop during the course of psychotherapy. 
Insistence that the patient see his own physician is not only good medicine, but 
makes for good public relations. Even where the therapist is a psychiatrist who 
has not lost his medical diagnostic skills, the rules outlined will be found help- 
ful. To do his own physical examinations or to prescribe medications for the 
patient may interfere with the therapeutic relationship, except, perhaps, in 
supportive therapy and in the more superficial reeducative therapies. 

The expediency of psychiatric surveillance of patients being treated by non- 
medical therapists has already been discussed. The psychiatrist makes the 
diagnosis, and, in doing a psychiatric examination, determines the existence of 
any setious psychiatric problems. The results of the psychiatric examination 
should be filed in the case record, utilizing an outline or a form such as in 
Appendix Q, page 837. The psychiatric supervisor, in addition to routine supervi- 
sion, can handle any emergencies that develop during the course of treatment; 
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such as severe depression, suicidal attempts, aggression, excitement and psychotic 
outbreaks. He can, where necessary, administer or refer the patient for narcother- 
apy; prescribe drug treatments like antabuse, benzedrene, endocrine products 
and sedatives; and employ insulin shock and electric convulsive therapy. He 
may also arrange for hospital admission or commitment when required. As has 
been indicated previously in discussing teamwork in clinics, the psychiatric 
supervisor is usually the one who determines the nature and intensity of the 
psychiatric supervisory process. 


CASEWORK CONSULTATION 


The therapist may desire a consultation with a caseworker from a local 
social agency when any of the following difficulties exist: 


Severe financial problems for which supplementary help is required. 

Need for job placement or relocation. 

. Need for rehabilitative services. 

. Need for special health services. 

Need for better housing or for neighborhood relocation. 

Need for recreational facilities. 

Need for special schooling and training. 

. Social security problems. 

Need for referral to special clinics or hospitals for the management of 
physical illness where resources are unknown to the therapist or 
where financial difficulties prevail. 

10. Aid in placement in a foster home or institution. 


VONA AYNA 


In supportive and some types of reeducative psychotherapy, the patient 
may be referred directly to the caseworker who acts as an adjunctive helper. 
The caseworker, working actively with the patient, acquaints the latter with, and 
helps him to utilize most effectively, the community resources best suited to meet 
his needs. In reconstructive therapy, however, the activity of a caseworker as an 
accessory helper may tend to disrupt the therapeutic relationship. Should the 
patient require casework services here, the therapist may get the necessary in- 
formation from the caseworker; such as, the best available resources to satisfy 
the needs of the situation. The therapist may then acquaint the patient with pos- 
sible courses of action, encouraging him to make his own plans. The therapist 
handles therapeutically any delays or other resistances to the effective utilization 
of the resources. 

A caseworker may also be employed to deal with parents, mate or children 
of a patient when such relatives require placement, hospitalization, counseling or 
guidance as an aid in the treatment of the patient. Among the services rendered 
by the caseworker are the dispensing of information related to sexual problems, 
child-parent relationships, marital relationships, hereditary influences, budget- 
ing, home management, housing difficulties, work problems, difficulties asso- 
ciated with alcoholism, and problems of old age. Premarital and marital coun- 
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seling are other areas in which the help of the caseworker is often sought. Addi- 
tionally, the caseworker may be used as a liaison between the patient and his 
family, employer, teacher and other persons when it is essential to interpret the 
patient's illness to them, to give them reassurance, or to enlist their active in- 
terest and cooperation. 

In psychiatric clinics, caseworkers are often utilized for intake interviewing, 
to clarify the service of the clinic to prospective patients or to the referral source, 
and to determine if the service offered by the clinic is consonant with the exist- 
ing needs of the patient. In addition they are employed to take case histories, 
and to prepare patients for psychotherapy by dealing with resistances to, and 
establishing the proper motivation for treatment. Where indicated, they help, 
directly or indirectly, to manipulate the patient’s environment. Lastly, they serve 
to interpret the work of the clinic to the community, and to enlist the coopera- 
tion of the community with the clinic. Caseworkers act as a liaison between the 
clinic and community organizations which are implementing community pro- 
grams related to health, welfare and social security. 


PSYCHOLOGIC AND OTHER RELATED CONSULTATIONS 


A consultation with a clinical psychologist may be necessary where the 
patient requires intelligence tests, vocational batteries, and tests for special apti- 
tudes, These are utilized as an aid in planning a better environmental adjust- 
ment for the patient. Projective tests are also used as a rapid means of reveal- 
ing important traits and tendencies. The test situation serves as a tiny segment 
of life, a kind of laboratory in which the individual divulges his customary 
needs, hopes, impulses, and defensive drives. A trained, astute observer may 
analyze the strivings of the patient as they are projected into the test materials, 
and he may make remarkably accurate assumptions about the character structure 
and the unconscious conflicts of the person. 

The most important tests employed by the psychologist are the Rorschach, 
{444,445}, the Thematic Apperception [446,447], the Szondi [448] and 
the Man-Woman Drawing [449] tests. Sometimes there is an examination of 
handwriting [450,451], art creations [452], manipulated play materials [453] 
and word associations [454]. Among the items of information revealed are clues 
to the intelligence, originality, creativity and sensitivity of the person; the 
severity of his anxiety; the defenses he employs against anxiety, such as inhibi- 
tion, repression, phobias, compulsive reactions, aggression, “acting out,” somatic 
preoccupations, fantasy and retreat from reality; the intensity of hostility and de- 
fenses against hostility; the nature of interpersonal relations and current dis- 
turbances of character, like dependency, aggression, sadism, masochism, de- 
tachment, and paranoid tendencies; the quality of self-esteem, with its distor- 
tions in narcissism, grandiosity and self-devaluation; sexual problems, inhibi- 
tions, fears and perversions; masculine and feminine identifications; existing 
inner conflicts; schizoid and disintegrative tendencies; and ego strengths and 
weaknesses. 
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The virtue of psychologic tests is primarily in the diagnostic sphere. At- 
tempts to evaluate ego strength and to predict the outcome of therapy by means 
of testing are usually speculative. Where the clinical psychologist makes pre- 
dictions as to the quality of change the patient will achieve in psychotherapy, 
where he estimates definite goals in treatment and indicates the kinds of tech- 
niques to which the patient will best respond, he is straining his test materials, 
attempting to adapt them to areas for which they were never designed. 

Prognostic estimates and predictions of what will happen in therapy on 
the basis of psychologic tests are often fraught with disappointment. While it 
is possible to determine customary responses to authority, and the habitual in- 
terpersonal reactions that emerge in a relationship situation, it is not always pos- 
sible to guarantee that these responses will develop with the therapist. For 
therapy involves a special kind of a relationship, the uniqueness of which may 
prompt latent or new responses. Much, of course, will depend on the therapist, 
on whether he falls in line with the role the patient expects him to play. Sim- 
ilarly, it is difficult to anticipate the interpersonal potentials of the patient, since 
we do not know how the therapist will manage the tentative thrusts of the pa- 
tient toward a different kind of relationship. Finally, it is not easy to predict 
what the patient will do with insight, whether he can acquire insight or utilize 
it, once it is evolved, in the direction of change. For these developments, too, 
are largely contingent on the nature of the therapeutic relationship and the skill 
of the therapist. 

All psychologic tests are brief samplings of the patient’s reactions to a 
limited test situation, at a special time, with a specific test administrator. The 
patient may at another time, with a second test administrator, under changed 
conditions respond differently. Test results must, consequently, always be cor- 
related with clinical findings. The more experienced the therapist, the more he 
will rely on his clinical judgment, and the less emphasis he will put on psycho- 
logic test materials. 

Beginning therapists usually feel more confident when they have in front 
of them a personality survey which describes some of the patient’s defenses and 
conflicts. The contribution the test makes to his feelings of security more than 
offsets the disadvantage of having a pre-formed opinion about the patient. As 
the therapist becomes more experienced, he finds that psychologic tests are not 
accurate in all instances. He then regards them as tentative blue-prints of 
neuroses which will require more or less extensive alterations as he delves into 
his patient’s problems. Finally, he may, if his experience is sufficiently exten- 
sive, rely much more on his clinical judgment than he does on psychologic tests. 
He may pay credence to certain warnings sounded by the tests, such as the pres- 
ence of disintegrative tendencies, which will make him gage carefully the in- 
terpretive pressures he applies, so as not to overtax the strength of the patient’s 
ego. However, he will still grant priorities to his “intuition” and clinical feel- 
ing. 

In the hands of an experienced clinical psychologist who is conservative in 
his test interpretations, psychologic tests are valuable aids to the therapist, pro- 
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vided the latter does not permit the tests to interfere with the spontaneous plan- 
ning and execution of his therapeutic approach. Therapy is more influenced by 
the skill of the therapist, and by his capacity to set up a good working relation- 
ship with the patient, than it is by the existing clinical syndrome. Thus, psycho- 
logic tests may reveal strong schizophrenic tendencies. This revelation may 
frighten the therapist, and, on the basis of warnings by the psychologist that the 
patient cannot stand an insight approach, the therapist may smother the patient 
with supportive props. Were the therapist to gage the “depth” of therapy by 
the strength and quality of his relationship with the patient, he would have a 
much more accurate measurement of the extent of stress the patient’s ego could 
tolerate. On the basis of a good relationship, insight therapy would be possible, 
and the patient would be able to endure and to resolve considerable anxiety. 

Some therapists, who have had training in the administration and interpre- 
tation of psychologic tests, prefer to test the patient personally rather than to 
send the patient to a clinical psychologist. By doing this they are able to observe 
the behavior of the patient, and the manner of his approach to, and execution 
of the tests, which may give them valuable clues in addition to those revealed 
by the test responses. Often the therapist does not score the tests, but relies mainly 
on a qualitative analysis of the responses. Some therapists utilize test administra- 
tion therapeutically, accenting certain responses to encourage the patient’s as- 
sociations. 

Apart from these traditional uses of psychologic tests, there are some psy- 
chologists who advocate the employment of projective materials to provide for 
a more objective measure of therapeutic progress [455]. By taking a test at the 
start of, during, and at the end of treatment, it is believed possible to validate 
clinical impressions of changes developing in psychotherapy. 

If the initial interviewer decides in favor of psychologic tests, it will be 
necessary to prepare the patient for referral to a clinical psychologist. An ex- 
planation may be given the patient along lines indicated by the following ex- 
cerpt: 


Th. I should like to get a psychologic examination. Would you have any objec- 
tion to this? 

Pt. What is this examination? 

Th. Psychologic tests are like x-rays, they enable the therapist to see things about 
a person that would otherwise require many therapeutic sessions. In this way it helps 
to cut down the time of therapy. 

Pt, Are the tests expensive? 

Th. They cost more than a single treatment session, but they may save money in 
the long run. 

Pt. I want to do anything that is necessary, doctor. 

Th. All right, I’ll make the arrangements for you. 


Obviously the fee for testing must be within the financial means of the 
patient. Some patients may not be able to afford psychologic testing, and the 
therapist may then have to forego it. 

The most common test employed is the Rorschach. Sometimes the Thematic 
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Appetception, the Szondi and the Man-Woman Drawing tests are utilized. A 
complete battery of tests, which is the pteferred routine, is prohibitive in cost 
for the average patient, although the therapist may be able to make special fi- 
nancial arrangements for this with the clinical psychologist. Where only iso- 
lated tests can be afforded, the therapist should indicate to the clinical psy- 
chologist the special area of interest; such as, diagnosis, dynamics, etc., so that 
a proper selection can be made of the tests administered. 

In addition to giving tests, psychologists are also helpful when career plan- 
ning and vocational and educational guidance are necessary as part of the treat- 
ment plan. Some psychologists are trained to do premarital, marital, adolescent, 
and old age counseling. In clinics, psychologists trained to do psychotherapy 
help in the treatment program under psychiatric supervision. They also act as 
research supervisors in organizing and handling administrative details of re- 
search projects. 

Corrective work in the educational field; such as, the treatment of reading 
and educational disabilities, may require the consultative services of special pro- 
fessionals, like remedial reading instructors. Rehabilitation workers may help 
in physical and sensory defects which interfere with the functioning of the pa- 
tient. Speech disturbances may require the aid of a speech therapist. 

The services rendered by such professionals as psychologists, remedial 
teachers, rehabilitation workers and speech therapists are adjunctive to psycho- 
therapy. Because prolonged contact may be required with the adjunctive worker, 
it is essential that the worker be a well-integrated individual. It is important, 
too, that he recognize his limited role and not interfere with the therapist by 
giving the patient advice and interpretations that have nothing to do with his 
specific area of function. The therapist will always have to work out with the 
patient the matter of divided transference when a consultant is employed. This 
need not constitute too difficult a hazard unless the consultant is himself seriously 
disturbed emotionally. 


The Initial Interview: 


Important ‘'Don’ts” during the Initial Interview 


1. Do not argue with, minimize or challenge the patient. If the patient 
presents a point of view that is obviously prejudiced or distorted, one may be 
tempted to argue with or challenge him. These tactics are ill-advised, since the 
patient probably needs to maintain his distorted point of view to bolster his de- 
fenses. Attacking his viewpoint or theory exposes him to anxiety, and, since 
there is no close relationship with the therapist, the patient will be unable to 
tolerate an attack on his defensive system. When he presents a fallacious idea 
upon which he insists, he may be told: “Understandably you may feel this way, 
but there may also be other ways of looking at this situation.” Should the pa- 
tient keep probing this point, the therapist may say that he does not yet know 
enough about the problem to make positive statements. 

2. Do not praise the patient or give him false reassurance. Because the 
patient's self-esteem is so damaged, he will probably be unable to accept any 
praise even though it is sincerely offered and realistically justified. Actually there 
is little reason for praising the patient for any virtues he may possess; such as, 
appearance, poise, or accomplishments, since he is undoubtedly aware of these, 
and has calculated them in his balance sheet of virtues and liabilities. To reas- 
sure him may also be a futile gesture, although some reassurance may be at- 
tempted where he shows symptoms of adaptive collapse, and where he grossly 
minimizes his chances for health with psychotherapy. 

3. Do not make false promises. These will boomerang, and the patient 
will utilize them deftly as resistance. The interviewer has no way of knowing 
what the course of therapy will be, and to promise results before observing how 
the patient works is folly. The same holds true for promises of special privilege. 
To make these hastily in order to lure the patient into therapy, and then to with- 
draw them because they cannot possibly be fulfilled, can be greatly damaging 
to the patient’s trust in the therapist. 

4. Do not interpret to the patient or speculate on the dynamics of 
his problem. The patient is obviously unprepared for interpretations until a 
working relationship has been established with the therapist. To assault the 
patient with interpretations at the start is like attempting to plant a seed on 
untilled soil. Not only will interpretation not take, but its effectiveness will have 
been vitiated when an attempt is made to interpret later. Similarly, to speculate 
on the dynamics of the patient’s problem is to bombard him with concepts that 
will do little except to mobilize resistance. If the patient asks for interpretations 
or wants an outline of the involved dynamics, the therapist may say, “It will be 
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necessary to find out more about the problem before I can offer you a really 
valid opinion of it.” 

5. Do not offer the patient a diagnosis even if he insists on it. The 
patient will usually employ a diagnosis as a masochistic weapon with which he 
tortures himself. If the patient insists on a diagnosis, he may be told that he is 
suffering from an emotional problem for which he can get help through psycho- 
therapy. The type of problem is not important from a practical standpoint. 
Actually, it is impossible to make a complete diagnosis without studying him, 
over a period of time. 

6. Do not question the patient on sensitive areas of his life. It is im- 
portant not to interrogate the patient on points about which he may be sensitive, 
particularly his appearance, status, sexual difficulties, and failures in life. An 
opening may be given him to talk about these, but if blocking occurs, it should 
be respected until some later date when the relationship is sufficiently firm to 
countenance greater tension and anxiety. It is necessary in the initial interview, 
and indeed throughout the first phase of therapy, to avoid all comments that 
are offensive or humiliating to the patient. In fact, this should be the rule 
throughout therapy. 

7. Do not put the patient on a couch for the initial interview. The 
establishing of rapport and the eliciting of important data are best accomplished 
in face-to-face interviewing. A great deal of anxiety is apt to be mobilized in a 
patient if the interviewer insists on the couch position. 

8. Do not try to “sell” the patient on his accepting treatment. Once 
the facts are presented to the patient, the choice of whether he does or does not 
want therapy must be left to him. To force him into therapy may create insur- 
mountable problems for both patient and therapist. 

9. Do not join in attacks the patient launches on his parents, mate, 
friends or associates. Because the patient feels ambivalently about people he 
attacks, he may resent the therapist’s criticism of these people. He may consider 
the therapist impulsive, naive or judgmental to join in an attack with as little 
information as has been revealed. The therapist's best response is sympathetic 
listening, not defending, condemning nor condoning the person attacked. If 
the patient complains about a remark that was made to him that was upsetting, 
or about a bad situation, the therapist may say: “A remark like that would be 
disturbing to you,” or “This situation must have upset you,” or “Actions of this 
sort can be disturbing to a person.” Examples of unsuitable and suitable re- 
sponses follow: 


Pt. My wife is impossible. She’s always been this way—nagging, yelling, dis- 
agreeable. Nothing satisfies her. 


Unsuitable responses: 


Th. That’s terrible. Doesn’t she know what it does to you? 
Th. That’s bad. She’s a destructive person. 
Th. Maybe you're prejudiced against her. 
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Suitable responses: 


Th, This must upset you. 

Th. It must be difficult for you. 

Th. A situation like this could be disturbing to any person. Do you think you 
get unduly upset by it? 


10. Do not participate in criticism of another therapist. Even if the 
patient presents accounts of unprofessional behavior, it is bad practice to criticize 
another therapist. No matter how strong the evidence may be, one never knows 
how much of the patient’s story is colored by misinterpretation or transference. 
In the event the patient complains that he has made no progress with a former 
therapist, one must also not agree with him. Often, significant inner changes 
have occurred which are blocked by transference. A resolution of hostility to- 
ward the former therapist may bring out the fact that considerably more prog- 
ress was made than the patient had estimated. One must remember that should 
the interviewer fail to help the patient, he may become the victim of accusations 
that are made to the next therapist the patient consults. An example of how 
criticism may be handled is given in the following excerpt: 


Pt, When I say that for three years I wondered what the hell went on, it’s true. 
I don’t know what—I can’t summarize what I learned or what happened for three 
years with Dr. . I just didn’t get anywhere, and I’m at a loss to say just what 
transpired all that time. 

Th. You feel it was a waste of time? 

Pt, Yes. 1. ..1... Ido feel that it was mishandled and I do feel that it 
was time wasted, and in many ways. 

Th. Perhaps certain problems came up in your relations with Dr. — 

Pt. Yes, I know I’m as slippery as the next patient as far as being treated goes. 

Th. Slippery? 

Pt. Dr. 
of associating. 

Th. Perhaps the situation just didn’t progress for many reasons, At any rate we 
may be able to discuss your feelings about your past treatment in greater detail later 
on, 


always complained I just didn’t catch on, didn’t do the right kind 
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The Initial Interview: 
Dealing with Inadequate Motivation 


PATIENTS WHO COME TO THE INITIAL INTERVIEW WITH INADEQUATE, 
little or no motivation for therapy require special handling, because their mental 
set makes them refractory to the usual interview procedures. Among such pa- 
tients are those with psychosomatic problems referred by physicians; delinquents, 
criminals, psychopathic personalities, sexual perverts, and other individuals in- 
volved in legal difficulties sent in by courts or correctional agencies; husbands 
and wives whose mates threaten divorce unless their partners get treatment; 
clients of social agencies who have been inadequately prepared for therapy; al- 
coholics or drug addicts who are shepherded into the therapist's office through 
cajolery, threats or exhortations; children with behavior and emotional problems 
brought in by parents or referred by schools; and psychotic persons out of con- 
tact with reality. 

An inadequately motivated patient may utterly refuse to start therapy in 
defiance of the therapist and the referring agency. Or he may apathetically ac- 
cept his plight, reporting as if to a parole officer, with no intention of cooperat- 
ing or of conceding that he can be helped. Accordingly, it is impossible to es- 
tablish the kind of working relationship that permits of the achievement of 
meaningful therapeutic goals. With proper handling, however, it may be pos- 
sible to deal with defective motivation and to create the incentives essential for 
effective treatment. A general outline for the management of the poorly moti- 
vated patient is as follows: 

1. Recognition and reflection of the patient's a feelings about ther- 
apy and the therapist. 

2. Indication of an understanding and ates of these feelings. 

3. Display of a neutral attitude toward the patient’s needing or being able 
to benefit from psychotherapy, until more facts are known about the patient’s 
problem. 

4. Expression of the opinion, when sufficient facts are known to the ther- 
apist, that the patient requires psychotherapy and may benefit greatly from it. 
Attempting to establish some incentive for therapy. 

5. Sympathy with his feeling, if the patient continues to be negativistic, 
or refuses to reveal facts about himself; but attempting to handle what is be- 
hind his feeling. 

6. Dealing with his misconceptions about psychotherapy, answering his 
questions as directly as possible. 
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7. Refraining from “selling” the patient on therapy; respecting his verdict 
should the patient decide against getting therapy. 

8. Acceptance of the patient, should he merely decide to resign himself to 
therapy because of external pressures or for other reasons. 


RECOGNIZING AND REFLECTING NEGATIVE FEELINGS 


Because the patient is defensive, evasive, inwardly outraged, and perhaps 
expressively hostile, little will be achieved until these untoward attitudes and 
feelings are resolved. It is therefore urgent to focus on them as soon as possible. 
This is relatively easy where the patient verbalizes readily or otherwise reveals 
himself. Often, however, disturbed feelings are not openly apparent, and must 
be perceived from how the patient talks rather than from what he says, or from 
random gestures, mannerisms, and facial expressions. 

For instance, a delinquent boy referred for treatment sulks silently in his 
chair, he fidgets around when asked a question, then answers in an evasive 
way with apparent disinterest in the proceedings. The therapist may make one 
of the following remarks: 

“Perhaps you feel you ought not to have come here.” 

“Perhaps you're angry about being sent here.” 

“I can understand that you’d be annoyed about this situation.” 

These responses immediately cut into the underlying mood and enable the 
boy to comprehend that his feelings are recognized. Resultant may be an out- 
burst of hostile emotion toward the referring agency, and an opening up to 
the therapist. 

A woman, suspected of being emotionally disturbed, is sent to the therapist 
by her assigned social worker after applying to a family welfare organization 
for help. The only reason she accepts the referral is to please the social worker 
through whom she expects to secure supplementation of her income. Her lack 
of motivation causes her to withhold as many facts about herself as possible, and 
to be as evasive as she can without offending. Under these circumstances, once 
the therapist has become conscious of her attitudes, he might say: “I can very 
well see that you would feel resentful or uncomfortable about coming here. 
You probably do not believe that it is necessary, and might feel that you could 
very easily do without it. I do not blame you for feeling that way inasmuch as you 
didn’t really come to the agency to seek any emotional help.” This may relax 
the patient considerably, since she senses in the therapist a sympathetic person. 
She may then begin to express her feelings about the agency and finally to 
verbalize her problems quite candidly. 

A man with a character disorder expressed in petulant, querulous and 
sadistic tendencies comes in for an interview on the insistence of his wife, who 
threatens to leave him unless he gets psychiatric treatment. After spending ten 
minutes or so disarming the therapist with a genteel account of how well ad- 
justed he is, the therapist interrupts: 
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Th, But there must be some reason why you came to see me? 

Pt. I wish I knew why. My wife insists that I’m cracked. 

Th. Cracked? 

Pt. Yes. (laughs) 

Th. Why does she make such a claim? (The patient then irately expostulates on 
certain incidents in which he was unfairly treated by relatives of his wife. His re- 
sponses, though retaliatory, were, he claims, tempered out of respect for his spouse. 
Yet she accused him of being cruel and irrational—tendencies that were not an in- 
tegral part of his personality.) 

Th, Do you think that you have personality problems? 

Pt, Not any more than anyone else. 

Th. Then it must make you mad to have to come here to see me. 

Pt. (pause) Well . . . she thinks I should go to you. I’m mad at her, not at you. 

Th. Well, I would think you’d be as mad as the blazes to come here when you 
really don’t see the need for it. 

Pt. (laughs) I guess I am mad, but I don’t blame you. Maybe I have been acting 
unreasonable at times. I suppose I’m hard to get along with sometimes. 

Th, Everybody gets upset and acts unreasonable sometimes. 

Pt. I don’t know that I do any worse than anyone else. 

Th. So that you'd resent being sent to a psychiatrist for no real reason. 

Pt. Do you think there is anything wrong with me? 

Th. From what you’ve told me, you seem to have a problem with your wife. 

Pt. It’s that she keeps picking and nagging and wanting to make me over. {From 
this point on the patient's relationship with his wife is discussed and the patient par- 
ticipates enthusiastically. } 


INDICATING ACCEPTANCE OF NEGATIVE FEELINGS 


By reflecting negative feelings, the therapist conveys an acceptance of them. 
The therapist, furthermore, may elaborate on the patient's right to feel the way 
he does, demonstrating an understanding of the patient's mode of thinking. 
This is illustrated in the following excerpt of an initial interview: 


(The patient stomps into the office with a swagger. She is a young woman 
with a short haircut and a severely tailored tweed suit. She radiates an air of 
masculinity, and is obviously disturbed and hostile.) 


Th. Would you like to tell me about your problem? 

Pt. (rapidly and angrily) The first thing I'm going to tell you is that I am 
against psychiatry completely. 

Th. Why? 

Pt. Because of past experience. I’m coming here against my will. 

Thal see. 

Pt. Definitely against my will. 

Th. Can you tell me about that? 

Pt. In the year of 1945 I had two psychiatrists working with me. One was a 
society doctor who got me in and gave me 10-minute sessions, talking about nothing 
and charged me fifteen bucks; the other was a complete ass, who just sat on a chair, 
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did nothing. He said he would try to work with me twice a week. He didn’t help me 
one single bit and I am against it because of that. 

Th. Well it does sound like you had some ungratifying experiences. 

Pt. The first doctor wasn’t really a psychiatrist, but he posed as one. 

Th. How long did you go to him? 

Pt. Just went a few times, maybe ten, I don’t know offhand, but I felt it wasn’t 
doing me any good. 

Th. What was the reason for going to him in the first place? 

Pt. I was kicked out of school. 

Th, College? 

Pt. Yes. They promised to let me come back if I had psychiatric treatment. I 
used to go to see the guidance woman, and she said that I had to see a psychiatrist. 
One of the teachers complained—a special narrow-minded, bigoted woman who had 
the same affliction I did and that they had condemned me for. This was homosexuality, 
I guess. I don’t know till this day. They got me into such a state that I was willing 
to do anything and everything. I had no psychiatric treatment, then I went to two of 
them. They were working with me, trying to get me back to school, and then after 
this year was up, the president talked to these doctors and everybody else. They 
started messing around, and then said they wouldn’t take me back anyway, so that 
finished me up at college. That was the only reason I went for psychiatric treatment. 
I went in with an open mind. I said, “OK, if you can cure me and get me back to 
school,” but it didn’t work, And ever since then, I mean, I don’t particularly care 
for college; but I want my degree. I know what I want in life as far as a career goes. 
I am working toward it now. So I got to go back to college. 

Th. So if you're anti-psychiatry, why did you come to see me? 

Pt, Well, that’s not the point. I don’t want you to cure me, as far as that's con- 
cerned. I talked to the guidance woman about the whole thing. She is a wonderful 
person and I adore her, except I think she is psychiatry conscious. She has been in- 
sisting on this and I am always trying to please her. In fact, it’s not the homosexualism 
that bothers her, it’s the way I dress and walk and things. I was a little out of hand 
at school. 

Th. Is that what they say? 

Pt, Well, no—that’s what I say. 

Th. What sort of trouble did you have? 

Pt, Well, I don’t smile enough; I look queer, I suppose; my mind is always a 
mile away, although I did good in school. I have an excellent mind and my marks 
showed it, I don’t dress; I wear men’s shirts; and I am always in this kind of an out- 
fit which is a little different from what the typical girl wears at college. 

Th. I see. 

Pt, Well, it looks different and my walk is terrific. 

Th. You mean you walk with a swagger? 

Pt. I do definitely, 

Th, Is that affected or is that you? 

Pt. I tried to calm it down, but it just doesn’t work. You see, I was in physical 
education, and I am very athletically inclined, and the swagger does come, but it’s not 
to the degree that I have. My voice is vety gruff, in fact my speech teacher gave me 
an E because he didn’t like the way I spoke. And that’s the lowest mark I ever got, 
and maybe I will be able to fix that up. It’s just these little things—the way I smoke 
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a cigarette. My behavior patterns that I have just don’t qualify with the normal. I try 
to keep away from women ’cause I might be tempted, and as yet I haven't been. 

Th. What do you mean as yet you haven't been. 

Pt. Well I haven't gone after women, to go to bed with me I mean. 

Th. You never have had any homosexual relations? 

Pt. Oh yes, but not at college. 

Th. What they object to is just the fact that you dress in a certain way and talk 
in a certain way? 

Pt. As this guidance woman puts it, they feel that in the state that I am in now, 
whatever that is—they have given me no definition of it—they feel that I am not a 
responsible person, and that I may possibly forget myself and commit an act. There- 
fore they feel I am not a good risk, but they don’t know that I work well with chil- 
dren ’cause I have done a lot of field work, and I have done an excellent job. I have 
a good reputation at home. These college students and the professors, of course, can 
recognize the fact that I am queer I guess. 

Th. Well, the business of working with children—your course is what? 

Pt. It’s educational sociology in group work. 

Th. What would you like to do? 

Pt, I thought about going back to physical education. In fact I may start my 
graduate work in September. 

Th. You don't see anything wrong with the things you are doing, do you? 

Pt. Certainly I do. 

Th. Well what's wrong with them? 

Pt. Anything that doesn’t conform to society is wrong in their eyes. 

Th, But in your eyes—I'm talking about yours. 

Pt. I got a conflict. I apparently have two personalities—one is the homosexual, 
the other is heterosexual. I can’t make up my mind which personality I want to be. 
I think it’s the homosexual, because my relationships with men have been “snafu.” I 
don’t know. The guidance person thinks I hate women really. She has analyzed this 
thing with me, every time I talked to her. I always give the right answers as far as 
myself is concerned. I like women. I like to be with them, but I'm a very obvious 
homosexual and that’s what’s wrong with me. 

Th. Well, when you are with them, how do you act with them, with the girls? 

Pt. I'm aggressive naturally. 

Th. Do you ever take a passive role with them? 

Pt. No. 

Th. And what about your relations with men? 

Pt. I am very much in love with one now, and he is also a homosexual. My 
only associations which are very satisfying are with gay boys. (laughs) If I talk to 
you much longer, you'll get my lingo. Isn’t it awful? 

Th. You seem to be ashamed of it. 

Pt. I’m not ashamed of the fact that I’m a homosexual, but I am ashamed of the 
fact that I’m obvious. 

Th. Well, would you like to change your being obvious? 

Pt, Yes, that’s the point. I don’t particularly care about being cured as far as 
that’s concerned, because a lot of great people were homosexual. If they could be 
homosexual, well I certainly can. I’m completely indifferent to that. 

Th. Would you like to change some of these mannerisms that you talk about? 
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Pt. That’s the point, if I can get out into society and work. In fact, my ultimate 
goals are to teach in a college. 

Th. I see. 

Pt. Now, I'm not going to do anything—inflicting my behavior upon my stu- 
dents—but it is obvious, and that’s where the drawback is. And ever since I started 
in this work, it’s not the students. The kids love me. In camping experiences too, it 
was always the counselors or the teachers that jump on me, because they see some- 
thing. 

Th. Maybe you feel that if you expose yourself to therapy, I’m likely to try to 
change your preference for homosexuality. 

Pt, Well, are you? 

Th. I naturally won't change anything you don’t want changed. As a matter of 
fact, you're the one that determines how far you want to change. Actually I don’t 
blame you for being mad at psychiatry, if you feel psychiatry is trying to force you to 
be something you don’t want to be. But getting treatment merely to get into college 
may do you absolutely no good. 

Pt. They don’t exactly demand it, they haven’t gotten to that stage. I don’t want 
you to misunderstand. It was the guidance woman's idea, and she has been at me 
ever since I’ve known her. She has taken a keen interest in my work, and she feels 
that I’m good at it and that my future shouldn’t be wasted because I am in this con- 
flict. I am unhappy you see. 

Th. What conflict are you in? 

Pt. Whether I should go this way or whether I should go that way in sex. 

Th. Well, maybe you'd like to work out which direction you'd really like to go, 
either the one or the other, as long as you are clear in your mind and convinced in 
your heart. 

Pt, I think that I would be homosexual, (pause) because my whole environment 
as a child, and ever since I can remember has been one which was conducive to 
homosexuality. 

Th, Let’s accept that; at least for the time being. Are there any other conflicts 
you might want to handle? [attempting to discover some incentive for therapy} 

Pt. I sort of isolate myself, I’m afraid, and, as soon as I finish a class, I want to 
run home. Or I run down to the Village to this friend of mine and I stay with him. 
What bothers me most of all is the way I look and walk and act. It upsets me. 

Th. In other words, you feel the mannerisms and the gestures are not approved 
of ? 

Pt. That’s right. 

Th. And that’s what bothers you more than anything else? 

Pt. Yes. 

Th. Would you like me to let us help you with that problem? 

Pt. If you can; if not I might as well go to the Bowery. Do you think you can? 
This problem of what I should wear, what I shouldn’t wear. My sister is ultra, ultra 
feminine, and I have the clothes to wear, but I would prefer to be in this attire, [The 
patient defines an area on which she wishes to work.} 

Th. TIl do what I can to help you understand yourself better. If you have the 
desire to work things out, I believe I can help you. 

Pt. That’s the whole thing except that there is this tremendous fear that I’m not 
myself. But, I'd like to get started if you can, as soon as possible. 


Li 
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MANIFESTING AN OPEN MIND ABOUT THE 
PATIENT'S NEED OF THERAPY 


Should the patient want to know whether the therapist considers his prob- 
lem severe enough for psychotherapy, the therapist may say that he will have to 
postpone a positive statement until he has obtained more information. Such an 
attitude helps convince the patient that he is not dealing with an arbitrary au- 
thority. The therapist may also remark that he is not sure the patient needs or 
does not need treatment, but that as soon as he has enough facts about the pa- 
tient, he will be better able to advise him. The following excerpt is an example 
of this: 


Pt. Do you think I need to get these treatments? 
Th. I am not sure yet. Suppose we talk more about your problem, then I will 
give you an idea of whether or not I think you need psychotherapy. 


CREATING INCENTIVES FOR THERAPY 


When, during the interview, the therapist has gathered enough facts to 
justify a positive statement to the patient, he may remark: “Now I know enough 
about the problem to give you one definite statement. I do think you can benefit 
greatly from therapy. Whether you want therapy is another matter; but it could 
be of help to you.” 

Should the patient demand a reason for the therapist's conclusion, the latter 
may frankly state that the patient is not as happy, or well adjusted, or creative 
as he might be, or that he is being victimized by certain symptoms that are signs 
of neurosis. The therapist must respect the fact that only the patient can decide 
whether or not he wants therapy, no matter how much he needs it. 

It is necessary sometimes to attempt the building of incentives for treat- 
ment. Illustrative is the following excerpt from the first session with a single 
woman of twenty-four whose mother was insistent that she see a psychiatrist 
because of attacks of moodiness and spells of depression. The patient sat for- 
lornly in the chair replying to questions with monosyllabic answers, and de- 
nying that her symptoms were bad enough to warrant treatment. 


Th. Are you completely satisfied with your present life and adjustment? 

Pt. Yes. 

Th. It's very gratifying to be well satisfied. Understandably you wouldn’t want 
any treatment if there is nothing wrong. 

Pt. No. 

Th. Your mother thinks you ought to get treatment. I wonder why? 

Pt, I don’t know. 

Th. Maybe you're angry that she sent you here, if you didn’t need treatment. 

Pt, I’m not angry. 

Th. Mm hmm. (pause) But there must be some area in which you aren't com- 


pletely happy. 
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Pt. Well . . . (pause) 

Th. Are you satisfied with the way everything is going in every area of your life? 

Pt. (pause) No, not exactly. 

Th. Mm hmm. (pause) 

Pt. It’s that I don’t go out much, not much, I don’t go out with boys. 

Th. I wonder why? 

Pt. I don’t know. I don’t have a desire to go out, I mean the energy. I get tired. 

Th. Would you like to want to go out more? {attempting to create an incentive 
for therapy} 

Pt. Oh, yes. I often wonder what I could do to make me want to go out. 

Th. Well, if you really would like to work with me on that, maybe I could help 
you with it. 

Pt. But could you do anything to make me want to go out? 

Th. I wouldn't make you do anything, but if you were interested, we could ex- 
plore this area and find out what it was that held you back. 

Pt, I think I would like that, if you could do it. 


To help promote motivation for therapy the interviewer may alert himself 
to any of the following manifestations on which he may focus the patient's at- 
tention: 

1. Distressing symptoms of failure in adaptation; such as, tension, anxiety 
and psychosomatic symptoms. 

2. Incapacitation and inhibition of function produced by anxiety and de- 
fenses against anxiety, like phobic, conversion, obsessive and depressive reac- 
tions. 

3. Recognition by the patient that he is not living up to his capacities, and 
that basic biologic and social needs are being sabotaged. 

4. Fear of the consequences of neurotic aims; such as, retaliation for “‘act- 
ing-out” or detection of homosexuality. 

5. A desire to be like other people. 


ATTEMPTING TO DEAL WITH CONTINUED 
OPPOSITION TO TREATMENT 


Where the patient shows continued negative attitudes toward therapy and 
toward the therapist, it may be helpful to point out that many persons can be 
benefited by psychotherapy even though they do not see the need for it at the 
start. If the therapist, from his personal experience, is able to relate in detail 
a case he has treated with problems resembling those of the patient, it may create 
a spark of incentive. Reciting a detailed history, such as the one described in 
chapter 32, Structuring the Therapeutic Situation, may give the patient an idea 
of how psychotherapy works. 

Sometimes assigned reading (see page 579) of informational books on psy- 
chotherapy may aid in the working out of the patient’s blocks to treatment. An- 
other helpful adjunct, available to the therapist who is acquainted with psycho- 
logic testing, is to give the patient a projective test and then to discuss carefully 
and tentatively the test findings. Many patients open up remarkably when their 
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problems are approached in this indirect way. Finally, if the patient is willing to 
expose himself to an educational group, and if there is one available, the ensuing 
discussions in the group may resolve his resistance. 


CLARIFYING MISCONCEPTIONS 


Throughout the interview it is necessary to clarify any misconceptions the 
patient has about psychotherapy, and to answer, as factually as possible, whatever 
questions the patient may ask.* 

Where the patient accepts psychotherapy, but has spurious goals in mind 
in regard to what he wants to achieve from treatment, special handling will be 
required. For instance, a man applies for therapy with the complaint of tension 
that prevents the development of his singing voice. His ambition is to become 
an opera singer. As he elaborates on his problem, it becomes apparent that he is 
really searching for success in terms of his father’s conception of achievement. 
A music teacher himself, the father had trained his son to be a singer. The boy 
was driven to practice incessantly in order to discipline himself for a great vocal 
career. His coming to New York at the age of twenty had a two-fold purpose: 
first, to study with a famous voice teacher, and, second, to get an audition at the 
Metropolitan Opera Company. Upon leaving home, however, the patient's 
vocal ambitions began to ebb, and he found himself increasingly engaged in 
social and intellectual pursuits that diverted him from voice exercises. Whenever 
he sang before a group, or even practiced singing for any length of time, he 
became uneasy, tense and anxious. He came to therapy at the advice of a friend 
who was also receiving psychotherapy. 

One might speculate that the patient was evidencing a delayed adolescent 
rebellion against his father which took the form of a desire for a self-appointed 
career. A reasonable objective in therapy thus would be the promotion of in- 
dependence, even though this might mean an abandonment of singing as a pro- 
fession. 

Yet to tell the patient that his goal to be an opera singer was neurotic, and 
that therapy would bring him to an independent course, might drive him away 
from treatment. A preferable approach would be to accept the patient's motiva- 
tion to acquire a better singing voice, but to avoid any intimation that his voice 
might improve in calibre. He could be told that therapy may help him under- 
stand the source of his tension and the basis of any other interferences with his 
singing ability. 

In the actual treatment of this patient, it soon became apparent to him that 
his value system and self-esteem were dominated by the goals of his father. At- 
titudes of submissiveness and reverence masked deep resentment and desires for 
freedom. Breaking away from his father in coming to New York, released his 
aggression. His refusal to practice singing was one sign of rebellion. Tension 
and anxiety were the emotions consequent to this conflict. The patient was able 
to make a conscious choice of a cateer when he determined, in consulting with 


* See chapter 30, Answering Questions Patients Ask About Therapy. 
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prominent critics, that his voice was not of operatic quality. He was surprised 
to find that his father accepted his decision benevolently after he had asserted 
himself and had insisted on giving up music in favor of a business career. 

There are many neurotic goals that patients imagine will be realized 
from therapy; such as, demands for power and perfectionism, a desire to endure 
hardships without flinching, and a yearning to remain poised under all circum- 
stances. These motivations will not of themselves block entry into therapy, but 
they must be handled with determination at some point. 

Among the most stubborn of inadequately motivated patients are those 
suffering from psychosomatic problems. Clinging to an organic etiology may be 
due in part to ignorance of how emotional factors can produce physical illness. 
In addition to the fear of being classified as a “mental case,” the patient may 
consider that agreeing with a psychologic diagnosis is a sign that his suffering 
is regarded as “imaginary.” When he is afflicted with disabling symptoms like 
blinding migrainous headaches, or intense gastric pains or diarrhea, he may not 
be able to countenance any other but an organic cause. Applying to a psychiatrist 
for help is to him a sign of weakness, an indication of lack of will power, and 
an insignia of defeat. Deep fears of revealing repulsive secrets about himself, or 
of being unmasked as a contemptible, perverse creature, reinforce his antago- 
nism. The possibility of embarking on a long and costly therapeutic adventure, 
the outcome of which is not guaranteed, is additionally unsavory. Because of 
these resistances, the referring physician has a formidable job on his hands in 
getting the patient to accept a psychiatric referral. As the general practitioner 
has become more sophisticated in his understanding of mental health, he has 
been able to deal more adequately with many of the patient’s objections to re- 
ceiving psychotherapeutic help. A few articles have appeared in medical journals 
that outline techniques of referring a patient to a psychiatrist [456], and these 
can benefit the physician considerably. 

In spite of good preparation, nevertheless, the patient may cling desperately 
to a conviction that his ailment is organic in nature, and that he will eventually 
find a doctor who can locate his lesion and prescribe the proper medicaments. 
He may insist that the therapist become involved in this search, and, despite his 
understanding that no medicines will be prescribed in psychotherapy, there is 
an almost frantic plea in his manner, if not in his verbalizations, for a remedy 
that will spell the renaissance of a new era of hope. 

While he may intellectually be convinced of the fact that emotions can 
influence bodily processes, the patient may be unable to apply this information 
to himself. The therapist may have to reiterate the thesis of how being upset 
can ptoduce widespread disturbance in every part of the body, inducing even 
greater discomfort and pain than organic illness. The therapist must, however, 
always leave the door open to the possibility of at least a partial organic factor. 
To insist on its complete absence is an indication to the patient of the therapist’s 
arbitrariness and prejudice. The fact is that the patient may have a concomitant 
organic condition; indeed, it is hardly conceivable that there is no physiologic 
correlate in every psychologic disorder. The physical disorder may be completely 
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reversible once the patient’s emotional difficulty is ironed out. Yet it may exist 
in fact, and perhaps be demonstrated by laboratory and clinical tests. 

A prolonged physical ailment may undermine the person and bring out 
associated emotional elements. The resulting turmoil will then accentuate the 
physical distress. As a matter of fact, a condition which starts out as physical 
may, after a while, incite emotional elements that persist long after the physical 
cause has disappeared. In the event the patient seeks to know how “emotions” 
can cause bodily pains, he may be told that the brain is connected to every 
organ in the body by nerves. When mental suffering occurs, the effects may be 
transmitted through nerves to the bodily organs, affecting their function and 
producing painful spasms. When mental or emotional relief eventuates, the 
organ may be restored to a resumption of its normal activity. 

The patient will probably repeatedly have to be told that a reciprocal re- 
lationship exists between his mental and physical processes—that his nerves in- 
fluence his organs and vice versa. Sometimes a physical ailment touches off 
worry and other disturbing feelings, and the emotional disturbance then ex- 
aggerates the ailment. It would surely be remarkable if suffering from pain and 
other uncomfortable symptoms did not promote worry. Once anxiety is mobil- 
ized, a chain reaction begins, and the physical condition becomes more and more 
aggravated. Treating the physical condition with medicines or surgery may not 
remove the nervous component. Treating the nervous component, on the other 
hand, helps the organ return to its normal condition. This is why the treatment 
of the emotional part of the patient’s trouble may restore his physical health. 

Because the patient may require the preservation of his psychic integrity 
through a psychosomatic symptom, one must always cautiously and tentatively 
advance the possibility of emotional causation, always respecting the patient's 
need for refuge in a physical cause. 

Where the patient accepts the sincerity and authority of the therapist, he 
may be willing to give himself an opportunity to explore the emotional aspects 
of his problem. Sometimes the patient will listen in a polite manner, and then 
insist that he wants further medical consultations and tests before he submits 
to psychotherapy. The therapist here should respect the patient's wishes, and 
refer him back to his physician with the comment that the patient is unwilling 
at present to accept psychotherapy. Often this tolerant and open-minded atti- 
tude evidenced by the therapist will inspire the patient to return, motivated for 
treatment, when an additional excursion for more diagnosis has proven futile. 

These principles may be illustrated by considering the case of a man who, 
because of a disabling gastric complaint, consults his family physician. A series 
of laboratory tests, clinical examinations and x-rays reveal no discernible or- 
ganic lesion. Alkalis, antispasmodics, vitamins and sedatives are to no avail. In 
desperation the patient consults a number of specialists, and finally he makes 
the rounds of medical clinics with no abatement of his symptoms. His suffering 
eventually drives him back to his original family doctor, who had intimated, to 
the dismay of the patient, that there might be psychologic factors responsible 
for the patient’s trouble. This indicated to the patient that the doctor considered 
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him insincere and somewhat of a faker. But, having exhausted every possible 
avenue of traditional medical help, he finally is willing to listen to his physician 
and to consult a psychiatrist. 

His approach to the psychiatrist at the initial interview is one of mingled 
disdain, fear, frustration and hostility. Secretly he hopes the psychiatrist will pro- 
duce some kind of magic pill that will allay his suffering. He has been willing 
to try something new, but he comes to see the psychiatrist with his “tongue in 
his cheek.” He is willing to give this strange doctor a chance to do something 
the other doctors have not been able to do, but naturally he has his doubts. The 
slightest intimation that there is a psychologic aspect makes him fear that his 
pain may be considered imaginary. 

The following is an excerpt of part of a session with a patient of this type 
who has no wish for therapy, but whose lack of motivation is dealt with suc- 
cessfully by the therapist. After the patient discourses on his doubts that he has 
a psychologic problem that requires psychotherapy, the interview proceeds: 


Pt. But how can stomach trouble be caused by the mind? 

Th. The brain is connected to every organ in the body, and when a person is 
disturbed, it is understandable that the disturbance or worry or conflict can get into 
every organ of the body through nerve channels. And then the organ gets upset. 

Pt. But there's nothing wrong with my mind. I’m not worried about anything 
except this pain and how to get rid of it. 

Th. Perhaps that’s right. As a matter of fact you may have something really 
wrong with your stomach. Have you satisfied yourself that there is nothing wrong? 
[Since patients are suspicious that a psychiatrist will bend backwards to label a 
condition psychologic, this remark is intended to show the patient that the therapist 
is not eager to come to this conclusion without good evidence. } 

Pt. Well, the doctors all say that there is nothing wrong. They've given me all 
the tests, But I feel there is something. [This conviction of the patient against all 
evidence may be obdurate resistance to his accepting psychotherapy. | 

Th, You've had all the tests? 

Pt. Yes, and they all add up to nothing. 

Th. Perhaps you wouldn’t be satisfied until you find someone who tells you 
there is something wrong. It certainly seems reasonable to exhaust every possibility 
to your satisfaction, that is, get the best doctors to look you over, before you get 
psychiatric help. (pause) [This lack of eagerness on my part to accept the patient 
until he is convinced he wants psychiatric help may spur him on to accept it.} 

Pt, Do you think there is nothing wrong with my stomach. 

Th. There must be something wrong, otherwise you wouldn’t have pain. The 
question is whether the cause of the pain is emotional or organic or both. Frankly I 
don’t know which it is, since I’m not acquainted too much with your condition. But 
from your account nothing organic has been found. And you've had good doctors. 
Dr. is a good doctor; he’s conservative, and he sent you to see me, which shows 
he feels there is at least the possibility of an emotional factor. 

Pt. But what could it be, if it isn’t my stomach? 

Th. You mean what would the emotional factors be if your stomach trouble was 
not organic? 

Pt, Yes. 
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Th. That's why you were referred to me. Perhaps we might be able to find out. 
You know emotional trouble can give you a bigger bellyache than physical trouble. 

Pt. As bad as mine? 

Th. I don’t know how bad yours is, but it can be mighty bad, even worse than 
organic trouble. (pause) Apparently you can’t accept this fact as applying to you. 
Maybe you think it’s disgraceful to have emotional problems? 

Pt. Well, if I were that much out of control . . . Well, maybe it’s so, but I 
don’t, can’t see how. Wouldn’t I know if there is something wrong, with my mind, 
I mean? 

Th. With your emotions, you mean? Well, usually not. But I don’t know that 
there is anything wrong either. We'd have to give ourselves a little time and begin 
exploring. (pause) 

Pt. Doctor, do you think you can help me? 

Th. If you have an emotional problem that is causing this trouble, yes; that is, if 
you teally wanted to be helped. 

Pt. But I do want to be helped. I've spent a fortune of money and nothing has 
been done. 

Th. Maybe you'd rather wait, and keep trying other internists until you're con- 
vinced the organic factors are the most important ones. 

Pt. But I've tried and tried. 

Th. Yes, but you are still not convinced. Why don’t you think things over, and, 
if you'd like to give this a try—with an open mind, I mean—call me and we'll get 
started, [Throwing the choice squarely on the patient's shoulders.} 

Pt. I get the pain over here. (points to bis abdomen) 

Th. It must be very distressing. [showing sympathy} 

Pt. Yes, doctor, it drives me practically out of my mind. 

Th. You know, a person with even a real organic problem involving his stomach 
can get very upset. And his emotional tension can in turn stir up trouble for him. 

Pt. This pain does upset me and I think it does make my stomach worse. 

Th. So you see, emotional trouble, worry and tension can upset your stomach. 

Pt. Well, I do know there are some things my wife does that upset me. [This is 
the first indication of the patient's desire to work with his emotional problem. He 
talks about his difficulty at home and then makes arrangements to start therapy. | 


AVOIDING THE “OVER-SELLING’ OF THE PATIENT 


Lack of motivation may persist no matter how expertly the therapist ap- 
plies himself. The patient may cling to the notion that he must be self-reliant, 
believing that it is threatening to have to depend on the therapist. He may 
harbor a deep masochistic need for suffering, and refuse to relinquish his symp- 
toms. He may possess a contempt for normal values in life which he anticipates 
will be the outcome of therapy. He may suspect the intentions of the therapist 
and doubt the latter’s integrity. He may imagine that his creativity, talent and 
uniqueness will be exterminated in treatment. He may fear that therapy will 
ruin his marriage and lead to separation or divorce. He may anticipate a life 
bereft of pleasures he now derives from his neurotic indulgences. He may fancy 
that getting treatment constitutes a hostile act against his family who actively 
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or indirectly opposes his therapy. He may contemplate with dread the overcom- 
ing of any ostensible symptomatic handicap, since this has justified his failure 
in adjustment. There may be many other reasons for his refusal to cooperate that 
will nullify the therapist's efforts to guide him into therapy. 

From a strategic point of view, it may be argued that irrespective of how 
resistive the patient may be at the start of therapy, the developing relationship 
will eventually undermine his resistance. This is probably correct, and many 
patients who are initially non-motivated do eventually accept therapy. The great 
problem is to convince the patient to continue in treatment in spite of his doubts. 
This is easier said than done, and the therapist may, in his eagerness to help 
the patient, try to “‘over-sell” psychotherapy. The best practice is to present the 
facts frankly to the patient and then leave the choice of therapy entirely up to 
him. Under these circumstances, the patient may decide not to start treatment; 
but later he may return motivated, having spontaneously worked out his resist- 
ance in the interim period. 

The following case illustrates this. It is part of an initial interview with a 
patient with physical symptoms who was referred by a physician. An unsuccess- 
ful attempt is made to bring him to an awareness of possible emotional sources 
of his illness. Also unsuccessful is an effort to conyince him to accept therapy 
for a potential psychologic problem. Throwing the choice back at the patient 
makes him decide to get a further physical check-up. He is encouraged to call 
the therapist when he is ready to accept treatment. 


Pt. I'm here because I’ve been working very hard, sometimes till eleven o'clock 
at night. I was so tired that I thought something was physically wrong, but I was told 
that there was nothing wrong with me. No matter what reassurance I get, I am still 
depressed. When I was coming to your office, I felt sort of a fear. I can’t explain it, 
but if I was with my wife I know that I wouldn’t feel that way. When I walk by myself 
I get that feeling and I can’t reassure myself, but no, I do reassure myself. I say to 
myself that this is silly and I have no reason to feel this way. I don’t tell this to anyone, 
just you now, doctor. [The patient has symptoms of somatic disturbance, depression 
and anxiety—manifestations of a collapse in adaptation.} 

Th. You feel fearful? [focusing on his anxiety} 

Pt. Yes, fearful; that’s it. (pause) 

Th. How long has this fear been going on? 

Pt, Well I guess . . . I get up at night, and, and that’s why my wife came here 
to explain what goes on at night. [Patients wife is in the waiting room.} 

Th. What goes on at night? 

Pt, Well, I get up at night. I don’t know what food I eat the night before that 
gives me a full night’s sleep, but certain days I do get a full night’s sleep, and I get up 
in the morning, and I still feel that jittery fearful condition. But if I get up during 
the night, and open up my eyes any time during the night, and I feel the taste in my 
mouth; if I feel that I’m nauseous, I’m nauseous—if I feel that I want to take an Alka 
Seltzer, first thing I wake her up out of her sleep. First thing I wake her up. Really I 
shouldn't, shouldn’t do it, but I know I shouldn’t do it, but, if I do, for some reason I 
feel reassured if she’s up. I tell her I don’t feel good, and she says, “All right just 
forget about it, and just lie down on your stomach and force yourself to go to sleep.” 
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[Feelings of anxiety and helplessness make him apply to his wife for succor and re- 
assurance. | 

Th. Do you feel physically sick? 

Pt. See, doctor, the trouble is I still feel that I’m physically sick, in spite of the fact 
that I had an x-ray taken about a year ago. Dr. in the Bronx told me at the time, 
and he showed me the pictures right in front of me too. He says the x-ray shows that 
there’s nothing wrong physically. However, year, maybe less than a year, I believe you 
can find out exactly just when it was, I was told by the doctor there was nothing they 
could find out about my condition, there was nothing there. You could call Dr. 
You see, he'd probably have pictures and he could explain it better. But that’s the way 
he explained it to me. 

Th. Now this has been going on for how long? 

Pt, Well, it isn’t so very long. I’d say three or four years—I mean on and off; but 
the conditions, well from medical doctors I got examinations. They never found any- 
thing wrong during all those years. I did feel during that time, and I still feel during 
the present day, that it isn’t mental, that it is something physical that I feel. I don’t 
know how. I get reassured and reassured and reassured, and the only thing is that 
people confide and talk to me in a certain sense, and it immediately disappears. And 
then it comes back again almost right away. 

Th. Anything else wrong? 

Pt. No, everything is very, very nice. When I’m at home, we got a television set 
nine or ten months ago and I feel reassurance—we, we—the recreation, I mean. I feel 
wonderful at home, too, but I can be looking at the television, and if I distract my 
attention from the television, I still feel that feeling. I would say that three years ago, 
three and a half, four years ago my boss says, “Joe’’™—well, they call me Joe for short, 
he says instead of Joseph—‘“Take two weeks this spring, take three weeks” I mean. 
I felt kind of run down, and I always felt that when I'm run down, you know, from 
continuous work, I should rest up more. 

Th. What do you think this is all about? 

Pt. Well I don’t know. That’s why I don’t know whether it’s my physical con- 
dition or whether it’s my mental condition. I still feel that it's my physical condition 
for the simple reason that no matter how I feel, I always snap out of my mental con- 
dition. Because if I feel too depressed to a certain degree, I don’t try to fight deeply 
against it. I try to get the help of people whether it’s in the business or anywhere else. 
Or else I just cry it out and get the tension off my chest. I mean I don’t try to fight it to 
the extent that it should get the best of me. You see, I got—to get it down to brass 
tacks, doctor, I have everything to live for. I have a wonderful, I've got a wonderful 
family, a wonderful family from my side, I mean my brother and my sisters, and my 
wife on her side, her brother, her father-in-law. My father-in-law lives with us, my 
daughter and her husband live with us. We have a pleasant environment. I enjoy 
coming home. I got everything to fight in the direction of health. And so it, that’s 
really the root of it. It gives me the power to fight because I know that everybody is 
with me. 

Th. You feel that there is a physical condition that’s undermining you, that makes 
it hard for you to do things, particularly to work? 

Pt. Yes, but when I get that mental condition, I do feel that it comes from some- 
thing, something physically wrong. I don’t know what it is. It might be, it might be the 
smallest thing, but still the smallest thing might be . . . (pause) 

Th. Do you think there is anything seriously physically wrong with you? 
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Pt. I never feel that pain as I—I never feel any pain. The only pain is the usual 
condition. 

Th. A physical condition, like you say you have, may still be there and undermine 
you emotionally. Also on the basis of your worrying, the emotional state may aggravate 
the physical state. It’s a vicious cycle. It may be important for you to get physical treat- 
ment, and also important for you to get treatment for your emotional state. [This 
is a tentative attempt to soften the patient's resistance to psychiatric treatment.) 

Pt. Well I do feel, doctor, that all this condition is, is because of the continuous 
years of work I put into a career like. Well, I’ve been working since 1919. In all the 
years I feel that fifty percent of that time I put two days in one. Let’s see, I’ve been 
working since 1917, which is thirty-three years. I put two years in one, probably ten 
years of it, so that ten years I put in approximately twenty years of work. And I do 
know I have because I’ve been working at times thirteen, fourteen, fifteen hours a 
day. I mean, not these last couple of years, but in this trend before. Because after all 
your machine is working, and if you put twice as much as you should, you pay for it. 
[The patient is trying to justify his condition on the basis of overwork. | 

Th. Now look, do you feel that you want to get psychiatric help for this con- 
dition of yours, What do you think? 

Pt. Well, I think I feel that when I go to my place of business, I have the desire 
to go, I have the desire to work, and I know that I have obligations. I’ve got to work 
to make a living for the family and to keep the respect of the people I associate with. 
I know my obligations and all that, and I know that if I don’t work here I’ve got to 
work somewhere’s else. 

Th. Would you like to get some sort of help for this trouble of yours? [Repeating 
my question which the patient dodged.} 

Pt. Well, the first thing I feel that if I got reassurance as to my physical con- 
dition, I'd be all right. 

Th. The reason you were sent to me was Dr. felt that there was perhaps an 
emotional problem in addition to any possible physical problem that existed. Now 
let's assume that you have a physical problem such as you say you have, there still 
might be an emotional condition superimposed on it. But you won't be able to benefit 
by help for an emotional problem unless you really want it. That’s why I ask you, do 
you want help, do you want me to arrange for help for you? What do you think? 

Pt, Well, I'd rather think it over a little. (pause) 

Th. I tell you what I will do then. You think it over a little and I will get in touch 
with Dr. . I will tell him what I feel. And then after you talk it over with him, 
and you decide you want help, call me. 

Pt. You see, I don’t know whether it’s psychologic or physical. You see I say that 
because I’m not convinced. 

Th. Ate you interested in what I think? 

Pt. But, first, if I can be reassured as to the physical, then probably that can loosen 
up the tension. 

Th. Do you feel that that would be enough once you are reassured? 

Pt. Well, I don’t know. I just don’t know. 

Th. You know from your experience you've tried that over and over again, and 
it hasn’t worked. 

Pt. I’ve tried, but I still feel that in the physical, I feel there’s so many other 
things that just an x-ray or that—it’s just like a complete check-up as to every extent 
of the individual—I haven’t had a complete check-up for a long time. 
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Th. Do you think that the best idea is to go ahead and make arrangements for 
another complete check-up? Then when you are assured through that complete check-up 
to your satisfaction that there might be a good reason for you to get psychiatric help, 
give me a ring. 

Pt. That’s what I'll do. 

Th, All right then. You may call me when you decide. 

Pt. Yes, goodbye, doctor. 


The contact with the patient was terminated at this point. The referring 
physician was told that the patient undoubtedly could use psychotherapy, but 
that he was not ready for it, not being convinced that there was a psychologic 
factor in his ailment. Without a desire for treatment, it was doubtful that the 
patient could derive any benefit from it. 

Six months later I received a telephone call from the patient asking for an 
appointment. He was ready, he claimed, to start therapy. Treatment was started 
and carried on with satisfactory results. 


TREATING THE NON-MOTIVATED PATIENT 


The non-motivated patient who feels obliged to continue in therapy because 
of external pressure, or who is willing to experiment with treatment against his 
own judgment, should be accepted without question. The best way to motivate 
such a patient for therapy is to start a good relationship with him—one of 
frankness and sincerity. The patient, finding value in this relationship, may 
eventually accept therapy, using the therapist to bring some objectivity into 
his life. 

This may be illustrated in the following excerpt of the fifteenth session with 
a woman of thirty whose husband had forced her to accept treatment under 
threat of divorce. The patient suffered from a phobic reaction that restricted 
her movements and caused her to cling fearfully to her husband. She ‘resented 
his insistence on her getting psychiatric help, and the first sessions were spent 
accepting her resentment and pointing out to her that her disabling symptoms 
might provide an adequate reason for her personal acceptance of therapy irre- 
spective of the wishes of her husband. Gradually she concurred with this idea. 


Pt. Well, I feel that I am learning a lot. I don’t know how it happened. It’s been 
very subtle. I just don’t know how it happened, but I don’t think the way I used to. 
That’s the only obvious thing that I can see. I think that I’m getting my feet on the 
ground, I’m thinking more realistically. I know that I did come here because somebody 
else wanted me to. I'd be telling a big lie if I didn’t admit that. But I had absolutely 
nothing to say about coming here in the first place, not a thing. And the only reason 
that I didn’t like to come here, I thought of the stigma of having anything wrong with 
my mind. I’m reminded of it, and John (her husband) reminds me of the fact that I'm 
neurotic all the time, and I know it myself. I think that that has been my phobia, more 
than some of the other things. 

Th. Don’t you think you would have thought the same way about treatment if 
there was something medically wrong with you? 

Pt. No. 
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Th. In other words, you put a special stigma on being neurotic as compared to 
having any other ailment. 

Pt. Well, any other thing, I don’t know. But dad taught us ever since we were 
children about people being mentally off, and that whenever we got married, that the 
one thing to be sure of always was that the other person was well-balanced and didn’t 
have any queer strains in him. That idea has kept on so long, that it has always seemed 
to me there were cures for physical things, but that something wrong with your mind 
you had with you until you died. If you think that for a long, long time, and then 
someone starts telling you you're queer, it accumulates like a snowball. 

Th. Well, that made it difficult for you. You then came not of your own free will, 
but because your husband insisted on it. But you are beginning to see that coming 
here does not imply that you are seriously mentally ill. Many people come to therapy, 
not because they have symptoms, but because they want to improve on their poten- 
tialities. 

Pt. I realize that they go because they themselves feel that. (pause) 

Th. Because they themselves feel that. 

Pt, And it isn’t because someone else says they are queer. 

Th, Precisely. If you continue to come to see me on the basis that somebody thinks 
you're queer, you won't get much out of coming. If you don’t come of your own free 
will, and feel that this is your project, that there are problems that you have, emotional 
conflicts that you want to work out, your treatment will be delayed. 

Pt. No, I don’t have that attitude, and you have gotten me over that feeling, I 
guess it’s because of you. Well, your attitude isn’t the kind that reminds me that I’m 
queer, nothing like that at all. It’s entirely different. I think that I want to do things 
about myself. 


From this point on therapy proceeded satisfactorily. 
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The Initial Interview: 
Case History 


THE FOLLOWING TRANSCRIBED RECORDING ILLUSTRATES SOME OF THE 
processes of an initial interview: 


(The patient telephoned for an appointment stating that he had been re- 
ferred by a psychiatrist in San Francisco. When he appeared, he presented the 
appearance of a pleasant, poised young man, somewhat timid in manner.) 


Th. Hello, I'm Dr. Wolberg. 

Pt. How do you do, (extends hand) 

Th, Won't you sit down over there, please. 

Pt. Yes, mm hmm. 

Th. The purpose of this interview is to get a general idea of your problem so that 
we can decide the best thing to do for it. [structuring the purpose of the interview} 

Pt, Well, it’s a complicated matter, but I feel like I’m not as complete a person 
as I might be. In my associations with people I mean. [Chief complaint.} 

Th. How far back does this go? 

Pt. Doctor, now the best way I can preface what I want to say is that I went to 
see Dr. in San Francisco. I did have a problem, sort of an immediate problem 
which in turn led to other problems. There was a girl with whom I had been going for 
the past year, and we had just broken off, and I was very upset about that. And, I had, 
we had been having an affair which seemed to complicate the matter considerably, 
since I wanted to be married and she in turn had had a previous engagement which 
had been broken. She was apprehensive about such things. And my first really severe 
emotional, what I consider a bust-up, was when she broke off the affair, and I, I lost 
control of myself pretty well. [beginning elaboration of the history and development of 
the complaint} 

Th. How long ago was that? 

Pt. This was in early 1948. It just seemed that, as I talked this out with Dr. 
that (pause) that she actually symbolized a type of security which, as we talked over 
my past and my growing up process, I never had before. 

Th. Mm hmm. 

Pt. I can remember very, very well getting little from my stepmother who raised 
me with my father since I was four or five. A person who deprecated me and my 
accomplishments constantly; a person who, of course, took me to the dentist twice a 
year and performed all of the routine functions of a mother without really letting her- 
self, uh, be a mother, uh . . . (pause) 

Th. And your own mother? 

Pt. No, my own mother was divorced from my father and she remarried, and my 


stepmother took care of me. 
Th. I see. What about your real mother, did you see your own mother? 
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Pt. Oh yes, about once a week, We were living in San Francisco. 

Th. Hm hmm. 

Pt. Uh, I don’t know if I've answered your question. 

Th. Yes. (pause) Now to get back to the immediate problem. 

Pt. That was the first time I had this kind of relationship. I had had various 
relations with a couple of prostitutes, and also with several girls, but they only lasted 
for a short time. This girl not only, she was, she was a brilliant girl in addition to 
being a, a wonderful partner sexually. And, uh, this really was the first experience 
of that intensity that I ever experienced. 

Th. How old a girl was she? 

Pt. She was younger than I was. She was nineteen. 

Th, I see. 

Pt. But very mature, I might add. As I look back on it now it seems to be almost 
a shadow. Oh, it comes back every so often. I think that my conduct today would be 
entirely different. I mean I can’t visualize myself actually doing some of the incredibly 
insane things I did at the time. (pause) 

Th. What did you do? 

Pt. Well, I mean I, I persisted, I was jealous, I, I, I, uh, didn’t know whether to 
phone her or not. I put her on the spot. I made things rather miserable for her. I made 
them miserable for myself. I. . . 

Th. When was this? 

Pt. Well, you see, there were actually two stages. Four or five months after I met 
her, we went back to college together where I was. We were both doing undergraduate 
work, And she decided to break off, and that was the first severe reaction I had. I mean, 
uh, I couldn’t see that I was enjoying it too much, and it seemed to represent some- 
thing very wonderful, and so, I protested loudly at that. I felt I lost everything, and I 
was very emotional and very, well, it’s just, it’s just something that I look back on. 
It seems totally impossible to reoccur. It never had reoccurred. But we still went on 
after that, and we resumed the affair after a month, and everything was fine. But, 
when we finally did break up, it was because she had started going out with another 
fellow. We had not gone steady during this entire period, and I can remember one 
Thanksgiving evening. This was at the height of the affair, and she went out with 
other people. Well, this was absurd to me, since God only knows I couldn’t see my- 
self wanting to go out with four different girls for the following nights after Wednes- 
day or Thursday night, whichever it was. I don’t know if it was Thanksgiving or 
Thanksgiving eve. So, it was a pretty insecure relationship for me throughout, and 
finally when it did break off, it was because she had become interested in someone 
else, a fellow who had had an article published in a national magazine. She was sort 
of enthralled by this because she had a creative bug, even though she was a political 
science major. 

Th. You felt inferior to him? 

Pt. In terms of, in terms of suaveness, yes. Not in terms, not because he had pub- 
lished something, though I must admit that I imagined off and on that J would pub- 
lish something some day. 

Th. But it must have been a ferrific blow to you. 

Pt. Well, yes. This guy was a very . . . he was very tall, slender, good looking 
guy. He sort of had a uh, uh, worldliness in general, or so it seemed to me, as I im- 
agined, as I noticed him from afar. And I remember being rude to him one day 
which, which again is inconceivable for me, because it not only is out of character, 
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but I certainly don’t have that confidence. Before I go on, I want to tell you something 
that the doctor in "Frisco and I found out after a little while. I have a—I see it coming 
out of me now—I have a knack for glibness, and, sometimes, I talk—I’m able to talk 
very slick as I do now—as I seem to be able to do, go into a song and dance. And it’s 
sort of tough to probe. He found it tough, because I, I was a little too glib. And I just 
want to tell you about that ahead of time. 

Th. You want to warn me? 

Pt. Yeah! I don’t think that it’s necessary, but— 

Th. You kind of suspect yourself. 

Pt, Yeah, I definitely suspect myself of talking glibly and of underestimating, or 
trying to underestimate in terms of the person to whom I’m talking. I suspect that I 
try to make friends with the psychiatrist, instead of, instead of—well, (laughs) giving 
an objective account of my problems. [This may be an awareness of certain inter- 
personal operations and defenses; for instance, of a need to impress, to win people 
over, to befuddle them. The patient may be warning me not to allow him to fool or 
beguile me.} 

Th. Well, it’s only natural for you to relate yourself to me in a way customary 
to the way you always relate to people. You might utilize, in talking to me, glibness 
or any other kinds of attitudes that are so often used. But if you want to be glib, there's 
no reason why you shouldn’t be. If your glibness, however, does make problems for 
you, that may be something you may want to change. That would be something we 
could tackle right here in the therapeutic relationship. But let’s get on to your problem 
again, if you'd like to resume the thread. [accepting his glibness, but pointing out that 
it might be a focus for exploration} 

Pt. Sure. Uh, it seems that when my girl and I finally did break up, of course, 
I was, I was pretty crushed for several months, for almost a year. I had planned to go 
to Europe on one of these student ships. Several friends of mine and I got all the way 
to New York in the summer, three months after we had broken up, and I had what 
I call anxiety dreams at night, the dream of Joan, which was the name of the girl. 

Th. Do you remember the content of these dreams? 

Pt, Yes, I’ve had them off and on ever since, although they are fading out. I just 
don’t have them too often any more. Uh, yes, uh, dreams in which I would see her 
marching off with some other guy, not at the altar, especially, but perhaps after they 
were married, and in which I, I seemed to sense that other people were taking her 
away. I remember one dream in which my stepmother and she were on the same side, 
and that was a blow. And, things like that, So I turned in my reservations. I didn’t 
go to Europe, and I turned around and I went back. Meantime, she had split up with 
this other fellow, who, in turn, had another girl. Circumstances just seemed to create 
tragedies, at least (laughs) temporarily. So, I went back and we went around that 
summer. 

Th, You went back to the same girl? 

Pt. Yes, but we could never pick up the thread. It was just passed. I found it 
very, I found it just in pieces. You just don’t pick those things up again. So, it was one 
of those things, although she had wanted to start all over again. Her parents had 
thought I was a nice boy, and that was a pressure on her which I think was an unfortu- 
nate thing. And when I went back, she became somewhat disillusioned with me. This 
comes into another issue of —we, together, the two of us, were the officers of a debating 
society on various issues including political issues. After listening to the talk back and 
forth, I had undergone a transformation. I thought I was progressive, but I got dis- 


296 THE TECHNIQUE OF PSYCHOTHERAPY 


gusted with that philosophy, although I suppose I still am somewhat progressive. I 
don’t know whether to bring it up because I always feel it creates bad feelings. 

Th. You don’t know whether to bring that up with me? 

Pt. Yeah, 

Th. You may not know how I might react to your political ideas? 

Pt, Yeah, That’s exactly it. [The patient seems to be testing me here to find out 
how tolerant or judgmental I might be.} 

Th. Do you feel that I might perhaps judge you in a certain light, if you were 
either conservative or radical? 

Pt. Yeah, I'm always scared of people who live too near Park Avenue. This is 
maybe because I come from a very wealthy family, and didn’t like it. These people 
frighten me. I don’t mean frighten me in a conventional meaning of the word. 

Th. All I can tell you is that whatever your political convictions may be, they 
may be right for you. You don’t have to tell me if you don’t want to, just what your 
political orientation is. It really wouldn’t make too much difference to me. [attempt 
at reassurance and at creating an atmosphere of tolerance} 

Pt. I believe you. This, uh, probably what I said was to, probably because I was 
grasping for information from yox. I, actually I had undergone a transformation. 

Th. Uh, huh. 

Pt. I heard of a forthcoming convention, and I didn't like it. She asked me to 
participate, and I told her no, that I was at a former convention and I was a little 
disgusted at the goings on, and I wasn’t going to work in it. Well, that was the last 
straw. She had imagined me as the sort of person whose beliefs coincided with hers. 
And they did, actually, pretty much, except politically I suppose. 

Th. What happened then? 

Pt. Yeah, we broke up. We never started up from then. That was the last straw. 
We broke up. And that summer, I went to see Dr. . (pause) 

Th. After the second break, you saw Dr. 

Pt. It was during that second break. (pause) 

Th. What was the reason you saw Dr. 2 

Pt, Well, because, because of her in two ways. First, she wanted me to. Both my 
mother, my real mother, and Joan wanted me to see a psychologist. I had been toying 
with the idea myself, and one of the things that enraged me particularly was the fact 
that Joan said that the condition for our rapprochement would be seeing a psychologist. 

Th. Why did she want you to see a psychologist? 

Pt. Because she, because she, well, she felt—and she was probably quite right— 
that my emotional attitude was so unstable. I, I jumped back and forth so much that 
she couldn’t see herself living in this, this uncertainty. 

Th. I see. Did you really think you were unstable? 

Pt. Oh, definitely. 

Th. Well now, what happened since the break-up of your affair with Joan. Per- 
haps you could bring the situation up to the present. [Because the patient may cover 
many minor facets of his relationship with Joan to the sacrifice of other important 
aspects necessary to cover in the initial interview, I attempt to focus the material.} 

Pt. Yeah, I shall, There has been one other item of major importance and that 
recently terminated, but I'll give you that very briefly because I think that’s quite im- 
portant. Well, right after that I transferred to a midwestern school. I missed Joan 
terribly, and I changed my major. So I changed it without any trouble, since I had 
another year before I took my Bachelor of Arts degree. So I did that, and I really had 
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a fine time. I lived at the fraternity house, and I was active there, and I did some 
debating there. 

Th. This was ’49? 

Pt. This was ’49, yeah, late "48 and mostly ’49. Well, soon I met a girl named 
Philly, she shall be called, since that was her nickname. So Philly and I started seeing 
one another, and we started having an affair. She seemed to me, well, she again 
had interests much similar to mine. So we started going around together and had an 
affair, but she turned into, in the last analysis, possibly a repetition of what happened 
with Joan. She turned out not to know what she wanted, and we went around all 
summer and all spring of ’49 last year. I went to school in the East last fall, and when 
I went home in December, I found out that in spite of the fact that we had been en- 
gaged since last May, she had gone out with a boy whom she had previously gone 
with when she was at college. This is getting complicated. He had transferred to the 
midwest college where she was still a student in her senior year. He had transferred 
there the same month last September that I had transferred East. And she had started 
going around with him, and she was wearing my ring, and although we had both 
been going out, I had been, had not been carrying on any promiscuous activities. It 
turned out that she became worried right after I left. She went to see a doctor, and 
it turned out that she was not pregnant, but, like a fool, she told him. Then it had 
got back to me, since we knew him mutually. 

Th. Who told you this? 

Pt. Well, you see, look, uh, here I go again, I’m skipping. This, this is getting 
complicated. 

Th. We have so much to cover in the interview that it may perhaps be essential 
to cover highlights and then we'll be able to go into detail later. [again attempting 
to focus on material pertinent to the initial interview] 

Pt, This is a highlight I’m going to have to tell you. I’m sorry to interrupt you, 
but I have to tell you this. She was pregnant last summer. I got her pregnant. And 
I was pretty shaken by it, and I brought my mother in who is a woman of the world. 

Th. During this period, was there a lot of turmoil in you, or were you more or 
less placid ? 

Pt. Placid, placid, surprisingly. You see, as soon as I met Philly, she was really 
why I seemed to get so secure. Joan faded from the picture, and it was like, it was 
like something fell off my back. It was like, I was like the man with the hoe. Well, 
anyhow, so I got her pregnant. Oh, that was a hell of a summer. So mother, who had 
been circulating with the literati for many years, she knew I was carrying on an 
affair with Philly. Mother had, we, we, mother and I had talked everything out, and 
I had felt very close to her, so I brought her in on this. And she went down to Philly 
—it was probably a mistake—and we got her, well we got there, everything was all 
tight. Then we went back together. It was very difficult after that, and I began losing 
a little interest. Well, when I left in September, right after I left, I phoned her one 
night in October, and her landlady said she went to see her aunt. 

Th. Mm hmm. 

Pt. Well, she has two aunts there, three, so she said. My suspicions grew and 
when she came back, she told me that she had gone south with this fellow. But it 
was platonic; he had gone as a friend. I accepted that. When I got home in December, 
mother told me that she talked with Philly, and she said she didn’t know if I was 
the one who got her pregnant or if it was the other fellow. 

Th. Mm hmm. 
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Pt. And my opinion of her decreased considerably, since she had sort of done 
this thing without any responsibility. So, we broke up in December. It was a very 
terrible scene cause my mother got involved in it. My mother got involved, and she 
became just like every other mother, very possessive and jealous of her son. I had 
thought that she had a soul above it before this. But she didn’t. She said, “‘She’s 
no better than a whore.” I took great offense to that. I got sore as hell. 

Th. Did that knock you for a loop, too—the breakup of that situation? 

Pt. Yes, yes, it did, for two or three weeks, Well, it really didn’t by comparison 
with the first. I don’t know whether it was because basically, because Joan was an un- 
usual, extraordinary, uh, uh . . . 

Th, An exceptional person? 

Pt. Yeah, or because Philly was just a second. And the second is, didn’t bother 
me so much, So it, so, it’s, it’s, it’s during that time I went to see Dr. . Now, 
why am I here today, I mean why I came to see you? 

Th. Yes. 

Pt. I know you want to get to that. Well, right now I have actually never felt in 
a way so confident except maybe when I was in high school or in the Army. But it 
may be because I think introspectively. I guess introspection isn’t too good either. 

Th. Well, now, let me ask you this. What problems do you feel you have now 
that you'd like to modify? 

Pt, Well, there are problems, Mostly they're in terms of pers-, my own personal- 
ity problems. 

Th. Do you want to tell me something about these? 

Pt. Yeah, yeah, I will. Well, I find myself feeling at times that I do not, oh, 
have friends with whom I can possibly associate or, or be at ease with. I feel that I 
should always be making an impression upon them. Uh . . . 

Th. Do you have any idea as to what goes on? 

Pt. I have an idea why. 

Th, Yes. 

Pt. Well, I, uh, I think it's probably the fact that I had been deprecated, I had 
been deprecated by my stepmother throughout life. She had pointed to her own son 
as the one. 

Th. What age difference is there between you and her son? 

Pr. It was a year and a half. He was younger. Well, he turned out to be a complete 
dunce, (laughs) I say that literally. And it, it turned out that, that my father started 
looking toward me. And later on dad was, dad was always the most stabilizing in- 
fluence in this whole set-up. 

Th. Did you like him? 

Pt. Oh, yes, dad was wonderful. 

Th. So, to come back to what we were talking about before, the basic problem 
you'd like help with is your relations with people. 

Pt. Yes, and there are several other things I already mentioned that may be 
concomitants of this or other problems. [Since the patient is garrulous, to allow him 
to explore this idea would divert us from important tasks.} 

Th. Now I'd just like to ask you a few questions rapidly. 

Pt, Fire. 

Th. Your full name is? [getting statistical data} 

Pt. (Patient spells this out.) 

Th. How old are you? 
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Pt. Twenty-five. 

Th, Your address? 

Pt. (Patient gives this.) 

Th. Telephone? 

Pt, (Patient gives this.) 

Th. Is it all right to call you there? 

Pt. Oh, yes. 

Th, Are you living alone? 

Pt. Yes. ° 

Th. Now, you are single and a postgraduate student? 

Pt, Right. 

Th, What are the sources of your income? 

Pt. Well, I was left a small amount of money, well, maybe it isn’t small, but it 
gives me enough to be comfortable with. 

Th. You say you were in the Army? 

Pt. I was in the Army, uh, twenty-six months between 1944 and 46, I think the 
Army was intellectually regressive. I don’t recall reading more than three of four 
books during that time. 

Th. Now I'd like to ask you about other symptoms. How about tension, do you 
feel tense? [inquiring about other complaints and symptoms} 

Pt. Well, now, if you are talking about now, I don’t. Only when I am in certain 
situations. . 

Th. How about depressions. Do you get depressed? 

Pt. Once in a while when I think of the messes I've been in. 

Th. But not habitually? 

Pt. No. 

Th. How about anxiety? 

Pt. Oh, yes, I’m anxious, but I get out of it. 

Th. What about physical symptoms? 

Pt. Well, no. 

Th. Any fatigue or exhaustion? 

Pt. Yes, often that. 

Th. How about headaches? 

Pt, No. 

Th. Dizziness? 

Pt, I don’t think so. 

Th. Stomach or bowel trouble? 

Pt. No. 

Th. Any sexual problems? 

Pt, Well, now, it’s funny, when I first meet a girl, I can’t, I mean I have no con- 
fidence, but later it’s all right. 

Th. I see, any other problems? 

Pt. I would say not. 

Th. Any phobias or fears? 

Pt. Just of speaking in public. Stagefright, I guess. 

Th. Any other fears? 

Pt, No. 

Th. Any thoughts that crowd in your mind that frighten you? 

Pt, No. 
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Th. Any compulsions—doing things over and over? 

Pt. Well, no. 

Th. How about sedatives, do you take them? 

Pt, Only rarely when I can’t sleep. 

Th. How about alcohol, do you drink excessively? 

Pt, No, but at parties I may have too much. 

Th. You say you sleep well? 

Pt, Oh, yes. 

Th. Any nightmares? 

Pt. No. 

Th. You remember your dreams pretty well? 

Pt, Generally. 

Th. Can you tell me a recent dream? 

Pt. I had one last night, but I can’t remember the details. 

Th. Any repetitive patterns in your dreams? 

Pt, I couldn’t say. 

Th. Now a few items about your family. Your own mother is alive and well. 
[obtaining family data} 

Pt, Yes. 

Th. You say you feel different ways about her? 

Pt. Yes, good and bad. I seem to miss her and get furious, infuriated with her. 
She is sophisticated as I say, but always gets into my life, interferes. 

Th. Your father is in good health? 

Pt, Yes, he’s a person I always admired. 

Th, And your stepmother? 

Pt. As I said, we were strained. I don’t think she ever liked me. She gave me 
physical care, but it stopped at that. 

Th. Now what about brothers and sisters? 

Pt. I have a half-brother three years older than I am. He is a shy fellow. We got 
along badly, very badly all our lives. I joined in the cruelty kicking him around. 
It seems I emerged out of all this better than he did. And then I have a younger half- 
brother who turned into a sort of nonentity. That was fortunate for me because I 
felt that I had it all over them. 

Th. Now previous to the two bust-ups you had with these two girls, were there 
any previous attacks of the same kind? [questions as to previous emotional upsets} 

Pt. No, not that way. 

Th. How about when you were little, any problems then? 

Pt. I suppose I was a nervous kid, but I, uh, I mean, I never had any real trouble. 

Th. You have had previous treatments as you said with Dr. . Can you tell 
me a little more about these. [questions as to previous treatments} 

Pt, Well, you see, I saw him for a month when I got upset, then, and then I had 
to go back to school. So I used to see him vacations, and never more than a couple of 
weeks at a time. 

Th, I see. 

Pt. And I saw him when I was in California in December, and, it’s, well it’s 
been a very short period. 

Th, Did you get any psychologic tests of any kind? 

Pt. I took some intelligence tests when I was in high school. 

Th. Any Rorschach test at any time? 
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Pt, No. 

Th. Td like to get one on you. How do you feel about it. [securing an essential 
psychologic consultation} 

Pt. Sure, if you think it’s important. 

Th, All right, then, my secretary will make the appointment and will call you. 
Now how would you estimate your present health, physical health? 

Pt. I'd say I was all right physically. 

Th. Have you had a physical examination during the past year? 

Pt. Only three months ago I had an insurance physical. The doctor Said I was 
in good shape then. 

Th. So to review, you'd like to get started in therapy for this personality difficulty. 
How urgent would you say your need for therapy was? 

Pt. I'd say it wasn’t an emergency, that is, I've lived with it for a time, and I 
suppose I could survive. But I want to be the sort of individual who can walk around 
in this complicated world without feeling that I somehow am, well, not apart from 
it. Now in my studies in school, I, I work in spurts. I find myself unable to study for 
a week. And, all of a sudden, I’ll spurt. I do an enormous amount of work then. 

Th. In other words, your efforts aren’t consistent. Now, let's look upon the prac- 
tical issues that are involved. You're up in the country and you have a commuting 
problem. If you were to come here to see me, we would have to work out some sort 
of program for you. First, how would you feel about working with me? [making 
practical arrangements for therapy} 

Pt. Fine, I find it easy to talk to you. 

Th. Good, I believe I can make time for you on my schedule. 

Pt, Well, now I have a car. It wouldn’t be too bad. I have no classes Wednesdays 
and only one class on Friday from which I can come to and then come in. Those 
are really my best days. 

Th. What I would really like to do is spend several sessions with you attempting 
to formulate a goal in treatment, and then outline a plan. I am not sure yet how 
deeply we want to go into your personality problem, or how extensive the process 
would be in terms of time. You know personality problems go so far back in one’s 
life that it might take time to remove them. Sometimes it takes as long as two or 
three years. [Since this is a personality problem it is likely that therapy will take a 
long time.} 

Pt. Well, I know it must take time, and I suppose I am too anxious about it. 
But on the financial end, if I don’t have to come too often, I think I can handle it. 

Th. As far as frequency is concerned, we could try twice a week and see how 
things go. You may be able to do well on that. If any unusual resistances occur, you 
might have to come in more often, at least for a while. But we can’t really tell with- 
out a trial, As a matter of fact, once we decide to go ahead, it might be a good idea 
to set up a trial period of say three months to see how we get along in therapy as a 
team. [Setting the frequency at twice a week is conditioned partly by the fact that 
he can come in no more frequently, if he is to continue with all of his classes at school.} 

Pt. I think that’s a good idea. 

Th. Now my secretary told you my fee. I’d like to tell you about our appoint- 
ments. They start right on time and the sessions last three-quarters of an hour. I'll 
send you a bill at the end of each month. Once we set our regular sessions you 
should keep the appointments consistently unless a real emergency comes up. If you 
have to cancel an appointment please do so at least twenty-four hours in advance, 
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otherwise I may have to charge you for the session since I set it aside for you. [making 
final arrangements} 

Pt, All right. 

Th. All tight, then, how would 3:40 p.m. next Wednesday suit you for your 
next appointment and 2:50 p.m, the Friday after that? 

Pt. That would be good for me. 

Th. All right, my secretary will call you about the appointment with the psy- 
chologist for testing. So I'll see you Wednesday. > 

Pt. Goodbye, Doctor. 

Th. Goodbye. 


Tentative diagnosis. Passive—aggressive personality. 

Tentative dynamics. The patient seems to suffer from tendencies to relate 
in an immature way to women who take over a maternal role with him. Hostility 
is probably a concomitant of this relationship. Inevitably the patient is rejected, 
perhaps through his own participation. A rupture of the relationship produces 
great anxiety with inability to function. The patient may try to avoid deep in- 
volvement by a detached relationship with women for whom he has little re- 
spect. The origins of his problem are perhaps rooted in childhood insecurities 
in relation to an alternately rejecting and overprotecting mother, and a reject- 
ing stepmother. Latent homosexual tendencies may exist associated with the de- 
pendency pattern. 

Tentative prognosis. There are many positive things about this man, and 
he seems to have been able to adjust to many vicissitudes. For instance, his early 
childhood was not too tumultuous; he adjusted well to Army life; he has pro- 
gressed satisfactorily at school. With adequate therapy the prognosis is probably 
good. 

Reciprocal response of patient and interviewer. The patient was coopera- 
tive and seemed to respond well to the interviewer. The latter in turn felt posi- 
tive toward the patient. 

Physical appearance. Meticulous, perhaps a little foppish. 

Patient's estimate of his present physical health. Good. 

Communicativeness. Somewhat garrulous. 

Insight and Motivation. 


a. The patient is aware of the fact that he has a problem. 

b. He desires to correct the problem. 

c. He is aware that his problem is emotional in nature. 

d. He is willing to accept psychotherapy. 

e. He is willing to accept help from the interviewer. 

f. He seems to be willing to accept the conditions of psychotherapy. 
g. He is able to afford the fee. < 


Choice of treatment method. Psychoanalytically oriented psychotherapy. 
Frequency of visits. Twice weekly at the start. 
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Answering Questions Patients Ask 
About Therapy 


MOST PATIENTS HARBOR MISCONCEPTIONS ABOUT PSYCHOTHERAPY AND 
its allied fields. These are the products of ignorance, fear, superstitution, or lack 
of proper information. The responsibility of the therapist here is to supply the 
patient with facts. Although he may not believe or be willing to accept such 
facts at first, putting them at his disposal gives the patient an opportunity to 
alter his misconceptions. 

It is often advisable to probe for the reasons behind certain questions be- 
fore answering them. For instance, if the patient asks the question, “Do you 
think psychotherapy could help me?” various responses are possible. 


1. Th. You seem to have doubts about this. 
2. Th. I wonder why you ask that question? 
3. Th. Do you think psychotherapy can help you? 


Once the patient expresses his ideas, the therapist may provide pertinent 
facts. The following questions are commonly asked by patients, and suggested 
answers to these are indicated: 


1. Pt. What are symptoms which may be helped by psychotherapy? 

Th. If you have nervous symptoms such as tension, depression, fears, fatigue, 
and certain physical complaints for which your doctor finds no organic basis; if you 
find it difficult to get along in your work or in your relations with people; if you have 
a school, sex, or marital problem; or if you merely feel irritable, unhappy, and be- 
lieve you are not getting the most out of life, psychotherapy may be able to help you. 

2. Pt, Can’t I get over my trouble by myself? 

Th, Even if your problem is not too serious, it is hard for you to work it out 
without professional help. It is difficult or impossible to be completely objective about 
oneself, because living so close to one’s problems makes it hard to see them. It's like 
being unable to see the forest for the trees. 

3. Pt. Will not a change in my external life situation produce a cure in my emo- 
tional problem? 

Th, Generally, no. A person's problems are part of himself and usually pursue 
him wherever he goes. Of course, bad external circumstances aggravate one’s difficul- 
ties or bring them to the surface. Good environmental circumstances minimize them. 
But one’s problems are always there, and have to be dealt with therapeutically, if any 
real modification or cure is to be brought about. 

4. Pt. Why is it that a person is unaware of factors that cause him emotional 
trouble? 

Th. The reason a person is unaware of such factors is that they are associated 
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with such hurtful emotions that they are automatically shut out of his mind, The 
mechanism of keeping painful ideas from the mind is known as “repression.” 
5. Pt. What is the real cause of emotional illness? 

Th. Emotional illness is the product of various conflicts which interfere with 
one’s relationships with life and with people. Some of these conflicts are unconscious, 
that is, the person is only partially aware of them. The mechanism of repression 
operates to push painful conflicts out of awareness. 

6. Pt. Can’t I find out by myself what is causing my emotional trouble? 

Th. You might, but most people can't. Not only do we fail to see important 
issues, but we tend to distort them. For instance, it is hard to discard an image of one- 
self that one has maintained and enlarged from early childhood, even though the 
image is an erroneous one. Because we can’t be objective about ourselves, we will 
need professional help. 

7. Pt. Do emotional problems start in childhood? 

Th. The personality structure is built up during childhood as a result of ex- 
periences with parents and other significant individuals. Where one’s early life has 
been unpleasant, the personality structure may be damaged. This may create trouble 
for him later on. 

8. Pt. I know my personality has not been what it should be, but how could this 
cause my symptoms? 

Th. Personality problems create difficulties in getting along with people. They 
stir up unhappiness and initiate many conflicts. The upshot is tension, fatigue, depres- 
sion, fears, as well as other symptoms. 

9. Pt. Doesn't my needing psychotherapy mean that I have a weak will or am 
on the way to a mental breakdown? 

Th, No! More and more people, even those whose problems are essentially 
normal ones are seeking help these days because they realize they can better themselves 
with treatment. The fact that you desire psychotherapy is a compliment to your 
judgment and is no indication that you are approaching a mental breakdown. 

10, Pt. If I have a nervous problem, doesn't that make me different from other 
people? 

Th. All people have some neurotic problems. Their ability to live with 
these problems and to fulfill themselves creatively in spite of these problems constitutes 
the difference between “normality” and emotional maladjustment. Most persons whom 
we call “normal” actually have neurotic problems that do not interfere with their life 
adjustment or happiness. When such interference occurs, the individual will want to 
do something about himself and his problems. 

11. Pt. Why do so many people have neuroses? 

Th. It is impossible to escape conflicts in the process of living. The very act 
of growing up involves sacrifices and the yielding up of individual pleasures for the 
group interest. There are many deprivations and disciplines to which we all have to 
adjust. The price of such an adjustment is often frustration and tension. Mild neurotic 
symptoms are present in all of us; indeed, they are more common than the common 
cold. 

12. Pt. Am I not indulging myself by seeking treatment? 

Th. If you were suffering from a physical ailment, you would not believe 
that you were indulging yourself by getting help for it. An emotional problem may 
be equally disabling or more disabling than a physical problem. It will need expert 
help and should not be regarded as a form of indulgence. 


ANSWERING QUESTIONS PATIENTS ASK ABOUT THERAPY 305 


13. Pt, Can all persons with emotional problems be cured by psychotherapy? 

Th. All people can be helped in some way by psychotherapy. The extent of 
help will depend largely on how much the person desires help, and how much he 
resists being helped. Some people do not really wish to be cured of their neurosis be- 
cause it yields important dividends for them. Those who are willing to exchange 
health for the spurious pleasures of a neurosis have gone more than half way to a cure. 

14. Pt. Why are there so many different theories about psychiatry? 

Th. The field of psychiatry is relatively new, and, consequently, new findings 
are constantly being made. Actually there are more areas of agreement in psychiatry 
than there are differences. 

15, Pt. There is a history of mental illness in my family. Does this mean that I 
will have a mental breakdown? 

Th. There is scarcely a family in the country that doesn’t have some member 
or progenitor who has suffered from a serious mental illness. There is a great deal of 
disagreement in scientific circles as to the exact role of heredity in emotional problems. 
However, it is generally conceded that even though a person has a strong history of 
hereditary illness, this does not mean that he will develop a mental breakdown. 

16. Pt. Shall I get treatment now or shall I wait? 

Th. The longer you wait the more ingrained your patterns may become. As 
in physical illness, so in emotional illness—it is prudent to get help as early as 
possible. 

17. Pt. Can physical symptoms be caused by emotion? 

Th. Many physical symptoms are psychosomatic in nature, which means that 
they have an emotional or nervous basis. When you come to think of it, it is not really 
so strange that emotional strains or worry should produce physical symptoms. After 
all, every organ in your body is connected with your brain by nerve channels; and so 
it is logical that when your netvous system is upset by some crisis or conflict, you may 
feel the effects in various organs of the body. 

18. Pt. What is a psychoneurosis? 

Th. A psychoneurosis is a very common form of emotional illness which 
indicates that the person is not adjusting himself to all phases of life. Among the 
more common symptoms of psychoneurosis are feelings of panic or anxiety, depression, 
fears of various sorts, compulsive acts and physical symptoms. 

19. Pt. What is a character disorder? 

Th. Many people have a character disorder that consists of a warping of the 
personality brought about by early training. Character disorders are associated with 
feelings of insecurity, devaluated self-esteem, and other traits that prevent the indi- 
vidual from being as happy and productive as he might be. 

20, Pt. Are alcoholism and drug addiction emotional problems? 

Th. Yes. 

21. Pt. What is insanity? 

Th. Insanity is a severe mental illness in which a person loses his capacity to 
distinguish between what is real from what is imaginary. While most people who are 
emotionally upset believe they are going insane, they very rately do so. Insanity, or 
psychosis as it is more properly called, is treatable even in its end stages with modern 
methods of therapy. 

22. Pt. How can I get the proper help for my problem? 

Th. It is extremely important that the therapist who treats you be a responsible 

person with sufficient training. Unfortunately, there are many charlatans who have 


306 THE TECHNIQUE OF PSYCHOTHERAPY 


had little or no real training, and who advertise themselves falsely as “psychother- 
apists,” “hypnotists,” “counselors” and “psychoanalysts.” It is unwise to consult any 
person for treatment unless referred to such a person by a physician or by a reputable 
agency. 

23. Pt. Who is qualified to do psychotherapy? 

Th. Psychotherapy is an extremely complex skill and requires a great deal of 
specialized training. Psychiatrists, clinical psychologists and psychiatric social workers 
can do psychotherapy if they have had proper postgraduate training. It is widely be- 
lieved that psychologists and psychiatric social workers (also known as caseworkers) 
should work under medical supervision. 

24, Pt. What is a psychiatrist? 

Th. A psychiatrist is a medical doctor who specializes in the handling of 
nervous and mental illness. 

25. Pt. What is a neurologist? 

Th. A neurologist is a medical doctor who handles organic diseases of the 
brain and spinal cord, like brain tumors. 

26. Pt. What is a psychoanalyst? 

Th. A psychoanalyst has had special training in the field of psychoanalysis. 

This involves an extended period of study, and includes a personal psychoanalysis. 
27. Pt. What is a psychiatric caseworker? 

Th. A psychiatric caseworker is a graduate from a school of social work who 
has specialized in helping persons with certain kinds of emotional difficulties. Because 
of specialized training, the caseworker is often utilized as a consultant in interper- 
sonal, family, social and community problems. 

28. Pt. What is a clinical psychologist? 

Th, A clinical psychologist is a graduate of an approved school of training in 
this discipline. The training of the psychologist enables him to handle certain kinds of 
emotional difficulties. The psychologist is often used as a consultant in diagnostic 
testing, rehabilitation, vocational guidance and research. 

29. Pt. How does psychotherapy work? 

Th. Nervous symptoms and unwarranted unhappiness are the product of 
inner emotional conflicts. In psychotherapy you are helped to understand your conflicts. 
In this way it is possible for you to do something constructive about solving them. 

30. Pt. What kind of treatment will I need? 

Th. Different kinds of treatments are helpful in emotional problems, just as 
different kinds of medicines and operations are suitable for physical illnesses, But the 
goal is the same—to get the patient well. It’s like the roads that lead to Rome. There 
are many different routes one can follow, and one can get there by different vehicles, 
from donkey cart to airplane. The goal, however, is Rome. The kind of treatment best 
suited for you can be determined only by a careful evaluation of your problem. 

31. Pt. What different types of psychotherapy are there? 

Th, Roughly, psychotherapy falls into two broad categories. First, supportive 
therapy which aims for the correction of difficulties and problems in adjustment with- 
out necessarily producing a reconstruction in the individual himself. Second, insight 
therapy, which has as its goal some modification of the individual’s personality. Need- 
less to say, the latter kind of therapy is much more extensive and difficult. 

32, Pt. What are the most common approaches in psychotherapy? 
Th, The best known psychotherapies are guidance, persuasion, suggestion, 
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reassurance, desensitization, distributive analysis and synthesis (psychobiologic ther- 
apy), interview psychotherapy, non-directive therapy, Freudian psychoanalysis, non- 
Freudian psychoanalysis, psychoanalytically oriented psychotherapy, group therapy, 
hypnoanalysis and narcotherapy. 

33. Pt. What is the best kind of psychotherapy? 

Th. The best kind of therapy is that which suits the needs of the person best. 
A good therapist modifies his methods to suit his patient. 

34. Pt. What is psychoanalysis? 

Th. The word psychonalysis has become so popularized that it has lost its 
original meaning. Psychoanalysis is the name given to a theory and a technique by 
Sigmund Freud. The original theory and technique has been modified by many of 
Freud’s contemporaries, 

35. Pt. What is involved in a psychoanalysis? 

Th, Formal psychoanalysis is a special treatment procedure which can be 
conducted only by those who have had specialized training in this particular field, that 
is, psychoanalysts. A psychoanalysis requires that a patient have at least three and 
preferably four to five treatment sessions weekly. Whether a patient should undergo 
a psychoanalysis rather than some other form of psychotherapy has no relation to 
the seriousness of his case. Some very serious cases respond well to formal psycho- 
analysis, whereas others do much better with some other form of psychotherapy. 

36. Pt. What is the difference between psychoanalysis and other types of therapy? 

Th. One of the fundamental differences is the emphasis in psychoanalysis on 
unconscious conflict as the source of emotional problems. The elucidation and under- 
standing of unconscious conflicts, and the tracing back of conflicts to their origins in 
childhood, are the chief tasks in psychoanalysis. 

37. Pt. Isn't psychoanalysis the best kind of treatment there is for emotional 
problems? 

Th. The best kind of treatment for an emotional problem is the treatment 
that is best for the patient. Sometimes the best treatment is psychoanalysis; sometimes 
the best treatment is another kind of psychotherapy. 

38. Pt. If psychoanalysis goes deeper into a problem than any other kind of psy- 
chotherapy, isn't psychoanalysis to be preferred? 

Th. Not necessarily, because other techniques may be better for a person. 
We can take example from the field of medicine. Most abdominal conditions can be 
handled with medicinal treatment; some require surgery. Those that need surgery 
should get surgery. Those that do not need surgical interference should not get surgery. 
While some emotional problems need psychoanalysis, others definitely do not. They 
should, therefore, get the kind of treatment that is best suited for them. i 

39. Pt. What is the difference between psychotherapy and psychoanalysis? 

Th. Psychotherapy is the general term applied to the over-all treatment of 
emotional problems. One kind of psychotherapy is psychoanalysis. Psychoanalysis is 
helpful in certain kinds of emotional problems and not so helpful in others. Because 
it takes so long (3 to 5 times a week for from 1 to 3 years) and is so expensive, it 
should be used only where it is definitely required. Not all people can utilize psycho- 
analysis, nor do they need it. 

40. Pt. What is Freudian psychoanalysis? 

Th. This is the technique originated by Dr. Sigmund Freud. It is helpful in 

certain kinds of emotional illness. 
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41. Pt. What is non-Freudian psychoanalysis? 

Th. This is a modified approach to psychoanalysis, which, in the hands 

of competent, well-trained therapists yields good results in certain emotional problems, 
42. Pt. Which is superior, Freudian or non-Freudian psychoanalysis? 

Th. More important than the kind of psychoanalysis is the experience and 
skill of the analyst. A good psychoanalyst can get good results with either procedure, 
while a poor analyst will probably fail irrespective of the kind of approach he employs. 
Some psychoanalysts find that a Freudian psychoanalysis works better for them, others 
hold non-Freudian psychoanalysis in higher esteem. 

43. Pt, What is psychobiologic therapy? 

Th. This is an approach to psychotherapy originated by Dr. Adolf Meyer 
which utilizes a number of different techniques. It is helpful in certain kinds of emo- 
tional illness. 

44. Pt. What do you think about dianetics? 

Th. The principles on which dianetics was founded have been known to 

psychiatrists for years. Dianetics itself is not considered a scientifically valid procedure. 
45. Pt. Is group therapy helpful? 
Th. Yes, in certain conditions. However, most therapists find individual 
therapy more helpful, at least at the start of therapy. 
46. Pt, Won't hypnosis shorten my treatments? 
Th. In certain conditions hypnosis is helpful; in others it seems to do no good. 
47. Pt. Will I need hypnosis, narcosynthesis, group therapy or other special 
treatments? 

Th, That will depend on the nature of your problem. If your therapist be- 

lieves any of these or other treatments to be indicated, he will tell you about it. 
48. Pt. Will I need shock therapy? 

Th. Very few people need shock therapy. Its use is limited to only special 

conditions. The probabilities are that you will not require this form of treatment. 
49. Pt. Will I get medicine for relief? 

Th, If your therapist believes that medicine will be of any benefit to you, he 
will prescribe it or have it prescribed. But most nervous conditions are not helped by 
pills or tonics. It would be like prescribing aspirin for a fever. The fever may come 
down, but the causes of the fever would not be influenced. 

50. Pt. Are there any shortcuts to treatment? 

Th, A number of experimental methods are in process to see whether it is 
possible to cut down the long period of time required for treatment. This work is not 
entirely complete, but sufficient progress has been made to indicate that it may be 
possible to cut down on the treatment time in some cases. However, there are many 
forms of emotional problems in which time itself is the essence in treatment and 
shortcuts are not possible. 

51. Pt. Can psychotherapy make a person happy no matter how bad his situation 
may be? 

Th. Psychotherapy will not stop a person from reacting to a bad situation. 
It should, however, make it easier for him to deal with this situation in a more con- 
structive manner. 

52. Pt. Am I going to be forced during therapy to give up pleasures in my life 
situation that I find valuable now? 

Th, Nobody is going to force you to do anything. If any of the pleasures that 
you enjoy at the present time are destructive to you, you have a right to know this. 
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Once you are awate of all the facts, you will then be in a better position to judge for 
yourself whether you want to continue or discontinue certain pleasures. Many people 
have the misconception that psychotherapy will make them terribly serious and prevent 
them from enjoying themselves. On the contrary, psychotherapy releases inhibitions to 
enjoyment and pleasure. 

53. Pt. Is treatment likely to make a person immoral? 

Th. This mistaken notion is caused by the fact that in therapy an individual 
discusses problems of deepest concern to him, including sexual problems. Immorality 
is never produced by a proper understanding of emotional problems and drives. On 
the contrary, immorality is usually the product of misunderstanding. Once the indi- 
vidual surveys himself honestly, healthy and constructive attitudes towards himself 
and toward his basic impulses will develop. 

54. Pt. Will therapy break up my present marriage? 

Th. Therapy actually preserves many marriages. It is interesting that thera- 
peutic changes occur not only in a person getting therapy, but also in his or her mate. 
This is because a personality alteration in one member of a family always affects the 
adjustment of people with whom he is in close contact. Where a marriage seems hope- 
less, the patient will be able to evaluate better its good and bad points. 

55. Pt. Will I lose my creative abilities if I get therapy? 

Th. Such an idea arises from a misconception that creativity comes from 
neurosis. Actually, creative work is one of the most normal of human drives. It is 
crippled by neurosis. Experience shows that people are liberated from their blocks and 
actually become more creative after therapy. 

56. Pt. Are people supposed to fall in love with their therapist? 

Th. This is a notion that most people have from reading the existing litera- 
ture. Actually, transference feelings, positive or negative, occur in varying intensities. 
The particular form the transference takes will be dependent upon the individual's 
unique problems. 

57. Pt. What is transference ? 

Th, Transference is the experiencing of emotions and attitudes in relation- 
ship to another person which are inspired not by the reality situation, but by the in- 
dividual’s previous experiences in his former relationships with people. 

58. Pt. Is transference necessary? 

Th. Transference is a part of every human relationship and consists of a 
carry-over of attitudes and feelings one has had toward people in the past into the 
present situation, For instance, you may have had initial impressions of people; these 
impressions are caused by the fact that the persons resemble somewhat those you have 
known. Sometimes one can get angry at a stranger, or one can like a person, for no 
apparent reason. Such irrational attitudes and feelings towards others go on all the 
time. They are caused by transference. Transference may be present in the therapeutic 
relationship. It enables us to see what unconscious attitudes and feelings are constantly 
being projected out towards other people, and are stirring up trouble in adjustment. 

59. Pt. Can transference be at the basis of one's emotional problems? 

Th. Transference distorts logic and judgment and causes unfair and destruc- 
tive attitudes towards people. These may actually interfere with one’s ability to relate 
in a realistic way to people with whom one requires a good contact. 

60. Pt. Do I have to report my dreams in therapy? 

Th. Yes, if your therapist believes you should do so. Dreams may be extremely 

important. All people dream; but not all people remember their dreams. Dreams ate 


310 THE TECHNIQUE OF PSYCHOTHERAPY 


thought processes during your sleep which embody symbols and bizarre language 
forms which may seem meaningless. But woven into the fabric of dreams are attitudes, 
feelings, and memories that yield clues, to an experienced observer, regarding the 
individual’s basic difficulties and conflicts. 

61. Pt. Can dreams really be interpreted? 

Th. Dreams are condensed symbols which can be interpreted by an experi- 
enced therapist. Do not expect that all your dreams will be interpreted for you by 
your therapist. This is both impossible and unnecessary. You may learn to understand 
the meaning of your own dreams, and you will then be able to see how closely related 
your dream structure is to your emotions and feelings. 

62. Pt. But my dreams seem so bizarre. How can they mean anything? 

Th. The language of the dream, the peculiar symbols that dreams use may 
seem weird, but these can often be translated by trained therapists, and the significant 
meanings thereby understood. Freud called dreams the “royal road to the unconscious.” 
The surface story told by dreams (manifest content) is not so important as what under- 
lies the dream (latent content). 

63. Pt. What causes dreams? 

Th. Dreams serve as an outlet of tensions in expressing open and secret hopes, 
as well as fears and conflicts. Dreams are the mind's attempt to solve problems which 
disturb the individual, not only in the present-day life, but also those problems which 
had upset the person as far back as childhood. 

64, Pt. Is it necessary to recline on the couch for treatment? 

Th, Reclining on a couch for treatment is usually desirable in formal psycho- 
analysis, It permits the person to concentrate much better on his thought processes by 
minimizing the influence of external stimuli. It is usually unnecessary in most other 
forms of psychotherapy. 

65. Pt, What is free association? 

Th, Free association is a technique used in formal psychoanalysis to discover 
certain deep unconscious associative links in the person's thoughts by letting his mind 
wander at random, verbalizing without restraint. Free association is not used in most 
forms of psychotherapy. 

66. Pt, Do I need psychologic tests? 

Th. Psychologic tests are often helpful in arriving at a better understanding 
of the sources of tension and emotional stress. The fees for tests may sound expensive; 
however, in the long run, tests may prove economical, since by helping in the diag- 
nosis, they may facilitate the treatment process. Among the more common tests are 
the Rorschach, Thematic Apperception, Szondi, and Man-Woman Drawing tests. 
Your therapist will decide which of these ot other tests may be most helpful to you. 

67. Pt, Do I have to tell my therapist everything, even those thoughts and ex- 
periences that make me feel guilty and ashamed? 

Th. Complete frankness and honesty are the keynotes in psychotherapy. 
While in ordinary relationships you are subject to existing moral and ethical judgments, 
this does not happen in the unique kind of relationship during psychotherapy, It may 
take you a while before you realize that the function of the therapist is not to judge 
or to criticize you, but rather to help you get well. He actually does not regard your 
attitudes, your impulses and your experiences, as bad or wrong, but rather as items 
that yield clues about your basic conflicts and difficulties. An example may make this 
clear, If you were to visit a friend and tell him that you had, prior to seeing him, just 

murdered a baby, your friend would express horror and then call the police. If you 
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were to say the same thing to your therapist, he would neither condemn nor condone 
your actions, but merely inquire as to the reasons why you felt inclined to act as you 
did. This example is grossly exaggerated to indicate to you the difference between a 
relationship with your therapist and any other relationship you have ever had. It is 
important to reveal as much about yourself to him as you can, and your confidences 
will not be betrayed. 

68. Pt. Why does a therapist act so unemotional ? 

Th. Psychotherapy involves participation on the part of the patient in arriving 
at the sources of a problem, as well as in resolving it. In order to inspite the patient 
toward activity, the therapist may assume a passive role, guiding the patient only when 
he becomes blocked in his own capacity to think things through for himself, Actually, 
the therapist is not so much detached as he is purposefully withholding himself from 
carrying the chief responsibility for therapy, which, while temporarily reassuring to 
the patient, would ultimately hamper him in his quest for assertiveness and inde- 
pendence. 

69. Pt, Will my therapist tell me what to do and how I can best conduct my life? 

Th. Understandably you would want such guidance, since life now seems to 
be so frustrating and difficult, Where it is absolutely necessary, your therapist will help 
you decide on alternative courses of action. However, the primary object in therapy is 
to help you achieve a level of growth and development where your own choices and 
decisions will bring happiness to you rather than grief. In order to do this, your 
therapist will have to help you understand what is behind your problems, and the 
reasons why it has been difficult for you to conduct your own life. You will also have 
to achieve a level of development where you can make your own decisions rather than 
depend on others. In this way you will achieve the most active and satisfying growth. 

70. Pt. Are there any rules I must follow in therapy about making crucial de- 
cisions that will alter my life situation? 

Th. There are several rules. It is essential to understand that in the treatment 
process one’s whole life will come up for understanding. It is important, therefore, 
not to make any crucial decisions or changes until the meaning of such a choice is 
understood. If you contemplate any significant alteration in your position or life situa- 
tion, it is essential to talk it over with your therapist first, in order to make sure that 
you are not being influenced by temporary emotional feelings stirred up during treat- 
ment. t 

71. Pt. Is it all right for me to see my therapist socially? 

Th. One of the basic rules in therapy is that the relationship between patient 
and therapist be kept on a professional basis. This is extremely important inasmuch as 
you have a specific task to achieve in your treatment, and this task may be watered down 
by associations such as may occur in a non-professional relationship. Experience shows 
that treatments: proceed most rapidly where the relationship is kept on a purely pro- 
fessional level. A social relationship with your therapist may create many stumbling 
blocks in your treatment that will actually destroy its effectiveness. 

72. Pt. How many times a week must I come for treatment? 

Th. There are some persons who come once a week and there are others who 
desire, or find it necessary, to come two or three or four times a week. Sometimes it is 
better to come more frequently than once a week to cut down the interval between visits 
and to gain the advantages of more concentrated work. At other times this is un- 
necessary. The frequency will depend upon the nature of your problems and the kind 
of therapy that is utilized. In most cases treatments can be administered on the basis of 
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once, twice, or three times weekly. Where Freudian psychoanalysis is utilized (that is, 
where your problems are such that your therapist believes a formal psychoanalytic 
technique is indispensible for you), you may have to come as frequently as five times 
weekly. k 

73. Pt. Aren't charges for psychotherapy excessive? 

Th. It takes longer to make a good psychotherapist than a good surgeon. Fees 
for surgery are so much higher than fees charged for psychotherapy, that we cannot 
even make a comparison. Although the fees that are charged may seem high, they 
actually are reasonable considering the extensive training of the therapist. 

74. Pt. After starting therapy, will I be charged for broken or cancelled ap- 
pointments? 

Th. Since your appointment times are set aside and reserved exclusively for 
your use, you may be charged for a cancelled or broken appointment, unless illness or 
a real emergency interferes with your getting to the therapist's office. Most therapists 
do not charge for cancelled appointments where sufficient notice has been given them 
in advance so that they can fill in the session with another appointment. Another 
reason for charging for broken appointments is to overcome resistance to coming for 
treatment when basic problems are under discussion. 

75. Pt. How long does it take to get well? 

Th. It is hard to estimate this. Much depends on how much you want to get 
well. Much depends, also, on how deeply we want to influence your personality 
make-up. If you have a special problem or symptom that is not too complicated, we 
may be able to help this in not too long a time. If, however, we must make extensive 
changes in your personality for you to get well, treatment will require more time. I 
can assure you that no effort will be spared to get you well as quickly as possible. 

76. Pt. Does it usually take a long time to effect a cure? 

Th. Emotional illness associated with personality problems that go far back 
in one’s life, so as to produce habit patterns of a stubborn nature, take a long time 
to influence, sometimes as long as two or three years or longer. It is impossible to say 
how long therapy will last since this will depend upon the severity of the problems 
and upon the goals one wishes to achieve. 

71. Pt. Won't it be possible for me to get well fast? 

Th. I can appreciate your impatience. I wish it were possible to rush matters 
But your trouble didn’t begin last Tuesday. It’s been with you most of your life. 
It took time to develop your problem, and it may take a little time for you to get 
over it. 

78. Pt. Why does it take so long to get well? 

Th, If you are like the average person who undergoes psychiatric treatment, 
you will probably be puzzled or upset when, after several weeks of treatment, you 
are not materially improved. You will wonder why this is so and you may even believe 
that your treatment is not successful. There are two things you must consider in 
evaluating your progress, First, all emotional problems go far back in one’s life, even as 
far back as one’s childhood. Therefore it takes time to get to the core of a neurosis. 
Second, even though your symptoms are still with you, progress is being made never- 
theless. Before a seed can sprout, it is necessary to prepare the soil. Before your 
symptoms disappear and you achieve health, it is necessary to get an understanding of 
yourself and to overcome resistances that block your progress. 

79. Pt. Why do I need an understanding of myself? 
Th, The first step in becoming well is getting insight into what is the matter 


ANSWERING QUESTIONS PATIENTS ASK ABOUT THERAPY 313 


with you. Your difficulty may be that your environment is bad and you are trying to 
adjust to an impossible situation; it may be that you are doing the wrong kind of work; 
or it may be that you have inner conflicts and fears that make for difficulties in your 
relationships with people. Whatever your problem, your therapist will help you to 
understand it clearly. Then, you will be better able to do something constructive about 
it. It is hard to fight an enemy who attacks you from ambush. It is the same with 
emotional conflicts. So long as these are only partially known to you, you are helpless. 
Becoming aware of them makes it possible to take a stand to overcome them, 
80. Pt. Is it possible that I may exhibit resistances to understanding myself? 

Th. There is always resistance in tackling the real source of one’s difficulties. 
The reason for this is three-fold. First, a person may have absolutely no inkling that 
what he is doing is not normal. For instance, an individual who has acted submissive 
from childhood may do so because it is the only way he knows of getting along with 
people. It may cause him anxiety, yet it constitutes the only way of life he knows. It 
may take a long time before he realizes that he does not have to be submissive auto- 
matically. Second, a person may be very reluctant to face his inner conflicts because of 
a fear that he will find out something about himself that is too horrible to face. This 
fear is universal and it may take a while before he overcomes it. Third, he may actually 
derive a benefit out of being sick, and for this reason be unwilling to explore his 
difficulties, It may seem paradoxic, but being sick often yields dividends one may 
refuse to give up. An example of this is the person who keeps failing in his work or 
studies and, as a result, becomes extremely insecure. On the surface he wants to stop 
failing; yet deep down what he desires even mote is sympathy from people. And the 
reason he fails, is that in failing he imagines he gets sympathy from others, Such 
a person may be resistive to understanding his tendencies toward failure because he 
will have to give up a technique through which he derives many neurotic benefits. 

81. Pt. After I get an understanding of my problems, what else do I have to 
do to get well? 

Th. Getting insight is the first step toward getting well. You must use this 
insight to achieve a more productive and happier life. An example may make this clear. 
Suppose you desire to fly an airplane; the first thing you need is the vehicle—the 
airplane itself. But having procured the airplane does not mean that you can fly. 
You still have to learn how to work the airplane. Insight is the vehicle that can trans- 
port you to health, But having insight alone will not give you health. You must learn 
how to use this insight toward a constructive end. 

82. Pt. What can I do to aid the process of recovery? 

Th. Most people are confused about what is supposed to happen in treat- 
ment. In a physical ailment, once the doctor knows your complaint, he can give you 
a medicine, But emotional complaints are not helped in that way. You, yourself, must 
participate in the cure. Yout therapist will help you to help yourself. One of the best 
ways to cooperate is to tell your therapist about yourself—your fears, your hopes, your 
fantasies, and your expectations. If you have any dreams, report them to him. You 
will probably also have certain feelings about your therapist. Bring these to his at- 
tention—no matter how irrational they may seem. 

83. Pt. Can I expect to have ups and downs during treatment? 

Th. You can. A feature of all nervous problems is that they try to repeat 
themselves. Even when you gain insight into them and begin to readjust yourself to 
life and to people, they will still crop up from time to time. The reason for this is 
that they are like bad habits. You know how difficult it is to break so simple a habit 
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as excessive smoking. Faulty patterns of living which are part of your neurosis are 
complicated habits of long standing and will try to cling to you stubbornly. With pa- 
tience and determination you can overcome these patterns. The important thing is not 
to regard a recurrence of your symptoms during treatment as a set-back. Take the atti- 
tude that temporary flair-ups are to be expected, and that you will learn something 
valuable about yourself each time they occur. 

84, Pt. Need I have conflicting feelings about my therapist? 

Th. Some persons do, some don’t. In a relationship situation, which is the 
essence of psychotherapy, it is possible that you may run the entire gamut of emo- 
tions in response to your therapist. The experiencing of these emotions is an invaluable 
part of the treatment process. Do not be ashamed to tell your therapist exactly how you 
feel about him, no matter how irrational your feelings, demands or expectations may 
seem. At certain stages in treatment, you will be very much tempted to discontinue 
therapy because of how you feel about your therapist. Sometimes these feelings may 
not even be conscious. Consequently, whenever you reach a decision to stop treatment 
before your therapist thinks that treatment should be ended, examine how you feel 
toward him and, more important, mention these feelings to your therapist. There 
are times, of course, when you may become angry at your therapist for realistic reasons. 
It is also possible that your therapist has a personality to which you are unable to re- 
spond. In the latter instance, it may be necessary for you to change therapists. Do 
not hesitate to tell your therapist how you feel about him and to mention any com- 
plaints you may have. He will help you analyze whether your feelings are rational or 
irrational. 

85, Ph. Is it advisable to talk things over with people other than my therapist? 

Th. It is generally not wise to confide your thoughts to other people because 
it may prevent you from mentioning important things to your therapist. 

86. Pt. Is it all right to talk about what happens in my treatment to other people? 

Th. No, this is not advisable, since an outside confidant may hurt the thera- 
peutic work. You should consider the therapeutic relationship a completely private 
situation, in which confidences will not be betrayed. 

87. Pt. Doctor, do you really believe I can be helped? {To tell the patient that he 
can be helped without doubt is false reassurance. The therapist may reply in the fol- 
lowing way.]} 

Th. The desire to be helped is nine-tenths of the battle. If you really want 
help, you will probably be able to be helped, [This makes his active participation a 
condition to his being helped.} 

88. Pt. What do you think it is that has made me sick? {To speculate on the cause 
of his problem, or to elucidate on the dynamics prematurely is therapeutically bad. 
One way of handling this question is illustrated in the following response. } 

Th. There ase always reasons why you feel upset. Those reasons may not be 
clear to you because you are living too close to your troubles, We'll discuss your ideas, 
and particularly your feelings, and in not too long a time we should discover what is be- 
hind your difficulty. [The cooperative nature of the exploratory process is stressed 
here. } 

89. Pt. In psychotherapy how can you get well by mere conversations? {Since 
the patient has already talked to many people without being helped, he naturally 
wonders about the rationale of interviewing. } 

Th. In discussing your reactions, your ideas, and your feelings, you will be 
able to understand what is happening to you, and this understanding will permit you to 


4 


ANSWERING QUESTIONS PATIENTS ASK ABOUT THERAPY 315 


take definite steps to correct your difficulties. [The factor of insight and the need 
for activity of the patient are emphasized. } 

90. Pt. What are you going to do to help me, if all I do is talk about myself? 
[The patient is naturally puzzled by the role of the therapist.] 

“Th. I shall, of course, help you with your difficulty by acting as your third 
eye, or third ear. Since you are living so close to your problem, you may not be able 
to see the basic difficulty. I can be of help because I can be mote objective and more 
realistic about what is happening to you. [The role of the therapist is defined here as 
that of being a partner in the treatment endeavor. } 

91. Pt. Are you sure you can help me? [expressed at the beginning of the initial 
interview} 

Th. I do not know yet if I can help you. I will know better after you tell 
me about your problem, and after I examine and study your difficulty. Then I'll be 
able to tell you whether I believe I can help you or not. 

92. Pt. Are you sure I can be cured? [expressed at the end of the initial inter- 
view} 

Th. It is hard for me to answer that. Much depends on how much you want 
to be cured. If you really have the desire to get well, there is no reason why you can’t 
make good progress. Many persons with problems worse than yours have got well. 
Your progress will depend also on how well we work together as a team. I believe 
it is definitely worth a trial. 

93. Pt. Won't I lose my independence and get dependent on you? 

Th. One of the aims of treatment is to expand your independence and make 
you less dependent. 

94. Pt. Won't I find out terrible and loathsome things about myself? 

Th. The feat of finding out contemptible things about oneself is frightening 
to most people. When we explore your difficulty, you may be surprised to find that 
things are not so horrible as you imagine. Indeed, you may discover that your guilt 
feelings are a primary problem. 

95. Pt. How well is a person after he gets psychotherapy? 

Th. If treatment is successful, the person should be relatively free from 

symptoms and healthier and happier than he has ever been before. 
96. Pt. Why shouldn't treatment always be successful? 

Th. Success depends on many factors, including how much the person wants 
to get well. If a person really desires health, he will be willing to endure the time 
and effort required to get well. 

97. Pt. Is it possible to rebuild an undeveloped personality through psycho- 
therapy? 

Th. In reconstructive psychotherapy a prominent goal is resolving blocks to 
personality development so that the individual may proceed to emotional maturity. 

98. Pt. If a person is cured of his symptoms and is made happier by psycho- 
therapy, does this mean he will never again be nervous? 

Th. No, neurotic problems may develop later, but he will be better able to 
cope with them and even to solve them without further professional help. 

99. Pt. What happens to the information about me? 

Th. In scientific work, records are necessary, since they permit of a more 
thorough dealing with one’s problems. It is understandable that you might be con- 
cerned about what happens to the information about you, because much or all of this 
information is highly personal. Case records are confidential. No outsider, not even 
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your closest relative or family physician, is permitted to see your file without your 
written permission. 
100. Pt. How can I help to cooperate with the treatment plan? 

Th. The general practitioner has his medications; the surgeon works with 
his instruments; the heart specialist has his x-rays and delicate recording apparatus. 
But for the most part, the therapist has only one aid besides his knowledge—YOU. 
Your cooperation and trust in him are essential. You must feel free to take up with 
your therapist anything about the treatment process which disturbs you or puzzles you 
in any way. By doing this you have the best chance of shortening your treatment and 
of insuring its fullest success. 


| 


Establishing a Working Relationship 


ONE GREAT DISAPPOINTMENT TO THE BEGINNING PSYCHOTHERAPIST 
is that painstaking and elaborate exploration of a patient’s problem, and a most 
thorough investigation of the underlying dynamics, may sometimes fail to in- 
fluence the emotional ailment in the least. Even though he seemingly has in- 
sight into his illness, and into the underlying conflicts and mechanisms of 
defense, the patient continues to suffer symptomatically, and there is no abate- 
ment in the distorted way he relates to people. The therapist, as a consequence, 
may become frustrated, and perhaps dismiss the patient from treatment on the 
basis of his “unanalyzability,” or “too severe resistance,” or “negative thera- 
peutic reactions,” or “latent schizoid tendency.” 

When we investigate the causes of such treatment failures, we often find 
that the patient has been unable to absorb, to integrate or to utilize insight due 
to anxiety. This has prevented the ego from evolving more effective ways of 
adjusting the person to his inner conflicts and to external demands. Further 
investigation usually shows that what is basically lacking in the therapeutic 
situation, and what probably has been missing from the inception of therapy, 
is the proper kind of working relationship between the patient and the therapist. 
This relationship is a unique interpersonal experience in which the patient feels 
a quality of warmth, trust, acceptance and understanding such as he has never 
before encountered with any human being. 

A neurosis imposes on the individual distortions in his sense of values 
that undermine his security, depreciate his self-esteem, and make the average 
pursuits of living vapid and meaningless. Before any significant change can 
occur in the system of neurotic balances and counterbalances that has been 
erected, it is necessary to win the patient over to a willingness to experiment 
with a new way of life. The most expedient way of creating this incentive 
for change is through the instrumentality of rapport with the therapist. 

The cultivation of the proper working relationship between patient and 
therapist is indeed the primary objective of the first treatment phase. For, with- 
out a working relationship, the patient will not resolve basic resistance to the 
meaningful exploration of his problem. 

For purposes of illustration, we may introduce an example from the field 
of salesmanship. In selling a product, the salesman is confronted with the uni- 
versal phenomenon of sales resistance. Experience has taught him that any 
attempt to force his product on the customer before this resistance is overcome 
will be futile. He has learned that the best way of resolving sales resistance is 
to sell Aimself to the prospect. Once the prospect has developed confidence in 
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the acumen and integrity of the salesman, he is more prone to accept any state- 
ments the latter makes about the advantages of the product. 

In therapy, the therapist is a kind of salesman who is trying to sell the pa- 
tient a product in the form of a new way of life. The sales resistance of the 
patient is his desire to maintain the status quo. The therapist must persuade the 
patient to accept the commodity of health in the face of his resistance. To do 
this the therapist must first win the patient’s trust, confidence and liking, by 
establishing a working relationship. The relationship will enable the patient 
to overcome his resistance and to examine his conflicts and their attendant 
anxieties, It will eventually help the patient to buttress up his shattered sense of 
mastery; to rid himself of suppressed and repressed destructive feelings and at- 
titudes; to achieve a more adaptive relatedness with others, shorn of miscon- 
ceptions, facades, and fears; and to acquire a more wholesome feeling about 
himself and his past experiences. 

Until a working relationship is constituted, the patient will be unable to 
handle the anxieties associated with unconscious conflict, to investigate their 
genetic origins, to resolve repression and other archaic defenses against anxiety, 
to challenge the spurious protective and pleasure values of his neurosis, and 
to evolve more constructive modes of personal adjustment. 


VARYING NEEDS OF THE PATIENT 


Militating against the establishing of a working relationship is the fact 
that the patient always seeks to utilize therapy in a variety of ways, some of which 
are inimical to good rapport. Thus he may desire to make himself dependent 
on the therapist in order to receive guidance, reassurance and other bounties. 
He may search for unqualified sympathy and acceptance. He may seek factual 
understanding and objectivity to help him evaluate his thinking and behavior. 
He may want to express feelings that tear at him from within, and to act-out 
impulses, demands and other strivings he customarily holds in check. Finally, 
he may yeatn for a cooperative give-and-take relationship without domineering 
or being domineered. Not only must the therapist be equipped, by virtue of his 
own personality make-up, to accept the patient’s varied strivings, but he must 
be able to react to them in a therapeutic manner. He must provide the patient 
with an experience that will act as a prototype of a different kind of human re- 
lationship—one that inspires new and constructive patterns toward people. To 
do this, the therapist must first understand the constituents of each of the pa- 
tient’s needs. 


1. The Need to Be Dependent 


Because the emotionally ill person usually feels helpless, he wants a kindly 
agency to relieve his distress, to give him support and guidance, and to nurture 
him back to health. These regressive needs, found in all patients, are most ex- 
treme in those who are severely sick. It is impossible to escape the patient's de- 
pendency need. While the therapist may not wish to perpetuate the infantilism 
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of the patient by playing the part of a “ giving” authority, except perhaps in sup- 
portive therapy, this may temporarily have to be accepted without resentment, 
fear, detachment or aggression. Astuteness will be required in diagnosing how 
much active help the patient needs, grading the support given to the severity of 
the sickness, and imposing on the patient as much responsibility as can be 
tolerated. The therapist must know when to resist dependency demands and how 
to convince the patient that their fulfillment may interfere with his capacities 
to develop assertiveness, strength and independence. 


2. The Need for Unqualified Understanding, Acceptance and 
Condonation 


Such yearnings are part of the social nature of man. They may be especially 
urgent in the emotionally sick individual who constantly anticipates rejection 
and condemnation. In response to the patient's need for understanding and ac- 
ceptance, it is essential that the therapist be capable of empathizing with the 
patient, of giving him warmth and approval no matter how destructive and 
disturbed he may be. At the same time, the therapist must avoid over-protecting 
the patient and smothering him with cloying kindness which will tend to rob 
him of the ability to do things for himself. Any personality characteristics in 
the therapist, like detachment or hostility, that interfere with this empathic 
ability and with the capacity to feel and to communicate warmth will constitute 
insurmountable handicaps to the establishing of a relationship. 


3. The Need to Relieve Himself of Painful Feelings and Ideas 


The desire to unburden himself of guilt, fear and anxiety will often be 
overwhelming. Ventilation of suppressed and repressed feelings, attitudes and 
past experiences is usually accompanied by immediate but temporaty relief. The 
therapist must be able to endure cathartic outbursts of painful emotion that are 
delivered by the patient, displaying a non-judgmental, objective attitude, neither 
condemning nor sanctioning the behavior of the patient. Since some of the 
material divulged may be of an unmoral or antisocial character, the therapist 
must be able to handle personal untoward feelings that are inspired by such de- 
structive and perverse recitations, avoiding rebuke and other culturally accepted 
responses to the material. 


4. The Need for Factual Understanding 


The patient always has a need for an understanding of what is happening 
to him in order to neutralize fears of the unknown. This requires objectivity on 
the part of the therapist. The ability of the therapist to remain objective helps 
to inculcate in the patient a factual appreciation of his problem in relation to 
inner conflict and external reality. Essential is a good understanding in the 
therapist of human dynamics, of interviewing techniques, of methods of bring- 
ing to the awareness of the individual the meaning of his behavior, and of how 
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to help him work through resistance to insight and to the translation of in- 
sight into action. This knowledge must be coupled in the therapist with in- 
telligent self-awareness in order to avoid contaminating the patient with personal 
prejudices, and to allow him to develop his own sense of values. 


F 
5. The Need for a Transference Relationship 


All patients seek media in which they can project and act-out tendencies 
and feelings that relate to actual or idealized parental personages. The projection 
of attitudes and feelings that originate in past relationships (transference) re- 
quires for its appropriate handling an understanding of this phenomenon by the 
therapist, as well as the ability to perceive and to manage manifestations of 
counter-transference. The therapist must be able to survive the intense de- 
pendency needs, sexual demands, hostilities and manifold misinterpretations 
that will be expressed by the patient in the course of therapy. The therapist’s 
capacity to display warmth and to remain tolerant and objective in the face of 
transference must be coordinated with skill in minimizing the intensity of 
transference and of working it through toward the objective of insight. 


6. The Need for a Cooperative Human Relationship 


Irrespective of how distorted his previous relationships with people have 
been, the individual earnestly desires a wholesome relationship bereft of neurotic 
encumbrances. The effective management of the myriad demands of the patient 
will help to fulfill his basic need for a cooperative human relationship. 


MULTIPLE ROLES OF THE THERAPIST 


The therapist may show different responses to patients with varied per- 
sonality constellations. For instance, he may be able to express warmth and to 
remain remarkably objective toward submissive and dependent persons, while 
being totally unable to express therapeutically constructive feelings when in 
contact with domineering or hostile patients. Understandably, the more thor- 
oughly the therapist has worked through his own personal problems, and the 
greater awareness he has of his relationship difficulties, the more flexible he 
will be in responding to a variety of patients. A therapist who has little aware- 
ness of his interpersonal difficulties will find his therapeutic effectiveness cir- 
cumscribed to those patients with whom he can feel most comfortable. 

In order to express his diverse needs, the patient usually strives to force 
the therapist to fulfill multiple roles; namely, the following: 


1. The Therapist as a Helping Authority 


This is the traditional patient-doctor relationship. As an expert, the ther- 
apist is credited with knowledge and skills that can help the patient out of his 
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dilemma. The therapist succeeds or fails in this role in accordance with how the 
patient interprets the therapist's activity. 


2. The Therapist as an Idealized Parental Image 


The patient seeks an idealized parental figure who will grant him bounties 
without stint. The character of this giving image varies with the personal biases 
of the patient, and ranges from omniscience and omnipotence to mere kindli- 
ness and acceptance. Often there is combined in the fantasy image a fusion of 
ideal paternal and maternal qualities. Accordingly, the patient may desire 
paternal firmness, strength, wisdom and power; as well as maternal lovingness, 
support and protection. The intensity of such attitudes, as well as their specific 
content, will be determined by the kinds of early frustrations experienced by 
the patient. These attitudes will be enhanced if the therapist seems to be the 
sort of individual who fits into the role the patient designs for him. It will be 
minimized by the therapist’s refusal or inability to play this role. 


3. The Therapist as an Actual Parental Representative 


On the basis of previous experience, the patient may project into the thera- 
peutic situation expectations that he will be treated by the therapist as he had 
previously been treated by his parents. He will then adopt defenses against the 
therapist in accordance with these expectations and fears. Under certain circum- 
stances, he will even act-out with the therapist a rather extensive series of situa- 
tions representative of those he already had experienced as a child. Such “trans- 
ference” attitudes will be reinforced by a passive attitude on the part of the ther- 
apist, or by the therapist’s actually playing the kind of role with the patient 
that parallels the role of the parent. Transference will also be expedited by the 
utilization of certain techniques; such as, the couch position, concentration on 
dreams, the use of free association, frequent visits, and a focusing on the past 
history and on conditionings in childhood. It will be minimized by the ther- 
apist’s increased activity with the patient, the playing of a role opposite to that 
anticipated by the patient, infrequent visits, the use of the face-to-face position, 
the avoidance of dreams, fantasies and free association, and a focusing on the 
current life situation and present relationships. 


4. The Therapist as a Representative of Other Important Past 
Personages 


The therapist may be employed as an object onto whom transference atti- 
tudes may be projected related to other important individuals besides the 
parents. The therapist may, for instance, be identified with a sibling, an im- 
portant relative, a teacher, or friend who has played a signal part in the early 
life of the patient. The therapist’s manner, behavior, and physical appearance 
may expedite the display of such attitudes. 
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5, The Therapist as a Cooperative Partner 


Here the therapist is regarded as an individual with whom the patient is 
able to establish a friendly, unambivalent relationship. The patient probably al- 
ways desperately seeks such a relationship, but on the basis of previous con- 
ditionings, he may feel that it cannot possibly come to fruition. An objective 
attitude on the part of the therapist sponsors this kind of relationship. 


A blend of several of the above attitudes toward the therapist is usually 
present at the beginning of treatment. Conflict is inevitable by virtue of the 
mutual contradictory nature of such disparate attitudes. Which attitudes will 
prevail will depend on how intense they are in the patient, and on the activity 
of the therapist. It is important that the therapist be equipped by training and 
ditionings, he may feel that it cannot possibly come to fruition. An objective 
that a cooperative working relationship may eventually develop. 


RESISTANCES TO A WORKING RELATIONSHIP 


The length of time required to establish a working relationship will depend 
upon the skill of the therapist, and on the intensity of resistance exhibited by 
the patient. Among common resistances are defects in motivation and miscon- 
ceptions about psychotherapy. Ways of handling such obstacles have been sug- 
gested in chapter 28, Dealing with Inadequate Motivation, and chapter 30, 
Answering Questions Patients Ask About Therapy. Even more important 
as a source of resistance are character problems that are parcels of the patient's 
habitually disturbed attitudes toward people. 

Perhaps the most obstinate of these characterologic resistances is a clinging, 
dependent attitude toward the therapist, who is overvalued as the embodiment 
of all that is good and strong and noble in’ the universe. This kind of striving 
is rooted in an intense feeling of helplessness, escape from which is sought in 
an alliance with a being who can in some magical way Jead the person into 
paths of health, glory and accomplishment. Building this being into a power 
figure who can satisfy one’s magical expectations, and allying oneself with the 
object of one’s creation, gives one a spurious sense of security and of heightened 
self-esteem. 

The patient must be weaned from his attitude toward the therapist as an 
omniscient personage who can conjure up a fanciful Nirvana in which all needs 
are gratified. It is important to bring him to the conviction that he has abilities 
and strengths of his own. 

While recognizing and accepting his dependency need, and refraining from 
insisting on a completely matuse relationship, the therapist may give the patient 
a rational reason for refusing to take the bulk of responsibility and to make de- 
cisions for the patient. The therapist, in exhibiting an understanding of the 
patient’s need, may explain that supplying his demands will inhibit his self- 
growth and that it is out of respect for the patient's growth potentials that the 
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therapist is not more active. Such an explanation may help resolve some of the 
hostility at what the patient otherwise might consider negligence and rejection. 

Another unfavorable form of relationship is fear of the therapist as a po- 
tentially destructive or malevolent being who threatens to injure or to engulf 
the patient. Here the patient retreats whenever he feels that he is getting too 
close. A “testing period” precedes a final acceptance of the therapist as one who 
bears only good will toward him. During this period he will be torn between his 
desire to establish a gratifying relationship and an overpowering fear of injury. 
The outward manifestation of this struggle may be hostility to the therapist. 
Some patients may even attempt to provoke the therapist and to incite him into 
acts of aggression to prove to themselves that all human beings are alike and 
are not to be trusted. This “testing period” will be especially prolonged in pa- 
tients with immature personality structures, and it may be many months before 
the therapist is accepted as a friend. 

Because of his hostility, fear and guilt, the patient may automatically ex- 
pect the therapist to condemn, prohibit or punish him for his past behavior as 
well as for his present attitudes and impulses. He may, therefore, display fear, 
distrust or rage toward the therapist, as well as defenses against these emotions. 
When fragmentary revelations of his inner life fail to bring forth the expected 
punishment or condemnation, the patient may feel contempt for the therapist 
for failing to respond as a strong authority should respond, and he may evidence 
a desire for a more competent, more punitive therapist. 

The patient will usually anticipate criticism from the therapist as merciless 
as that which he imposes on himself. Furthermore, while he has managed to 
conceal from people the elements about himself that he considers vicious or 
contemptible, it is difficult to do this with the therapist. He will, therefore, con- 
stantly anticipate attack or condemnation, and he will be non-plussed when at- 
tack is not forthcoming. He may await the evil day when the expected blow will 
fall; he may even become resentful at the delay of what he considers inevitable. 
As he recognizes that he can speak his mind, and that the therapist considers his 
revelations as neither good nor bad, he may begin to reevaluate his concept of the 
therapist as an arbitrary authority. A feeling of warmth emerges which is 
mingled with confidence. 

Other strivings in the patient that interfere with a good working relation- 
ship are intense sexual feelings, submissiveness, masochistic impulses, perfec- 
tionism, fear of closeness, compulsive ambition, distrust and detachment. The 
handling of a patient’s detachment is of particular importance due to its prev- 
alence as a defensive character pattern. With perseverance and tolerance detached 
individuals may eventually be helped to enter a working relationship. 

For instance, a patient with a personality disorder of detachment comes to 
treatment because of depression, tension and feelings of lonesomeness and 
isolation. He is aware of the fact that close relationships fill him with a sense of 
foreboding, and that soon after a relationship has started he becomes anxious 
and wants to run away. In therapy, as he develops confidence in the therapist, 
the same kind of anxiety and terror emerges, and the patient is seized with an 
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impulse to stop treatment. His respect for the therapist, however, and his in- 
centive to get well, halt the escape. Manifesting warmth, acceptance and under- 
standing, the therapist interprets what is happening. From a dream in which he 
crosses a bridge and becomes the target of sharp-shooting snipers, the patient 
learns of his fears of attack in a confining relationship. He recognizes that this 
fear has been with him for years—as far back as he can remember—and has 
created the impulse to escape from entangling alliances, and even from the threat 
of coming close to a person. This knowledge enables him to reevaluate his feel- 
ings in relationship to the new kind of authority he has perceived in the therapist, 
to test his anachronistic fears of hurt against his knowledge that the therapist 
does not desire to injure him. He then veers in his struggle between his old 
conviction and his new. Temptation to break away from treatment is intense; 
but the therapist forestalls escape by pertinent interpretations. Eventually, per- 
haps for the first time, the patient is capable of accepting a person, the therapist, 
as a friend rather than a foe. He takes a bold step toward a working relationship. 

In helping a patient master his fears of a working relationship, the therapist 
must allow him to choose his own pace. He must respect the patient’s hesitation 
and other defensive mechanisms issuing from the patient's terror that he will 
discover the same destructive potentialities in the therapist that he has found 
in other human beings. The realization that he is dealing with a different type 
of authority permits him to abandon compromising facades that have up to this 
time served unsatisfactorily to keep anxiety in check. 


BUILDING THE RELATIONSHIP 


Skill as a therapist is measured to a considerable degree by the ability to 
establish relationships with patients that will be therapeutically meaningful to 
them. While no therapist is capable of establishing rapport with all people, 
he should, if he has the proper training and personality equipment, be able to 
relate to the majority of persons who come to him for help. 

Knowledge of interviewing techniques will foster confidence in the ther- 
apist and expedite a working relationship. Thus, by appropriate facial expres- 
sions, gestures, and sub-vocal utterances, the therapist may convey an attentive 
and accepting manner. By asking pointed questions, restating, summarizing and 
other techniques, he may demonstrate to the patient that he is interested and 
observant. By reflecting feelings and making cautious interpretations geared to 
the level of the patient’s current capacities for understanding, the therapist may 
exhibit an astuteness and perceptiveness in knowing what is going on in periph- 
eral areas of the patient’s awareness. 

Specific personality problems of the therapist may, however, inhibit the 
establishing of a relationship. For instance, an inability to tolerate hostility may 
make it difficult for the therapist to develop rapport with a patient who displays 
hostile outbursts. Or personal sexual problems may cause the therapist to re- 
spond with anxiety when the patient tells of sexual fears or impulses with which 
he is preoccupied. The therapist may then fail to show the necessary warmth, 
objectivity, and empathy. 
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From time to time, the therapist may experience emotions toward the pa- 
tient which, if unchecked, may hurt the relationship. Hostility, boredom, apathy, 
uneasiness, fear or sexual interest may be provoked by the patient’s behavior or 
inspired by counter-transference. Should such emotions emerge, self-searching 
will be indicated. The following self-directed questions are important: 

(1) Is the patient doing anything that causes these emotions? (2) Does 
the patient resemble or remind the therapist of anyone the therapist knows or 
has known in the past? (3) What does the therapist really feel about a person 
like the patient? (4) Does the therapist anticipate that the patient will do any- 
thing disturbing or upsetting while in therapy? 

Arriving at answers to these questions requires a great deal of self-explora- 
tion in an attempt to understand any projections that are operative. For example, 
a patient talks about his problems of intolerance with people. As the patient re- 
lates several episodes illustrating his intolerance, the therapist becomes aware 
of a personal feeling of boredom and of not wanting to pay attention to what the 
patient is saying. He asks himself why such attitudes exist toward the patient 
and he suddenly realizes that he considers the patient an extremely hostile per- 
son. He recognizes then that he fears a demonstration by the patient of hostility 
toward him. Knowing of his own problem in handling hostility, the therapist 
realizes that his boredom is a defensive means of avoiding closer contact with 
the patient and thus of circumventing any expressed hostility. Challenging the 
reality of his fear, he finds that he is able to overcome the response of boredom, 
and he becomes attentive to the productions of the patient. Another therapist 
may, in feeling irritable with a patient, examine this emotion. In so doing he 
realizes that he has had similar feelings of irritability with a brother with whom 
he was competitive and whom the patient resembles slightly. This insight re- 
sults in a dissipation of the emotion of irritability. A third therapist may observe 
that he feels resentful during a session. Thereupon he notices that the patient is 
talking about material that is stirring up anxiety within him. Under these circum- 
stances, he may be able to handle his anxiety directly and thus to overcome his 
resentment. 

Where the therapist is unable to control disturbed emotions and attitudes 
by processes of self-observation, he should, in fairness to the patient, refer him 
to another therapist. 

There are a number of things the therapist can do to sponsor a working te- 
lationship. Among these are communicating to the patient an understanding of 
his problem, and expressing toward him unqualified tolerance, empathy and 
objectivity. 


1. Communicating an Understanding of the Problem 


Every patient wants his therapist to be intelligent, sagacious and perceptive. 
It is generally not difficult to convince the patient of the therapist’s competence 
by such simple techniques as reflecting unverbalized feelings and attitudes, 
putting into words the unexpressed worries and concerns of the patient; and by 
displaying sensitivity to the patient’s moods and conflicts. While the therapist 
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need not present himself as infallible, he must try to avoid expressions of con- 
fusion, such as acting bewildered and forgetting important items of information 
about the patient. Since he is merely mortal, the therapist is bound to make 
mistakes sometimes, but these are not fatal if they do not occur too frequently, 
and if he has a fairly good relationship with the patient. 

An excellent way of demonstrating an understanding of the patient's 
turmoil is available to the psychoanalytically trained therapist, through 
dream interpretation. Dreams during the first phase of therapy are never inter- 
preted deeply. Since dreams are condensations of a variety of items, including 
early traumatic experiences, basic conflicts, habitual mechanisms of defense, and 
present characterologic strivings, it is usually easy to select from the dream the 
kind of content that will satisfy the goals of a particular phase of therapy. In 
the first phase of treatment important goals relate to a recognition of attitudes 
and impulses that act as resistance to a working relationship. For instance, a 
patient presents a dream in which he is traveling in a subway, sitting next to a 
man who is busily engaged in reading a newspaper. The patient tries to attract 
the man’s attention, but all of his efforts are rebuffed. He finally gets up and 
leaves the train feeling humiliated. 

In examining the dream, we observe the patient attempting to make con- 
tact with a man who, detached and disinterested, virtually rebuffs the patient. 
The dream may reflect a general fear in the patient of being rebuffed by people. 
We may speculate further that the patient is expressing in the dream a feeling 
that he is being rebuffed by the therapist. Riding on the subway would then in- 
dicate the therapeutic situation. These formulations are, naturally, not communi- 
cated to the patient. The method by which they are brought to his attention is 
illustrated in the fragment of the actual interview that follows: 


Th. What thoughts come to your mind as you think about the dream? 

Pt. Why nothing. I don’t particularly like riding on the subway, but that’s nothing. 
It’s the quickest way of getting any place. 

Th. Mm hmm. 

Pt, And when you're in a hurry it gets you there. (pause) 

Th. Any other thoughts about a subway? 

Pt. No. 

Th. Now how about your feelings in the dream; what were your feelings? 

Pt. I was anxious to talk with him, make friends, you see, but he was one of these 
types of people who was busy with his own things. 

Th. What type? 

Pt, Well, I should say studious type, not interested in me. 

Th. Now what about this man; did he resemble anybody you know or knew? 

Pt. Yes, he was like an uncle of mine. He is not too much older than I am. When 
I was a kid he used to bring me things. I called him my second father. 

Th. Mm hmm. 

Pt. And when I was in boarding school, one of my roommates reminds me of him. 
That was the one I had that homosexual experience with I told you about. 

Th. Was there any sexual feeling in the dream? 

Pt. No, just that I wanted to know this person better. 
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Th. And when he didn’t respond, how did this make you feel? 

Pt. Terrible. I wanted to get out of the train. 

Th. Angry? 

Pt. No, just irritated. 

Th. Now it’s possible that when a person isn’t responsive enough and giving 
enough, this may make you want to get out of the situation. 

Pi. Yes. 

Th. And that might also apply to me. [a tentative probing for transference} 

Pt. Why . . . (pause) why . . . I don’t think I should feel that way. 

Th. After all, there is no reason why you shouldn’t. But have you felt this way 
about me? 

Pt. As you said, I shouldn't expect you to do everything for me. 

Th. But you may resent the fact that I don’t take over more responsibility. 

Pt. I know I shouldn’t feel that way. 

Th. But you might feel that way. (pause) 

Pt. (laughs) Well I do . . . sometimes. 

Th. And even want to leave treatment. 

Pt. (laughs) I did feel that I wanted to quit. 

Th. Like you wanted to get out of the subway train in the dream. 

Pt. (laughs) Yes, you mean you could be the man on the subway? Come to think 
of it, I do think it’s you. 

Th. Do you want to stop therapy? 

Pt, Of course not. 

Th. Do you feel that I don’t want to relate to you, that I don’t pay attention to 
you, or like you? 

Pt. Well, as you say, I must think that, but it isn’t true. 


After several weeks, the patient exhibited evidences of greater security in 
the relationship. This was accompanied by a dream in which the patient saw 
himself trying to use a pencil that had no lead. A man nearby offered him a 
new pencil which he accepted. The patient associated having “no lead in the 
pencil” to his vitiated masculinity. The man nearby was the therapist who was ~ 
offering him new masculinity. 


2. Communicating Interest 


Showing interest in the patient as a person rather than as a laboratory of 
pathologic phenomena is an important way of helping the relationship, By 
paying close attention to what the patient is saying about his personal life, 
ambitions, likes, dislikes and goals, the therapist may indicate non-verbally that 
he considers the patient a significant individual. Remembering and repeating 
to the patient details that he has mentioned about himself in previous sessions 
impresses the patient with the genuineness of the therapist's interest. Some- 
times the greater part of a session may profitably be spent talking about the 
patient’s work, hobbies, or other random subjects, not for the purpose of elicit- 
ing information, but to show the patient that the therapist wishes to know him 
better. Making necessary financial and time allowances for the patient, and a 
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demonstrated willingness to do what one can for the patient, within the bounds 
of therapeutic propriety, are other manifestations of interest. 

Damaging to the relationship are evidences of disinterest; such as forget- 
fulness about important details the patient has previously mentioned, reading 
of one’s mail during a session, telephoning in the patient’s presence, and other 
shifts of attention. 

The therapist’s attitudes toward the patient will, of course, not be the 
same from day to day. On some occasions he will feel happy, inspired and ac- 
tive; he will then be responsive, alert and sensitive to what is going on in ther- 
apy. At other times, he will feel slightly depressed, dull and inactive; he will 
find his mind wandering, and he will be somewhat insensitive to nuances in the 
therapeutic situation. Sometimes he will be pleased with the patient. Occasionally 
he may be irritated with him, particularly when the patient is hostile, aggressive 
or accusatory. These ups and downs need not interefere with the setting up of 
a working relationship, provided that the therapist likes the patient and man- 
ages to communicate adequate interest in him. 


3. Communicating Tolerance and Acceptance 


The average patient comes to therapy at the mercy of a medley of moods 
and attitudes. He feels helpless in the grip of symptoms he is unable to control. 
He tries hard, more or less unsuccessfully, to cover up his turmoil. He has ar- 
rogant notions about himself and his potentialities which alternate with self- 
devaluating and contemptuous attitudes. He believes that coming to psycho- 
therapy is an insignia of defeat, yet he is hopeful that the therapist will magically 
wipe out his trouble. His defenses are mobilized against accepting help by 
minimizing his condition, by denying that he is ill, by a diffuse and undifferen- 
tiated resentment or one that is specifically directed against the therapist, by 
plaintive self-abasement and masochistic submissiveness. 

No matter how mature the patient may seem on the surface, he will always 
project into therapy some childish demands, needs and misinterpretations. In 
casual relationships he may have these under control, and he may be able to dis- 
guise them with various blinds. But the therapeutic relationship will activate 
suppressed and repressed emotional foci. His usual stratagems will be revealed 
for what they are. It is for these reasons that the utmost permissiveness and un- 
derstanding must prevail in therapy, with absolute avoidance of indignation and 
moralistic judgment. If the therapist is able to treat the patient as an adult in 
spite of his immature feelings, respecting his need to display childish emotions 
and strivings, and accepting them temporarily as inevitable, the patient will best 
be helped to a more mature expression of feeling. 

In dealing with the ambivalent emotions of the patient, the therapist must 
express as complete tolerance and acceptance as possible, neither condemning 
nor condoning the patient for his drives and desires, but accepting his right 
to experience them in their current form. Irrespective of how provocative the 
patient may act, it is essential that the therapist control his personal feelings. 
Some patients will subject the therapist to a barrage of hostility, accusations and 
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demands. To respond with counter-hostility may prove fatal to the establishing 
of a relationship. The therapist must also shun criticizing the patient for his 
inability to verbalize or to think clearly about himself. He must evade consider- 
ing the patient’s problems as “faults.” 

Other activities that sponsor convictions in the patient of the therapist's 
tolerant, non-punitive, non-judgmental attitudes are attentiveness to everything 
the patient says, a calm and accepting facial expression, absence of irritability 
and emotional outbursts, and lack of expressed or implied condemnation or re- 
proach. The continuing or stopping of therapy should be regarded as a choice 
of the patient, and he should be encouraged in the point of view that his com- 
ing for treatment is predicated solely on his conviction that he is getting some- 
thing positive out of his experience. Should he actually decide to discontinue 
treatment, this must be handled by the therapist as a manifestation of resistance. 

Respect for the patient’s defenses and resistances is another way of express- 
ing tolerance. The therapist may be tempted to charge the patient's resistance to 
change to displays of ignorance or stubbornness. But if he realizes that the pa- 
tient is protecting himself against a flood of anxiety, he may be able to display 
greater indulgence, He must content himself at the start of therapy with moving 
at as slow or as rapid a pace as the patient may dictate. 


4, Communicating Objectivity 


Objectivity is insured by a tolerant, non-punitive manner in the face of any 
attitudes, demands or ideas expressed by the patient. A sense of humor, the 
ability to take criticism, and an unflagging respect for the patient are other traits 
that help establish the therapist’s objectivity. In handling his personal feelings, 
the therapist should keep in mind the fact that the attitudes of the patient are 
not necessarily permanent ones. 

Acknowledging the patient's right to his own opinions, even though they 
may be faulty, helps to convince the patient he is not dealing with a despot. 
Other ways of demonstrating one’s objectivity are by abstaining from impos- 
ing on the patient one’s personal opinions, philosophies, judgments and 
values; and by observing the patient's right to self-determination, once he has 
become cognizant of the conflicts within himself. At all costs the therapist should 
avoid situations which make the patient feel that he must yield to the bias of 
a superior authority. 


5. Communicating Empathy 


All people have the craving to be liked. Neurotic problems make them feel 
unloved and incapable of evoking sympathetic responses from others. Yet they 
long to be appreciated in spite of their convictions of having no worth. By com- 
municating empathy, the therapist attempts to convey to the patient a feeling 
that his turmoil is understood. 

Among the measures that may be employed toward this end are verbalizing 
for the patient how upset he must feel; elaborating on some of the obvious 
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conscious conflicts that plague the patient explaining why these may be dis- 
turbing; recognizing the patient's feelings and seeing things from his point 
of view; being frank and sincere with the patient, and accepting him in spite 
of any “bad” qualities he reveals about himself; and expressing warmth, not in 
words, but by gestures, facial expressions and other types of non-verbal be- 
havior. Nothing is more damaging to the relationship than displaying a stilted, 
detached and cold attitude toward the patient. Sometimes such an attitude is 
practiced by certain therapists in an effort to maintain anonymity. Usually this 
kind of behavior is interpreted by the patient as evidence of the therapist’s un- 
feelingness toward him. 

The therapist must be able to extend support and reassurance to the patient 
when these are needed. Such measures ate, of course, graded to the degree of 
shattering of the patient's adaptive powers, and are not to be confused with 
domination or over-protection. A strong deterrent to the giving of necessary 
support is a fear in the therapist of making the patient dependent on him. At the 
inception of therapy, all patients are dependent to a greater or lesser degree, 
irrespective of the activity of the therapist. The dependency is not avoided by 
a detached attitude, nor does it necessarily become hypertrophied by a display 
of interest or warmth. 

Empathy must also be demonstrated when the patient manifests hostility. 
One way of handling undifferentiated hostile feelings is by accepting them as 
inevitable. A casual explanation such as the following may be very reassuring to 
the patient: “People who suffer a great deal may become resentful toward the 
world and toward themselves. You may be angry at the fact that you are suffer- 
ing, or that you need help, or that you have to come to see me. You may be 
angry at me for various reasons. And this is to be expected.” Further responses 
will be determined by the reactions of the patient to this explanation. 

Once empathy is communicated to the patient, he may experience consider- 
able relief, or there may be an abatement of his symptoms. This may be due to 
a certain measure of psychologic appeasement, or to a feeling in the patient 
that he no longer is alone and helpless. It may be due to a concomitant emotional 
unburdening, or because of the reassurance gained through contact with the 
therapist. This improvement, sometimes called a “transference cure,” is usually 
temporary, lasting so long as the relationship with the therapist yields important 
satisfactions. The improvement may continue indefinitely if coincidentally there 
is an amelioration of the stress-producing circumstance, or if the patient has 
been able to master the stress situation in some way. This may be the sole goal 
in supportive therapy. In reeducative and reconstructive therapies, however, any 
relief achieved by this means is considered inadequate unless it is accompanied 
by insight into the provocative conflicts. 


SUNDRY “RULES” FOR BUILDING OF THE RELATIONSHIP 


It is not necessary to employ special tricks to establish a good working re- 
lationship. This will be readily forthcoming if the therapist has the proper train- 


ESTABLISHING A WORKING RELATIONSHIP 331 


ing and personality equipment. However, there are a number of rules that may 
help build a relationship more rapidly. These are illustrated in the following 


group of “unsuitable” and “suitable” responses to sundry questions asked by 
patients. 


1. Avoid exclamations of surprise. 
Pt. I never go out on a date without wanting to scream. 
Unsuitable responses. 
Th. Well, for heaven’s sake! 
Th. That’s awful! 
Th. Of all things to happen! 
Suitable responses. 
Th. I wonder why? 
TA. Scream? 
Th. There must be a reason for this. 
2. Avoid expressions of over-concern. 
Pt. I often feel as if I’m going to die. 
Unsuitable responses. 
Th. Well, we'll have to do something about that right away. 
Th. Why, you poor thing! 
Th. Goodness, that’s a horrible thing to go through. 
Suitable responses. 
Th. That must be upsetting to you. 
Th. Do you have any idea why? 
Th. What brings on this feeling most commonly? 
3. Avoid moralistic judgments. 
Pt. I get an uncontrollable impulse to steal. 
Unsuitable responses. 
Th. This can get you into a lot of trouble. 
Th. You're going to have to put a stop to that. 
Th. That's bad. 
Suitable responses. 
Th. Do you have any idea of what's behind this impulse? 
Th. How far back does this impulse go? 
Th. How does that make you feel? 
4, Avoid being punitive under all circumstances. 
Pt, I don’t think you are helping me at all. 
Unsuitable responses. 
Th. Maybe we ought to stop therapy. 
Th. That's because you aren't cooperating. 
Th. If you don’t do better, I'll have to stop seeing you. 
Suitable responses. 
Th. Let’s talk about that; what do you think is happening? 
Th. Perhaps you feel I can’t help you. 
Th. Is there anything I am doing or fail to do that upsets you? 
5. Avoid criticizing the patient. 
Pt. I just refuse to bathe and get my hair fixed. 
Unsuitable responses. 
Th. Are you aware of how unkempt you look? 
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Th. You just don’t give a darn about yourself, do you? 
Th. That’s like cutting off your nose to spite your face. 
Suitable responses. 
Th. There must be a reason why. 
Th. Do you have any ideas about that? 
Th. How does that make you feel? 
6. Avoid making false promises. 
Pt. Do you think I'll ever be normal? 
Unsuitable responses. 
Th. Oh, sure, there’s no question about that. 
Th. In a short while you're going to see a difference. 
Th. I have great hopes for you. 
Suitable responses. 
Th. A good deal will depend on how well we work together. 
Th. You seem to have some doubts about that. 
Th. Let’s talk about what you mean by normal. 
7. Avoid personal references or boasting. 
Pt, My six year old child is balking at going to school. It annoys me. 
Unsuitable responses. 
Th. I know exactly how you feel; I went through that myself with my 
youngster. 
Th. T'd feel exactly the way you do under the circumstances. 
Th. I'm glad you bring that up because I'm kind of an expert on managing 
problems of this kind. 
Suitable responses. 
Th, Annoys you? 
Th, Do you have any idea why your child is balking? 
Th. It must be upsetting to you. 
8. Avoid threatening the patient. 
Pt. I don't think I can keep our next two appointments, because I want to go 
to a concert on these days. 
Unsuitable responses. 
Th. You don’t seem to take your therapy seriously. 
Th. If you think more of concerts than coming here, you might as well not 
come at all. 
Th. Maybe you'd better start treatments with another therapist. 
Suitable responses. 
Th, I wonder why the concerts seem more important than coming here, 
Th. Maybe it’s more pleasurable going to the concerts than coming here. 
Th. What do you feel about coming here for therapy? 
9, Avoid burdening the patient with your own difficulties. 
Pt. You look very tired today. 
Unsuitable responses. 
Th. Yes, I've been having plenty of trouble with sickness in my family. 
Th. This sinus of mine is killing me. 
Th. I just haven't been able to sleep lately. 
Suitable responses. 
Th. I wouldn’t be surprised, since I had to stay up late last night. But that 
shouldn't interfere with our session. 
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Th. T've had a touch of sinus, but it’s not serious and shouldn't interfere with 
our session. 
Th. That comes from keeping late hours with meetings and things. But that 
shouldn’t interfere with our session. 
10. Avoid displays of impatience. 
Pt. I feel helpless and think I ought to end it all. 
Unsuitable responses. 
Th. You better “snap out of it” soon. 
Th. Well, that’s a nice attitude, I must say. 
Th. Maybe we had better end treatment right now. 
Suitable responses. 
Th. I wonder what is behind this feeling. 
Th. Perhaps there’s another solution for your problems, 
Th. You sound as if you think you're at the end of your rope. 
11. Avoid political or religious discussions. 
Pt. Are you going to vote republican or democratic? 
Unsuitable responses. 
Th. Republican, of course; the country needs good government. 
Th. I'm a democrat and would naturally vote democratic. 
Suitable responses. 
Th. Which party do you think I will vote for? 
Th. Have you been wondering about me? 
Th. I wonder what you'd feel if I told you I was either republican or demo- 
crat. Would either make a difference to you? 
Th. I vote for whoever I think is the best person, irrespective of party, but 
why do you ask? 
12. Avoid arguing with the patient. $ 
Pt. I refuse to budge an inch as far as my husband is concerned. 
Unsuitable responses. 
Th, It’s unreasonable for you to act this way. 
Th. Don’t you think you are acting selfishly? 
Th. How can you expect your husband to do anything for you if you don’t 
do anything for him? 
Suitable responses. 
Th. You feel that there is no-purpose in doing anything for him? 
Th, Perhaps you're afraid to give in to him? 
Th. How do you actually feel about your husband right now? 
13. Avoid ridiculing the patient. 
Pt. There isn’t much I can’t do, once I set my mind on it. 
Unsuitable responses. 
Th. You don’t think much of yourself, do you? 
Th. Maybe you exaggerate your abilities. 
Th. It sounds like you're boasting. 
Suitable responses. 
Th. That puts kind of a strain on you. 
Th. Have you set your mind on overcoming this emotional problem? 
Th. You feel pretty confident once your mind is made up. 
14. Avoid belittling the patient. 
Pt. I am considered very intelligent. 
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Unsuitable responses. 
Th. An opinion with which you undoubtedly concur. 
Th. The troubles you've gotten into don’t sound intelligent to me. 
Th. Even a moron sometimes thinks he’s intelligent. 
Suitable responses. 
Th. How do you feel about that? 
Th, That’s all the more reason for working hard at your therapy. 
Th. That sounds as if you aren't sure of your intelligence. 
15. Avoid blaming the patient for his failures. 
Pt. I again forgot to bring my doctor’s report with me. 
Unsuitable responses. 
Th. Don't you think that’s irresponsible? 
Th. There you go again. 
Th. When I tell you the report is important, I mean it. 
Suitable responses. 
Th. I wonder why? 
Th. Do you know why? 
Th. Perhaps you don’t want to bring it. 
16. Avoid rejecting the patient. 
Pt. I want you to like me better than any of your other patients. 
Unsuitable responses. 
Th. Why should 1? 
Th. I don’t play favorites. 
Th. I simply don’t like a person like you. 
Suitable responses. 
Th. I wonder why you'd like to be preferred by me. 
Th. Perhaps you'd feel more secure if I told you I liked you best. 
Th, What do you think I feel about you? 
17. Avoid displays of intolerance. 
Pt. My wife got into another auto accident last week. 
Unsuitable responses. 
Th. Those women drivers. 
Th, Women are sometimes tough to live with. 
Th. The female of the species is the most deadly of the two. 
Suitable responses. 
Th. How does that make you feel? 
Th. What do you think goes on? 
Th. How did you react when you got this news? 
18. Avoid dogmatic utterances. 
Pt. I feel cold and detached in the presence of women. 
Unsuitable responses. 
Th. That’s because you're afraid of women. 
Th. You must want to detach yourself. 
Th. You want to destroy women and have to protect yourself. 
Suitable responses. 
Th, That’s interesting; why do you think you feel this way? 
Th. How far back does this go? 
Th. What feelings do you have when you are with women? 
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19. Avoid premature deep interpretations. 
Pt. I've told you what bothers me. Now what do you think is behind it all? 
Unsuitable responses. 
Th. Well, you seem to be a dependent person and want to collapse on a pat- 
ent figure. 
Th. You've got an inferiority complex. 
Th. You never resolved your Oedipus complex. 
Suitable responses. 
Th. It will be necessary to find out more about the problem before I can offer 
a valid opinion of it. 
Th. We'll continue to discuss your attitudes, ideas and particularly your feel- 
ings, and before long we should discover what is behind your trouble. 
Th. That’s for us to work on together. If I gave you the answers, it wouldn’t 
be of help to you. 


20. Avoid a dogmatic analysis of dreams. 
Pt. I had a dream the other day. I was sitting in the kitchen and food was 


being spilled on the floor by someone, When I tried to pick it up some- 
one kicked me in the face, and then I saw a man standing with a knife 
ready to stab me in the back. 


Unsuitable responses. 
Th. This dream indicates fear of a homosexual attack. 


Th. You must feel orally deprived. 
Th. Your mother must have been a depriving woman. 

Suitable responses. 
Th, What does this dream seem to indicate to you? 
Th. What associations come to your mind? 
Th. How did the dream make you feel? 

21. Avoid the probing of traumatic material when there is too great resistance. 

Pt. I just don’t want to talk about sex. 

Unsuitable responses. 
Th. You'll get nowhere by avoiding this. 
Th. You must force yourself to talk about unpleasant things. 
Th. What about your sex life? 

Suitable responses. 
Th. It must be hard for you to talk about sex. 
Th. All right, you can talk about anything else you feel is important. 
Th. Sex is always a painful subject to talk about. 

22. Avoid flattering and praising the patient. 

Pt. Do you like this dress? 

Unsuitable responses. 
Th. You always show an excellent taste in clothes. 
Th, I think you make a very excellent appearance. 
Th. Any man would find you attractive. 

Suitable responses. 
Th. Yes, but why do you ask? 
Th. Do you like it? 
Th. Perhaps you wonder what I think of you? 
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23. Avoid unnecessary reassurance. 
Pt, I think I’m the most terrible, ugly, weak, most contemptible person in 
the world. 
Unsuitable responses. 
Th. That’s silly. I think you're very good looking and a wonderful person in 
many ways. 
Th. Take it from me, you are not. 
Th. You are one of the nicest people I know. 
Suitable responses. 
Th. Why do you think you feel that way? 
Th. How does it make you feel to think that of yourself ? 
Th. Do others think the same way about you? 
24, Extend reassurance when really necessary. 
Pt. I feel I am going insane. 
Unsuitable responses. 
Th. Maybe you are. 
Th. Sometimes this happens even with treatment. 
Th. If you do go insane, you still can be treated. f 
Suitable responses. f 
Th. I find no evidence of insanity in you. 
Th. The feeling of going insane is one of the most common symptoms in 
neurosis. Fortunately, it rarely happens. 
Th. I wonder if you aren't really worried about what may happen to you 
in other ways too. 
25. Express open-mindedness, even toward irrational attitudes. 
Pt. I think that all men are jerks. 
Unsuitable responses. 
Th. That's a prejudiced attitude to hold. 
Th. You ought to be more tolerant. 
Th. With such attitudes you'll get nowhere. 
Suitable responses. 
Th. What makes you feel that way? 
Th. Your experiences with men must have been disagreeable for you to have 
this feeling. 
Th. Understandably you might feel this way right now, but there may be 
other ways of looking at the situation that may reveal themselves later on. 
26. Respect the right of the patient to express different values and preferences from 
yours. 
Pt. I don’t like the pictures on your walls. 
Unsuitable responses. 
Th. Well, that’s just too bad. 
Th. They are considered excellent pictures by those who know. 
Th. Maybe your taste will improve as we go on in therapy. 
Suitable responses. 
Th. Why? 
Th. What type of pictures do you like? 
Th. What do you think of me for having such pictures? 
27. Clarify the purpose of the interview as often as necessary. 
Pt. But what am I supposed to do to get well? 
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Unsuitable responses. 

Th. Well, you just let me take care of that. 

Th. Once you get confidence in me, you'll start getting well. f 

Th. The more cooperative you are, the quicker you will get well. 

Suitable responses. 

Th. We will talk over your problems, and your ideas about them. Things 
will then gradually clarify themselves, and you will get a better idea of 
what to do about your problems. 

Th. In discussing your reactions, your ideas, and your feelings, you will be 
better able to understand what is happening to you, and the understand- 
ing will permit you to take definite steps to correct your difficulty. 

Th. It may puzzle you as to how talking things over helps; but that is the 
way to understand yourself and your problems. When all the facts are 
known to you, the solution to your troubles will become clearer. 

28. Make sympathetic remarks where indicated. 

Pt. My husband keeps drinking and then gets violently abusive in front of the 

children. 
Unsuitable responses. 

Th. Why do you continue living with him? 

Th. Maybe you do your share in driving him to drink. 

Th. He's a no-good scoundrel. 

Suitable responses. 

Th. This must be very upsetting to you. 

Th, It must be very difficult to live with him under these circumstances. 

Th. You must find it hard to go on with this kind of threat over you. 


` 


SIGNS OF A WORKING RELATIONSHIP 


Evidences of a working relationship are, on the part of the therapist, a feel- 
ing or conviction that he likes the patient, that he is making contact with the 
patient, that the patient is responding well in the relationship, and that he can 
help the patient irrespective of the syndrome or the severity of the condition. 
On the part of the patient there are verbal and non-verbal evidences of liking, 
feeling relaxed with, and being confident in the therapist. 

The length of time it requires to establish a relationship will vary. With 
some patients a working relationship can be established in the first session. With 
many patients a dozen sessions may be needed. Occasionally, with patients who 
are fearful, detached, hostile or non-motivated, or with therapists who have 
problems in relating to patients, one or more years May be required before a re- 
lationship develops. Where severe transference and counter-transference reac- 
tions interfere with the setting up of a working relationship, they will have to 
be dealt with before any progress can be made. 

The following is from a session illustrating the beginning of a working 
relationship. It is an excerpt from the sixth session with a young divorced woman 
Of thirty-two, who came to therapy because of anxiety, tension and feelings of 
detachment from people. The first four sessions were spent discussing her prob- 
lem generally. During the fifth session, she introduced with some anxiety the 
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idea that she believed her problem to be due to traumatic sexual experiences 
in her childhood, during which she was seduced by her father, her mother and 
perhaps her sister. She had no recollection of such experiences, but this was, 
in her opinion, due to amnesia, since her dreams were often about sex with 
members of her family. Although I was tempted to underplay the possibility 
of such a situation, I listened attentively to her theories and remarked that a 
situation about which she felt so strongly must be taken seriously. The attitude 
I evinced was one of neither indorsement nor rejection of her theory, but of ac- 
ceptance of her right to entertain the ideas she had, which we were obliged to 
explore. This attitude seemed to precipitate the working relationship since it 
apparently meant that I was tolerant and accepting. 


Pt, I don't know exactly where to begin because I don’t feel as desperate as I did 
the last few times. 

Th, Mm hmm, 

Pt. I certainly have a feeling, I’m grateful for the last, the last session. Because 
you went out of the way, as far as I was concerned. I’m glad you had me speak it out, 
because if I hadn’t done it, I probably wouldn’t have mentioned it again, because 
it was fresh then and it did mean a lot to me. 

Th. In what way? 

Pt. That you understand what I'm thinking about and how I feel about things, 
and so on. 

Th. I see. 

Pt, And you took me seriously. Whether you believed it or not is beside the 
point, but you did take me seriously, which is very important to me. 

Th. Mm hmm. 

Pt, And I felt relieved that you understood me. It’s so hard to find anybody who 
really understands. I realized that the fact that you took me seriously was important 
to me, If you take me seriously then I can take you seriously. Not that I didn’t think 
that before, but it gave me a certain base. Then I went further and realized something 
I had, of course, known before, and that is if a person has faith in me, or believes in 
me, not me, but in me, that’s the biggest compliment they can give me. And then I 
will do anything for them. It must be I want to have that feeling toward you. 

Th. Mm hmm. 

Pt. And then I can in turn respond. But I can’t give it first. I mean I have to 
see that my basis for exposing myself emotionally, so to speak, is respected. 

Th. Yes. 

Pt, So that’s how it is. (pause) 

Th. Apparently you had a suspicion when you came here first that I might not 
understand how you feel, that I might not understand you. 

Pt. Yes, I was aware of that, and the reason I felt anxious about it was that I just 
didn’t know if you would reject me. And another thing, when you keep emphasizing 
that I should tell you about anything I feel about you, whether you do anything in any 
way to annoy me, I felt, it occurred to me, that maybe you meant that you wondered 
how I felt about you being Jewish. I don’t know if you are or not, but you know it 
would be a sensible thing to think about. But I wouldn’t think two minutes about it. 
Each time I come it is a good experience. I thought maybe you were referring to 
whether I had any feelings for, or against or about Jewish people. (Laughs) 
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Th. Do you? 

Pt, Why no, of course not. 

Th. Actually I didn’t have that in mind, but it’s important to express whatever 
thoughts you may have about our relationship. 

Pt. That’s interesting. I'm very glad. 

Th. It is possible that you might have certain prejudices about Jewish people, 
which are, as you know, common; or, it may be, as you say, that you do not have 
prejudices. 

Pt. Oh, those feelings are non-existent in me. 

Th. Do you have other feelings about me? 

Pt. My feelings about you are very good. I have come in contact with other 
people. I am opinionated. But nothing could have set us on firmer ground than by 
my walking in here; and you took me as I was. You didn’t question, you didn’t probe 
about all sorts of things. I mean my seriousness about it; many things that you could 
have in the best of faith, but you didn’t. That could not have made me feel better. 
I walked in as a stranger and you accepted me. I know you are important in your pro- 
fession, and you have to be selective in a certain sense. I didn’t come here with any 
recommendations; I didn’t write you a letter. I just picked up the phone, feeling I’ve 
got to do something, and I got an appointment. I walked in and felt very relaxed and 
very easy. I know that I can feel that way, and I know that I’m not unselective myself. 
There were things, many things that were bothering me, but you let me choose my 
words and didn’t interfere. 

Th. Your feeling is a good one and will help us work more readily with your 
problem. 

Pt. I feel that if a person has faith and respect for me and I can give it back, 
that I will really be able to get help. I have a full acceptance of you. There are things 
within me, but they don’t concern you. You, yourself, don’t cause me anxiety. 

Th. Well, if I ever do, I'd like to have you tell me, so that we can try to iron out 
our relationship. 

Pt. It’s very necessary to keep myself straight in all relationships, and I’m sure 
it would be doubly necessary with you. I feel I can do it with you although maybe 
things may happen later on in our relationship. [Jt is possible that the patient is antici- 
pating transference, which actually developed quite strongly as we began exploring 
her problem in the second phase of therapy.) 

Th. What do you think may happen? 

Pt. I don’t know. (pause) 

Th. Something I may say or do? 

Pt. I have no idea except that anything I would tend to take exception to would 
be something you would say. (pause) 

Th. Mm hmm. (pause) About you? 

Pt. No, not necessarily. You seem to be very sensitive, and you seem to have 
omitted all the little difficulties that could arise from a person being somewhat in- 
sensitive and not being aware of the condition the patient is in, being pretty much on 
the defensive. You never violated anything like that. And what I like about it is that 
you act natural, as if you're not putting on an act to get along. 

Th. All right, now that we seem to have a good understanding, we can talk about 
what we will do in approaching and understanding this problem of yours. [The 
therapeutic situation is structured for the patient at this point.} 
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Structuring the Therapeutic Situation 


DURING THE FIRST PHASE OF THERAPY THE PATIENT BECOMES AWARE OF 
the routines, requirements and responsibilities of psychotherapy. He relinquishes 
the idea that things will be done for him and to him, and he accepts his role as 
an active participant in the therapeutic process. 

Some patients assume the obligations of the therapeutic situation with 
scarcely any direction from the therapist. Other patients balk every inch of the 
way, resisting the conditions with a doggedness that seems borne of perversity. 

So long as the patient is observing the “rules” of therapy, there is no need 
to emphasize any aspect of procedure. When, however, he seems confused or 
shows resistance, clarification will be necessary. Among areas that may require 
structuring are the manner of communication, the general routines of therapy, 
the responsibilities of the patient, the role of the therapist, and a description of 
the psychotherapeutic process. 


EXPLAINING THE MANNER OF COMMUNICATION 


1. The Focused Interview 


The kind of communication that is used in psychotherapy is generally that 
of the focused interview which has been described in chapter 15, The Conduct 
of the Psychotherapeutic Interview. It is usually unnecessary to instruct the pa- 
tient on what to say and how to say it, since the therapist will, by skillful focus- 
ing, and by the use of other techniques that have been described, manage any 
problems in this area that develop. In the event the patient specifically asks 
about the content of the interviews, he may be instructed to report on any 
thoughts and ideas including those that are fleeting, seemingly insignificant or 
repulsive, or that one might ordinarily be tempted to suppress. Also, he may be 
told that it is important to mention any tensions or physical symptoms that occur 
during the session, as well as anxieties, fears or feelings of resentment. He may 
be enjoined to observe the relationship between his symptoms and environmental 
happenings. He may also be asked to indicate if he has ever had thoughts, feel- 
ings and anxieties similar to those he has at present, and, if so, under what cir- 
cumstances these occurred. 

The following are excerpts from sessions with patients who require in- 
struction in the manner of communication: 
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Example 1: 


Pt, I don’t know what I should say. 

Th, It is important to talk about anything that is immediately pressing on your 
mind no matter what it might be. This refers to your feelings and your ideas. If there 
is an immediate problem you are facing at your job, with your family or in any 
other area, talk about that. The best rule to follow is to talk about things that are 
bothering you most. 


Example 2: 


Pt. Is there anything special you want me to talk about? 

Th. I want you to tell me what is mostly on your mind. You may have to face 
yourself to tell me things that are painful or shameful. Talking about these things 
may be hard, but will be most helpful to you. 

Pt, But how do I do this? 

Th. Try to "think out loud” and not hold anything back. In the process of “think- 
ing out loud,” you may want to express what you have been thinking or feeling 
about me. 


Example 3: 


Pt, What should I talk about? 

Th, Anything that is on your mind is important. 

Pt, Like what? 

Th. Well, any factual observations that you make as well as irrational ideas or 
feelings that come to you. For instance, you may go out with your girl, and then get 
furious with her, or indifferent to her, for little apparent reason. Mention these things 
to me. If you are emotionally bothered by anything at all, talk about it. If you have 
fantasies, or day dreams or dreams at night, these are very important. If there is any- 
thing good or bad that you feel about your treatments here, or good or bad thoughts 
about me, bring these up too. 


Example 4: 

Pt, I just don’t know what's causing these feelings. I get so frightened and upset, 
and I don’t know why. 

Th. That's why you are coming here, to find out the reasons, so you can do some- 
thing about your trouble. 

Pt. But why is it that I can’t sleep and concentrate? 

Th. That's what we'll begin to explore. 

Pt. But why? 

Th. What comes to your mind? What do you think? 

Pt. I don’t know. 

Th. You know, there are reasons for troubles like yours, and one must patiently 
explore them. It may take a little time. I know you'd like to get rid of this trouble 
right away, but the only way one can do this is by careful exploring. 

Pt. Yes. 

Th. And to take your anxiety feelings, for example, you may not be aware of the 
reasons for them now, but as we talk about you, your ideas, your troubles and your 
feelings, you should be able to find out what they are. 

Pt. How do I do this? 
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Th. When I ask you to talk about your feelings and thrash things around in your 
mind, you won't be able to put your finger on what bothers you immediately, but at 
least you will have started thinking about the sources of the problem. Right now, 
the only thing you're concerned with is escaping from the emotion. That’s why you're 
just going around in a circle. While you're operating to seal off anxiety, you're doing 
nothing about finding out what's producing this anxiety. 

Pi. It sounds sort of clear when you say it. (laughs) 

Th. Well, do you think you understand what I mean? 

Pt, What you're explaining now? 

Th. Yes. 

Pt. Yes. (pause) The point is that I keep thinking about myself too much, It’s 
that I feel inferior to everyone. I must win at rummy. When I play golf, I practically 
beat myself red if I don’t get the low score. And this is silly. 

Th. What happens when someone beats you at golf? 

Pt, I get upset and these feelings come. 

Th. Now there seems to be some kind of connection here; let’s talk some more 
about that. 


2. Free Association 


Free association will rarely be employed except in Freudian psychoanalysis. 
Where the therapist uses it as a means of communication, the patient may be 
given the following explanation: 


The kind of communication that we will use here is different from the ordinary 
back-and-forth talk. It is called “free association.” To do “free association” you just 
talk about whatever comes to your mind without censoring anything. Try not to hold 
things back, including any ideas, feelings or impulses, no matter how insignificant or 
tidiculous they may seem. If you think that something is too trivial to report, it may 
be doubly important to mention it. If you notice any tension in your muscles, or if 
you experience fear, happiness, excitement or resentment, tell me about these. In 
other words, I'd like to explore with you thoughts and feelings that are sort of on 
the petiphery of awareness. In this way we will be able to understand some of the 
problems and conflicts that are hard to get at by ordinary conversations. 


In using “free association,” it will be necessary to give the patient a reason 
why the therapist does not respond constantly to the patient's productions with 
comments and explanations. The following is an example of how this may be 
done: 


Another important thing for you to know is that I will not interfere with your 
flow of ideas by interrupting with comments. This may puzzle you, but if I don't keep 
up a conversation with you and enter into back-and-forth talk, there’s a good reason 
for it. I will, of course, occasionally bring important things to your attention. But 
don’t be upset if I fail to respond to everything you say. 


3. Dreams 


Where the therapist utilizes dreams, it will be necessary to request that 
the patient bring in his dreams. The patient may be told: 
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I should like to have you try to remember your dreams and tell me about them 
in as full detail as possible. 


In the event the patient states that he cannot remember his dreams, he may 
be asked to keep a pad of paper and a pencil at the head of his bed, and to jot 
down any dreams the first thing in the morning before they slip out of his mind. 
Often this safeguard helps the patient to remember dreams he otherwise would 
forget. 

Should the patient ask why dreams ate important, the therapist may say: 


Dreams are important because the mind asleep thinks thoughts in dreams that 
tell a story about inner problems and conflicts. Sometimes dreams tell us a clearer 
story than can be told in ordinary conversations. It’s hard to understand this, but the 
best way you can find out how dreams work is to bring them in so we can talk about 
them. 


It is generally not wise to encourage the patient to write his dreams down 
in detail unless he has a tendency to forget them. Some patients get so im- 
mersed in detailed dreaming which they record painstakingly, that the entire 
session may be spent on dream material to the neglect of other aspects of the 
psychic life. This activity may be a subtle form of resistance which the patient 
uses to avoid talking about anxiety-provoking reality situations. 


EXPLAINING GENERAL ROUTINES IN THERAPY 


1. Elucidating on the Time Limits of the Interview 


A brief explanation may be given the patient regarding the duration of a 
treatment session, the fact that sessions begin and end promptly at the appointed 
time, and the need to keep appointments regularly. Where the patient challenges 
these limits or defies them, his resistance must be handled. 


2. Informing the Patient of Expected Delays in Getting Well 


Early in treatment the therapist may inform the patient of expected ups 
and downs in treatment, and of the possibility of temporary relapses. He may 
also be told that alleviation of his symptoms may not come immediately, and 
that there might even be a slight set-back before improvement occurs. This helps 
to forestall untoward reactions to delays in achieving relief, and to the in- 
evitable suffering associated with the giving up of neurotic patterns. 


3. Discussing the Confidential Nature of Communications 


It is usually advisable to explain to the patient that any information re- 
vealed to the therapist is completely confidential and will, under no circum- 
stances, be divulged. This allays the patient’s fear that the therapist will discuss 
him with others. The same reassurance may be given the patient about his case 
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record, and he may be told that it will not be released, even to the patient’s 
personal physician, without his permission. 


4. Explaining the Use of the Couch Where It Is to Be Employed 


There are advantages and disadvantages to the recumbent position in psy- 
chotherapy. Lying on the couch out of visual range of the therapist enables the 
patient to delve into aspects of himself without restraining his thought proc- 
esses. Reality is tempered for the time being, and the patient is less apt to sub- 
ject his responses to what he believes the therapist demands of him, or to modify 
his thought content in accordance with the facial responses and non-verbal ges- 
tures of the therapist. However, the couch position is not indicated in most 
forms of psychotherapy because of the very fact that it removes the patient from 
reality. Lying on a couch may furthermore mobilize anxiety in some patients. 
It may foster silence or a senseless rambling of fantasy material. Face-to-face 
interviewing is thus generally preferred, and, since this is the natural conversa- 
tional position, it will not have to be explained to the patient. In reconstructive 
therapy, however, where free association is to be employed, the couch position 
may be desired. Here the patient may be told: 


Now in talking about yourself, it is helpful to use the couch. The reason for this 
is that when you face me you are apt to be distracted by what I say and do, and by 
my facial expressions. This restricts you and makes it hard for you to concentrate on 
deeper feelings. We can make faster progress by your reclining while you talk. 


5. Planning for Vacations 


It is necessary to inform the patient well in advance regarding any vaca- 
tions or extended absences the therapist plans to take. This enables the patient 
to handle his emotions in advance and minimizes his feeling of being deserted 
when the time comes for vacation. “Springing” a vacation or recess on the pa- 
tient without prior notice is apt to precipitate anxiety and to stimulate concep- 
tions of the therapist as a rejecting of irresponsible person. Most therapists urge 
their patients to plan for their own vacations at a time that coincides with the 
therapist’s absence. 


6. Smoking during the Interview 


‘The presence of ash trays generally invites the patient to smoke, should he 
so desire. Sometimes the patient asks permission where he notices that the 
therapist does not smoke. To forbid the patient to smoke imposes on him what 
he may consider authoritarian pressure. Should the therapist be sensitive or 
allergic to smoking, a good ventilation system will be helpful. In the rate in- 
stance where the therapist is unable to tolerate smoke, he may explain the reasons 
to the patient and ask how he would feel about not smoking. If the matter is 
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tactfully presented, the patient may willingly forego his indulgence during the 
treatment session. 


7. The Taking of Notes 


Some patients object to the taking of notes. If the therapist explains the 
purpose of note-taking and confines himself to recording only important data 
such as dreams, the patient will generally accustom himself to this practice. If 
the patient continues to object, even after his feelings have been discussed, and 
the reasons for his objections explored, the therapist should confine his entries 
in the case record to the period following the session. 


8. Accounting for the Long Time It Takes to Get Well 


Where the patient is insistent on knowing how long it will take to get 
well, and if long-term therapy is necessary, an explanation is helpful such as 
was given to the patient in the following excerpt: 


Th. Now your problem seems to have originated way back in your life, as far 
back as childhood. It will, therefore, require a little time to correct. 

Pt. How long would I need? 

Th. That will depend on your cooperation and desire to get well. 

Pt. I do, I mean I want to get well. But could you tell me approximately how long 
it will be? 

Th. Now, because the problem goes so far back it may need two or three years 
of treatment. 

Pt. As long as that? 

Th. Unfortunately deep change takes time. Actually it’s not so long. It took you 
all your life to get tangled up in a knot. You know this problem didn’t begin last 
Tuesday. It's been with you for a long time. And a couple of years of treatment is 
short compared to how long you've had it. 

Pt. Aren't there any short cuts like hypnosis? 

Th. Yes, there ate, and we'll use whatever techniques are best for you to cut down 


the time. But hypnosis does not shorten the period of treatment in a problem such as 
yours. Time itself seems to be’an element of cure. You know how hard it is to over- 
come a tobacco habit? 

Pt. Yes, I know. 

Th. Well, personality habits require even more time, because they are part of 


a person from childhood on. 
Pt. Yes, I see. 


9. Handling Consistent Lateness 


If the patient is consistently Jate, this may indicate resistance and will 
necessitate an inquiry. The therapist may ask, “I wonder if there is any reason 
why you have come so late the last few times.” The patient may possibly then 
bring up an area of resistance. If he is defensive and insists on explaining his 
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lateness on the basis of a reality factor, it is best not to challenge him. Instead 
one may say, “Let us see what happens in the future.” If lateness persists, he 
may be more directly challenged. 


10. Handling Broken Appointments 


Where the patient breaks an appointment without telephoning, this must 
be considered seriously and discussed thoroughly at the next session. If two 
successive appointments are broken, the therapist may advantageously telephone 
the patient and inquire as to the reasons. Should the patient remark that he has 
decided to terminate therapy, it is advisable to invite the patient to come in to 
talk things over. Consistent breaking of appointments is a critical matter and 
calls for active analysis of prevailing resistances. 


11. Handling Too Frequent Cancellations 


Where the patient calls in advance to cancel his appointment, he is gen- 
etally not charged for the session provided the reasons for the cancellations are 
valid emergencies. Should cancellations be too frequent, resistance is probably 
operative, and the patient may be reminded that interruptions in therapy are 
not only expensive, but detrimental to his progress, 


12. Handling Non-payment of Bills 


Most patients pay their bills promptly if, during the initial interview, 
mention is made of the fact that bills are sent out at the end of the month. Should 
a considerable time elapse without payment, and without mention by the patient 
of the reasons for this deficiency, the therapist may discuss the matter frankly 
in a manner such as this: 


Th, I noticed that you haven’t paid your bill for the past two months. I wonder 
if there are material reasons for this or whether you have forgotten. 

Pt, Oh, I just don’t think of it; haven’t gotten around to it, 

Th. Do you have any feelings about paying the bill? 

Pt, Why no. It’s that so many other expenses have come up. 

Th. Well, look into it anyway. There may be emotional reasons for your for- 
getting. Are you at all irritated with me or uncertain about your treatment? 

Pt, (pause) Maybe, in some ways, I feel we haven't been going fast enough. 

Th. Let's talk about that. 


The subject of non-payment of bills may open up a pocket of transference. 
Should there be realistic budgetary problems, it is incumbent on the therapist to 
make as liberal allowances for the patient as circumstances permit. 


DELINEATING THE PATIENT’S RESPONSIBILITIES 


Most patients will proceed to work actively in therapy without too much 
ptodding or too extensive a definition of their responsibilities in the treatment 
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situation. In some patients, however, confusion about their role, or resistance to 
activity, may require that the therapist delineate their obligations. 

How best to present the matter of the patient’s responsibilities will depend 
on the kinds of resistances displayed. In addition to dealing with a specific re- 
sistance, the patient may be told that comprehending his problem is the first 
step in its control. It is hard for him to do this by himself because he lives too 
close to his problems to see them clearly. In treatment, the therapist can help the 
patient find out the cause of his trouble by guiding him along certain paths of 
thinking. The patient and therapist act together in a sort of partnership in the 
project of exploring his patterns. Knowing what is behind his difficulties will 
help the patient to do what is necessary to rid himself of them. The therapist 
may say: 

Perhaps we can regard therapy as an arrangement in which we both are partici- 
pants. You will help me understand you by telling me about your thoughts and feel- 
ings, and I will help you understand what goes on inside of you that creates your 
trouble. Together we can work this thing out. 


When the therapist informs the patient that the therapeutic situation is one 
in which he is expected to work out his own problems, resentment, depression 
or panic may be mobilized. For the patient feels that he has already attempted 
with his own resources to cope with his trouble, and that he has been unsuccess- 
ful. He may then look upon the therapist's refusal to take complete responsibility 
as a dereliction. Consequently, it is best not to stress too much, at the start, the 
obligations the patient must assume, and to let the relationship develop along the 
lines that it will, helping the patient slowly to accept more and more responsi- 
bility. It is, of course, essential that eventually the patient come to an understand- 
ing within himself that the extent of his participation will determine the ultimate 
goal. If the therapist makes decisions for the patient and tells him how to conduct 
his life, this will delay the development of essential inner resources which enable 
the patient to manage his problems constructively. If we are aiming for goals 
of assertiveness and independence, it will therefore be necessary for the patient to 
treat the treatment situation as a medium in which he can develop capacities to 
make his own choices and decisions. 

One way of insuring the patient’s cooperation is to present to him the 
process of working in psychotherapy in terms that will be at least partially cogent 
to him. For instance, a patient during the third interview expresses confusion 
about what to say. He then expostulates that he would like the therapist to do 
something positive for him. An excerpt of the interview follows: 


Th. I know how difficult this has been for you. Were it possible to remove your 
trouble immediately, I would want to do it. But this thing has been with you for 
some time, and it may require a little time to get at the bottom of it. 

Pt. How can I get well, then, how? 

Th. There are ways of wong in psychotherapy that will help you get well. 
Let’s look at it this way: you've learned patterns of feeling and thinking that have 
gotten you into trouble. These patterns are part of you. What we'll do is examine 
these patterns and see why they've failed, and have gotten you into a mess. After that 
you'll be able to learn new patterns that will make it possible to enjoy life. 
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Pt. But how do I do this? 

Th. Now, learning new patterns is like learning a new language. If you were 
going to learn a new language, you would have to start talking that language. It would 
be difficult at first and you would make mistakes, but you would eventually learn it 
through practice. I'll be like a teacher helping you when you make mistakes. But if 
I were to do all the talking in this new Janguage, you would never learn how to talk. 

Pt. I see, but how do I start? 

Th, The best way is to tell me what is on your mind, what you feel, what bothers 
you. I’ll ask you questions from time to time. Now I’m not going to give you the 
answers, because if I did, it wouldn’t help you. But I'll help you find the answers for 
yourself. 

Pt. I see. 

Th. It's like doing algebra. To learn algebra it wouldn't help you if I gave you 
the answers. The important thing is to learn how to get the answers. In problems like 
yours, learning how to arrive at the answers to your disturbing feelings and patterns 
is as important as getting the answers themselves, 

Pt. Yes. 

Th. This may sound mysterious, but as we go on, it will become clearer. 


1. Assigning Tasks to the Patient 


Sometimes it is feasible to assign certain tasks to the patient to work on be- 
tween sessions, such as to observe his dreams, to watch his attitudes toward the 
therapist, and to note which situations exaggerate or alleviate his symptoms. 
The patient may deny that there is any connection between circumstances in his 
life and his symptoms, but the therapist must insist that he keep watching for a 
relationship between the severity of his symptoms and provocative environmental 
happenings. Whenever the patient brings up the circumstance of exacerbation 
of his symptoms, it will be important to explore the conditions associated 
with it. 


2. Explaining the Need Not to Make Important Decisions 
without Discussing These with the Therapist 


During therapy the patient’s values are in more or less of a transitional 
state. Extremely important decisions, like changes in occupation or marital 
status, must be considered very carefully before acting on them. Tragic conse- 
quences may follow impulsive decisions. For these reasons the patient may be 
told that a rule in therapy is that the patient must not spontaneously and im- 
pulsively make any radical changes in his life situation; that he must discuss all 
important actions with the therapist before executing them. 


DEFINING THE ROLE OF THE THERAPIST 


In supportive therapy, it is usually unnecessary to define the role of the 
therapist, since the latter consciously functions as a “giving” authority. In insight 


STRUCTURING THE THERAPEUTIC SITUATION 349 


therapy, on the other hand, as has been explained above, the therapist’s role may 
have to be delimited when the patient protests the apparent lack of direction. 
He must be apprised of the fact that giving him advice and guidance will block 
his development and prevent him from achieving strengths essential to his inde- 
pendent functioning. 

Insight therapy calls for respectful listening, and a communicating to the 
patient of an understanding of his turmoil and of a desire to help him in his 
plight. This process is different from an artificial cultivation of dependence on 
the therapist. No promises are made to the patient, nor does the therapist hold 
himself out as a savior. Rather, he indicates that there are ways of getting relief 
for one’s problems contingent on the patient’s active cooperation in therapy. 

Partly because the patient puts the therapist in the traditional role of 
magical healer, and partly because his helplessness inspires regressive depend- 
ency impulses, he demands or secretly expects immediate and dramatic relief. 
He is bound to feel resentful and hopeless if this relief is not immediately forth- 
coming. He may be unable to understand why a rapid cure is not possible, why 
therapy requires frequent sessions over a prolonged period, and why the therapist 
displays minimal activity, expecting him to shoulder the brunt of the work. 

As soon as possible, the therapist must clarify these doubts and hopes in 
order to help prevent the experiencing by the patient of too great disappoint- 
ment, and to thwart the patient's leaving therapy in confusion. 

The following excerpts from early sessions illustrate the defining of the 
therapist’s role: 


Example 1: 


Pt. I’d like to know, doctor, what makes me feel so sick. 

Th. There are reasons why you feel the way you do. Those reasons may not be 
clear to you, because you are living too close to your difficulties. We will discuss your 
ideas and particularly your feelings, and in not too long a time, we should discover 
what is behind your problem. 

Pt. Yes, but what would you like to know? I mean what do you want me to talk 
about ? 

Th. Just anything that bothers you, that’s on your mind. In discussing your ideas, 
reactions and feelings, we will gradually be able to understand what is happening to 
you, and this understanding will permit you to take definite steps to correct your dif- 
ficulty. 

Pt. And you'll tell me what is wrong? 

Th. Not exactly. I'll, of course, help you with your problem, by acting as your 
third eye, so to speak. You may not be able to do this for yourself, because, as I 
said, you are living too close to your problem to see the forest for the trees. But I 
can be more objective, and I shall direct your thinking along certain lines. 

Pt. You mean you will not do the work for me; you'll just show me what to do. 

Th. Yes. You see, if my doing the work and telling you what to do would really 
help you, I’d do it. But experience shows that emotional problems are not helped this 
way. In being told what's wrong with you and what to do, you may never be able to 
develop as much personality strength as in working things out with my help, To- 
gether we can work out a logical and constructive solution for your problem. 
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Example 2: 

Pt, But aren't you able to take these fears away from me? 

Th. Your fears bother you a great deal and you want to get rid of them as soon 
as possible, don’t you? 

Pr. Yes. 

Th. Now it would be natural for you to expect me to give you medicines or some 
other remedy, or to do something forceful to make your troubles disappear. Believe 
me, I would do this for you if they would disappear this way. But experience shows 
that you can get rid of them by first finding out what they mean, how they got 
started and why they continue to bother you. This will take time and you're likely to 
get impatient with the slowness of the process. 

Pt. (laughing) I hope it isn't too slow. 

Th. (smiling) Well, we'll go as fast as you can travel. 


Verbalizing the permissive nature of the relationship is not advisable, since 
the patient may interpret this as a lure. Rather, it is important that the patient, 
on the basis of his own experiences, spontaneously arrive at the conclusion that 
the therapeutic situation is unique in its permissiveness, that he can talk about 
things that are ordinarily censored, that he will not be held in judgment, and 
that reprimand and punishment will not be forthcoming. The permissiveness 
of therapy does not presuppose that the patient will receive unmitigated support 
and reassurance. The patient will not be told what to do; rather he will be 
helped to decide for himself the best course of action. As has been mentioned 
previously, it is important to explain to the patient, as soon as he expresses dis- 
appointment with the amount of direction he is receiving, the reasons for the 
seeming passivity of the therapist. To delay this explanation is apt to result in 
feelings of helplessness, hopelessness and despair. Dependent patients will, of 
course, be loathe to accept the defined limits in therapist responsibility; but they 
will be much less hostile if they understand that the role of the therapist is a 
deliberately cultivated one rather than one of neglect. 


1. Limits of Demonstrativeness 


Displaying acceptance does not mean that the therapist should behave too 
demonstratively toward the patient. Such acts as putting one’s arm around the 
patient, comforting him solicitously, helping him with his coat, and other 
pleasantries are not to be encouraged. Should the patient wait for such attentions, 
or show by his attitudes or statements that he expects the therapist to act in ac- 
cordance with certain amenities, the therapist may briefly explain that it is not the 
custom in psychotherapy to treat the patient in a conventional sense. For example, 
a female patient, having placed her wrap on a chair in the therapist's office, walks 
over to it at the end of a session and then waits for the therapist to help her with 
her coat. To respond by doing this would be a normal thing in the ordinary 
social atmosphere, or when supportive approaches are employed. However, to 
act this way in insight therapy may cause the patient to regard the therapist as a 
person who should act in other conventional ways toward her. Generally, where 
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the therapist, at the end of the session, does not offer to help the patient with 
her coat, the patient will do this for herself. Should she ask the therapist to help 
her, the therapist may do so, remarking, “Much as Id like to do this regularly, 
it is customary not to do this in therapy. It tends to put the therapist and patient 
in a sort of conventional relationship that may interfere with your progress. If 
T don’t help you with your coat from now on, you'll know that it’s because 
it isn’t wise to do so.” 


2. Limits in Gift-giving 


The same taboo is extended toward giving the patient gifts. There are 
times in doing supportive therapy where a small gift may be tendered the 
patient as a demonstration of the therapist's thoughtfulness and his desire to 
bring comfort to the patient. In insight therapy, gift-giving puts an artificial 
bias on the relationship and may be harmful. Similarly, accepting gifts from the 
patient must be handled carefully. Even small gifts must be questioned. Should 
the patient offer the therapist a small gift, the therapist may accept it apprecia- 
tively, but ask why the patient gave it to him. An excerpt from a session illus- 
trates this point: 


Pt. I thought you would like this necktie. 

Th. Thank you very much. I appreciate your thoughtfulness, but I wonder why 
you got it for me. 

Pt. (blushes) Oh, I just thought you'd like it. 

Th. (smiling) You know in therapy one has to look a gift horse in the mouth, 
and inquire into the meaning of everything that happens, including bringing gifts. 
For instance, let’s try to figure out why you gave me this tie. 

Pt. (laughing) 1 suppose it's because I wanted to. I noticed that you wear drab 
ties. 

Th. You thought I might look better in a snappy tie? 

Pt. (laughing) Not that you haven't good taste, but . . . (pause) 

Th. Perhaps you're not quite sure of my taste. 

Pt. (laughing) Come to think of it, maybe I’m not. 


Under no circumstances should the therapist accept a large gift, since this 
is generally a manifestation of resistance or a way of bribing the therapist. When 
a patient offers the therapist such a gift, the therapist must refuse it without 
rejecting the patient. The following excerpt is illustrative: 


Pt. I brought you a little something. (gives therapist a box) 

Th. Thank you, very much, but I wonder why you got it. 

Pt. Oh, I know you'll like this. It’s a very nice thing. 

Th. What is it? 

Pt. A fine watch. 

Th. Well, now I do appreciate your thoughtfulness, but one of the rules of 


therapy is not to accept gifts. It may interfere with your treatment. If I don’t accept 


it, it’s because of this rule. But tell me, why did you get it for me? 
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Pt. Well, does there have to be a special reason? 

Th. There usually is. You know, in therapy one looks a gift horse in the mouth. 
Mind you, I think it’s very fine of you to bring me a gift, but let's explore this a little. 
We may learn something important from it. 


3. Avoiding Social Contacts 


Meeting the patient on a social basis is very destructive to the relationship. 
The patient may employ his observations of the therapist’s behavior as a weapon 
to reinforce his resistance. He may utilize the social relationship as a means of 
neutralizing the therapist's effectiveness. 


4. Avoiding Physical Contacts 


It goes without saying that physical contact with the patient is absolutely 
taboo. Touching, stroking or kissing the patient may mobilize sexual feelings 
in the patient and therapist, or bring forth violent outbursts of anger. Should 
the patient approach the therapist sexually, this must be handled as a manifesta- 
tion of transference, and the patient should be encouraged to verbalize her 
feelings. Were the therapist to respond to the patient's gesture, therapy would 
terminate immediately with perhaps disastrous consequences for both patient and 
therapist. The utmost care must be exercised to avoid mobilizing guilt in the 
patient when she makes a physical gesture toward the therapist. Occasionally an 
enthusiastic patient may throw her arms around the therapist and kiss him. This 
embatrassing situation will call for the greatest tact. To push the patient away 
harshly and scold her will cause her to feel rejected and resentful. To respond 
by embracing the patient may be interpreted as a seductive lure for which the 
therapist will pay dearly later on. The best way to handle this contingency is 
to stand one’s ground, smile and ask, “Now, I wonder why you did that?” By 
his facial expression, the therapist must convey no embarrassment, fright, hos- 
tility or excitement. If the embrace is during a session, the focus of the session 
should be on the meaning of the gesture to the patient. If it is at the end of a 
session, the therapist may add to the statement he has made: “Suppose you think 
about why you kissed me and we'll talk about it next time.” 


5. Avoiding Business Dealings 


Sometimes the patient will offer the therapist opportunities to enter into 
business dealings with him. The temptation for the therapist may be great, since 
he may assume that an investment in the patient’s enterprise will be helpful 
both to him and to the patient. Such business arrangements will usually be very 
destructive to therapy, and should be resisted unequivocally. Similarly, one must 
never take advantage of the patient’s professional or social contacts, if he hap- 
pens to be prominent. - 
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EXPLAINING HOW PSYCHOTHERAPY WORKS 


A case history explaining how another patient developed an understanding 
of himself in therapy, and of how he achieved relief or cure, is a dramatic way 
of persuading the patient to accept the treatment situation where he stubbornly 
resists it, The following is an example of such a history. Undoubtedly the ther- 
apist will be able to present examples from his own experience. These should 
be sufficiently disguised so that the discussed patient's identity will not be 
revealed. 


I may be able to give you an example of what happens in therapy by telling you 
of a case I treated. 

A patient was referred to me for treatment by a physician for migrainous head- 
aches which did not respond to medications. He wanted me to give him sedatives. 
I told him: “The prescription that I'm going to give you will be much better than 
medicine. It is going to be a prescription that may take possibly a little time; but 
this thing did not develop last week. What I am going to ask you to do is to connect 
up for me your headache and any fears or conflicts or problems that exist in your life. 
Once you do this, your headaches will have the best chance of disappearing, because 
you will then be able to take the steps necessary to correct the cause. If I fail to give 
you medicine, it is because medicine does not help the kind of problem you have. 
You must be patient in working this thing out with me. Relief will eventually come.” 

The patient was somewhat dismayed at my reaction, and he retorted: “But I 
don’t see any real connection between the headache and what I’m doing. Sure, I wish 
I had a better job, and I wish that I had things that I don’t have now, things like 
that. I don’t have anything worse than anybody else. I'd like to have some more 
money. Id like to be able to travel more and see the world, but I’m not any more dis- 
satisfied than most people that I know. So even though you say that maybe there is 
fear or something, I don’t see it.” I retorted, “Suppose you watch your headache and 
see if there is a connection between it and your life situation. Are there things that 
happen to you day by day that upset you inside and give you a headache?” 

At the next visit, the patient revealed that he had had a headache. He said, 
“I can see no reason why I had the headache from the different things that hap- 
pened during the day. I went to work, and everything went along pretty well. I did 
a job that was assigned to me with no trouble at all. That night I had a bowling date 
with a friend, Now this friend called me up, and we were supposed to go out on a 
date. He said, ‘Suppose I meet you at eight o'clock.’ Right at that point my 
wife, who had been coming down with a head cold, says to me, ‘Why don’t you 
postpone your going out until later on, after the kids are in bed or tomorrow ? And 
she did have a terrible cold. So I told my friend we'd go out the next day. I didn’t 
want the youngsters to catch my wife’s cold, so I helped them. Then I sat on my wife’s 
bed. She was sniffing, and I began getting an awful headache right at that point. 
‘And there was no reason for it.” When asked whether he might have resented the 
fact that he had to stay home and put the children to bed, he remarked, “No, why 
should I? The kids would have gotten a cold. I could have bowled the next day; 
there’s no reason why I should.” The patient was assured that perhaps there was no 
cause for the headache that we could see at this time, but that it was necessary to con- 
tinue observing the circumstances under which his headache developed. 
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One week later the patient reported a severe migrainous attack. “Again I had 
an awful headache. Things went around. I had a bunch of junk last night, and it 
was probably what I ate.” When asked to talk about the events that had occurred, he 
said, “We went over to call on some people we know. They are nice people, but I 
don’t care very much for them, But my wife thinks that because he is my superior 
at work we've got to cultivate them; and I suppose if I really want to go along, get 
ahead in my job, that I might as well try to be friends with him. So I went over 
there, and I sat there, and we drank a while and we talked. They're terrible bores. 
I really don’t like being with them. Then it started; an awful headache.” 

When asked whether he resented making the visit, the patient replied “Sure, 
I didn’t want to be there. I just resented being there.” He was then reminded that he 
had presented two instances in which his wife had asked him to comply and that 
in each case a headache followed. “Yes,” he admitted, “I don’t know; maybe you've 
got something.” 

That he had made a connection was evidenced by his reaction to his next head- 
ache. He said, “By George, you know what happened? My wife asked me to stay 
at home again and not go bowling, but afterwards I got a bad headache.” Al- 
most excitedly he continued, “When I look back, I can see the headache just comes 
like that, There have been innumerable times when automatically I feel as if I have 
to do what my wife asks me to do, that I can’t say no. I say she is a reasonable person 
and a nice person, and I get a bad headache every time. Now, why should that be?” 

I replied, “So you do see a connection between your life situation and what 
has happened to you? Now, that’s a rather interesting situation, isn't it? Here you 
notice things happening at home that have a much greater meaning to you than before. 
A headache seems to occur when your wife suggests something that you resent or 
that makes some demands on you. Suppose we start inquiring into that, and suppose 
you, yourself, begin to figure out for yourself, with my help, what goes on here.” He 
retorted, “Well, can’t you do that for me? Can’t you tell me why ?” This explanation 
was given: “If I told you, it wouldn't do you any good, because if you figure things 
out for yourself, the insight will stick.” 

I told him then that he could now see that his headache was not mysterious, but 
that it had an origin in certain attitudes. It would be important for him to figure 
things out more in detail; his inner strength would increase if he figured things out 
for himself. 

Following this we decided to use the technique of free association which re- 
quired that he recline on the couch. After several sessions, during which he discussed 
certain resentments he had toward people which had bothered him, he expostulated 
in an irritable way that nothing seemed to be happening. “I just can’t seem to figure 
things out. I can’t seem to make any sense out of what I’m saying or why I lie down 
here, I can't possibly arrive at the reasons why these things go on inside of me. Now 
why don’t you tell me? Why don’t you tell me what’s going on, and why do I get 
these headaches?” 

Emphasis was again placed on the need to work things out for himself. “But 
I'm trying to,” he replied, “and nothing happens. All right, TIl try.” At this point he 
complained of a pounding headache which he insisted had statted two days ago. 
“I can’t see how my wife is responsible here because nothing has happened. I've had 
several awful headaches in the last couple of days, and I can’t see the sense in it.” 
As he talked, he became critical of the technique of free association. He then re- 
vealed a dream of fleeing from a dangerous man who had plugs in his ears. He 
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associated the ear plugs with a stethoscope. He remarked, “This man, he had a stetho- 
scope, and he was chasing me, and I didn’t want to do what he wanted me to do, 
and I felt he was going to hurt me and so I ran.” I then inquired, “Is it possible that 
you are doing something now that you don’t want to do?” “No,” he retorted, “I 
want to get well, I want to do what you say. I want to do everything you say, even 
though I do not know the reason for free association. I want to do everything you say.” 
My reply was this: “Well, it seems apparent that you are developing toward me the 
same type of feelings that you have toward your wife. Maybe you feel I'm forcing 
you to do something you really don’t want to do. Aren’t you doing exactly with me 
what you do with your wife? Aren’t you complying with me, and doing free associa- 
tion, and trying to figure things out for yourself, when you would really like to sit 
up and have me tell you what to do?” 

At the next session the patient reported a dream. “There is a baby, a tiny baby 
in the arms of its mother. The mother is stuffing a nipple of a baby bottle down the 
child’s throat. The child yowls and screams and shakes his head, and as he shakes 
his head, he bangs it against the wall.” The patient then exclaimed, “I have a terrible 
headache, one of the worst headaches I’ve had.” It was pointed out that the banging 
of the baby’s head in the dream might symbolize a headache. The patient acquiesced 
that his head felt as if he were banging it against a wall. 

As we talked, the patient remembered an incident when he was six years of 
age. His mother had put him in a baby swing. He had wanted to play in the open with 
the other children, but his mother refused to permit him to do so. He screamed with 
rage, but he was forced to sit in the swing. He then developed a headache—his first 
headache. 

For a number of sessions thereafter the patient talked angrily of how his mother 
had treated him, She had overprotected him, he insisted, and she demanded com- 
pliance as a reward for her love. He felt powerless to resist her demands, He re- 
called many episodes of having to swallow his pride, and having to conform with 
his mother’s commands without revolt. The aftermath of each of these episodes was 
a violent headache. The patient was then able to connect his past relations with his 
wife with this pattern, and he could also see that he had developed the same kind 
of attitude toward me in complying with my suggestion that he utilize an analytic 
technique and do free association. He could see that he entered automatically into a 
type of relatedness with people in which he did what was expected of him without 
questioning its propriety. The result was generally a headache. 

The next step in therapy was showing him that his compliance and passivity 
were products of his own doing. In his relations with people he was always exceed- 
ingly formal, even obsequious at times. It was possible that he maneuvered himself 
into a role in which he had to act compliantly, perhaps even forcing people to act 
in a domineering way toward him. 

The patient accepted this interpretation and later reported that he had observed 
himself improving with his wife. He made decisions and assumed a more and more 
dominant position in the household. He discovered that he could disagree with his 
wife, and resist demands he believed to be unreasonable, and that she adjusted to his 
new attitude toward her. Indeed, she seemed more contented in many ways. Life be- 
gan to assume an entirely different aspect. He had tested himself and found he did not 
have to be compliant nor submissive. He did not have to sacrifice his integrity and 
his sense of self. With this reoriented attitude, his attacks of headache disappeared 


completely. 
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This prolonged description illustrates how psychotherapy works. What hap- 
pened to this patient naturally does not apply to you. But by examining your ideas 
and feelings, and talking about your problems, we should be able to help you too. 


SIGNS OF ACCEPTANCE OF THERAPEUTIC STRUCTURING 


Signs of acceptance of the structuring of the therapeutic situation are reflected 
in greater participation and activity. This is illustrated in the following excerpt. 
The patient is a thirty-five year old married woman with an hysterical symptom 
of vaginal burning which, since its inception eight years previously, had been 
increasing in severity until she could no longer tolerate it. It was apparent that 
she had magical expectancies of my removing her difficulty in a few sessions. 
When I structured the ideal way of working in psychotherapy, she responded 
with silence. At the sixth session, she complained of intense burning and re- 
marked that she was thinking of stopping therapy. I attempted to analyze her 
resentment at my passivity, and tried to justify my stand on the basis that, if I 
could remove her trouble by waving a wand, I would do so. I explained that 
emotional problems like hers could be resolved, but that it was necessary for the 
patient to work hard and to cooperate actively. During the next session, the 
seventh, she seemed to be resolving her resistance to accepting the way we were 
supposed to work together. A part of the session follows: 


Pt. Today I’m forty years old. 

Th, Are congratulations in order? 

Pt. No, nor commiserations. But I never thought I'd spend it here in New York 
getting treatment away from home. (laughs) 

Th. You never realized ten years ago, or even five, that at your fortieth birthday 
you'd be sitting opposite a psychiatrist. 

Pt. (laughs) I finally had a dream. I didn’t have that dream until this morning. 
It was the silliest thing. I was living in this large room. I was living there with a 
man. He looked like a combination of an old boy friend and a man who works in the 
same place I do, And we weren't sharing the same bed for some strange reason. And 
there was a double cot over on one side of the room, and a double cot on the other 
side. And there was a sink, and there was a bunch of people there having a party for 
some reason. I was supposed to wash up the dishes, and I was very resentful of the 
fact that everyone was having a good time and I wasn't. In fact, I had to go out to 
go to work, and the dirty dishes were going to be left for me to do. And all of a 
sudden I realized that the man in the room had taken the sink out and put it up so 
high that I had to stand on my toes to reach it. Then I realized that one of the cots 
had been taken out. I was shocked, as if I was being eliminated. [This dream seems 
to reflect a feeling of rejection and resentment at being made to do “dirty work.” 
The idea occurs to me that this is a transference dream.} 

Th. What does that make you think of? Do you have any associations? 

Pt. Why no. I just awoke and was going to go to work. 

Th. But the emotion in the dream. What was that like? 

Pt. Well there didn’t seem to be any love involved. 

Th. Here was a man doing peculiar things? 
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Pt, Well, it didn’t seem to be a man I was emotionally involved with, yet I was 
sharing the room with him. (pause) 

Th. And what was he trying to make you do? 

Pt. The dirty dishes while the others were standing around, talking and having 
a good time. [Could this possibly refer to my wanting her to do the “dirty” work in 
therapy?} 

Th. Mm hmm. 

Pt, And I was under strain. I had to stand on my toes to do that, and it was hard. 
He had put the sink up too high. I could see the bolt holes where the sink had been 
before, He put it up too high. [Indicating that I was making the therapeutic task im- 
possibly hard for her?) 

Th. He was making you do the work. 

Pt. Yes, and when I noticed the other cot gone, I said, “What the hell does he 
think he’s doing?” 

Th. Why would he take the cot away? 

Pt. I don’t know, maybe so the woman sharing the room would sleep with him. 

Th. What kind of a person was he? 

Pt. He reminds me of two people I know: one, handsome and charming; the 
other, boorish and vulgar. He clowns around, but he’s a good Joe. 

Th. I see. 

Pt. And something very peculiar happened last week, something I couldn't quite 
figure out. First, I realized I wasn’t so frightened as I used to be. And I wasn’t com- 
plaining as much. And I said, “Won't Dr. Wolberg be pleased to hear that,” and 
all of a sudden this vaginal burning that I have went away completely. It made me 
chuckle. (laughs) 

Th. All right, how do you make that connection? 

Pt. I don’t make any connection (laughs) except that maybe the treatments are 
doing me good in spite of myself. 

Th. In spite of the fact that you may be a little annoyed at the way the treat- 
ments ate going. (pause) [It was hoped here that the patient would verbalize her 
feelings of resentment or disappointment. Because she did not do so, the next com- 
ment was made.| Perhaps you feel disappointed that so much responsibility is being 
put on you? 

Pt. Possibly, possibly. (laughs) 

Th. Like being made to do the dirty dishes. [interpreting one aspect of the dream} 

Pt. (laughs uproariously) I just hate to do dishes. That's my mother’s fault. 
She wanted me to be a pianist and not spoil my hands. I was always annoyed at 
doing dishes. What you say is right; I don’t want, didn’t want the responsibility of 
figuting things out myself. 

Th. Are you annoyed at accepting responsibility ? 

Pt, Well . . . not exactly, that is, when I am not under tension, I don’t mind 
responsibility. But since this tension started, I have tried to evade responsibility as 
much as possible, because I felt I couldn’t accept it or carry it out. 

Th. And how do you feel about accepting responsibility in our therapy here? 

Pi. I am a little confused about that. (laughs) Less than before though. I just 
didn’t feel as if I was capable. 

Th. You see, if it were possible for me to remove these symptoms from you my- 
self, I would do it. I would want to do it, But we find that cures are not accomplished 
this way. As a matter of fact, the more active a person is in working out the sources 
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of a problem, even though the person has to sweat it through a little, the quicker 
one gets well. In the long run this is what strengthens the person. The ability to un- 
derstand the sources of one’s problem and to handle the resistance in working things 


out for himself or herself . . . [I continue to structure the therapeutic situation. | 
Pt. (laughs) It’s not conscious resistance I assure you. 
Th. I know. 


Pt. I want to tell you what happened last night. This symptom that I have had is 
associated with sex in my mind, for some reason. I started thinking about my husband 
and all of a sudden this burning began to loosen up and to become a sexual feeling. 
Ordinarily I would have stopped thinking right there, because in the past, if I started 
thinking about the person involved and couldn't do anything about it, the burning 
would keep on, and keep on, and only go away when I slept. So I just decided that 
I would keep on thinking about it just to see what would happen. [This is an excellent 
sign of her beginning to accept responsibility by working on a problem.| 

Th, Good. 

Pt, And I didn’t get a sexual craving and I started being able to think about 
something else and I wasn’t afraid of what would happen . . . and, for heaven's 
sake, the burning went away. 

Th. It sounds as if you've been afraid to let your mind wander in the past. 

Pt. I see. You mean if I’m afraid to think about sex I might get pain there in- 
stead. 

Th. Yes, perhaps in the future you could let your mind wander and see what 
you think about. 

Pt, I guess I’m afraid to think, because, after all, it’s been seven years that I’ve 
lived with this thing. If I thought it would clear things up, I wouldn’t be afraid to 
think anything I want. Mother was very moral about sex, and I could never bring it 
up. Oh, yes, after I left you, I went to the store to get groceries. I wanted to get out 
so I got in line ahead of other people and the burning started. Then it went away. 
I went to sleep and had a dream I forgot. When I tried to remember the dream, the 
burning returned and my mind got hazy. 

Th. Now it’s important for you to continue thinking about yourself, like mak- 
ing a connection between your symptoms and your thoughts. You may not at first see 
the connection, but you will, after a while, see a trend developing, a connection, Now 
one impression I get that I can offer to you is that every time you feel you've done 
anything that’s “bad” the burning comes on you. 

Pt, When I ever did anything bad as a child, mother would scream, bang her 
head against the wall and practically have a breakdown. [patient continues to associate 
to her early relations with ber mother} 


From this session on the patient seemed to accept the conditions of therapy 
and to work actively on her problem. 


The Middle Phase of Treatment 
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Identifying Important Trends and Patterns: 
Introduction 


ONCE THE WORKING RELATIONSHIP IS CONSOLIDATED, AND THE PATIENT 
has accepted the mode of working in therapy, we enter into the middle stage of 
treatment. This has as one of its objectives the determination of the causes and 
dynamics of the patient’s disorder. The extent of such determination will depend 
on the goals of our therapeutic effort. In supportive therapy, we may merely seek 
to bring the patient to an awareness of discordant elements in his environment 
that activate his turmoil. Here, an examination of factors that promote the 
situational disturbance, and study of the effects on the patient of his disturbance, 
may be all that is attempted. In reeducative therapy, there may be an exploration 
of his more conscious interpersonal reactions and of the ensuing difficulties that 
follow expression of his personality patterns. These therapeutic tasks are imple- 
mented by the conventional interviewing techniques. 

In reconstructive psychotherapy, the task is more ambitious, since the level 
of exploration is on the unconscious strata of mind. The symbolic extensions of 
unconscious conflicts are explored through a number of techniques that will 
presently be described. The contamination of rational behavior with derivatives 
of the unconscious is investigated and analyzed. There is also an inquiry into 
the genetic origin of the individual's conflicts, the determining childhood experi- 
ences that initiated and produced character distortions and maladaptive mecha- 
nisms of defense. 

The underlying dynamics as they disclose themselves during the middle 
phase of therapy will be specific for the individual. While a great deal of varia- 
tion exists in patterns of psychodynamic, it is possible to make a few generaliza- 
tions. In the main, the individual who possesses an emotional problem is suffer- 
ing from a failure or a collapse in adaptation. Signs of adaptational collapse are 
symptoms which vary in both quality and intensity. Except for situational diffi- 
culties which realistically act as inordinate sources of stress, symptoms are the 
outcome of many inner disturbances which affect the person’s feelings of se- 
curity, his self-esteem, his relationships with people and his capacity to express 
basic needs and demands. The primary source of these disturbances in personality 
functioning is disorganizing life experiences, dating back to the very earliest 
contacts of the child with his parents and other important persons in his past. 
Distortions in values and attitudes engendered by unfortunate conditionings with 
parental agencies cling to the individual when he matures, and he usually reacts 
to life with archaic fears, frustrations and hostilities which singularly are little 
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modified by adult experiences. It is as if he creates out of the epoch of his child- 
hood, paradigms in his adult life which reflect the very values and contain the 
same expectations of injury that he had as a child. 

The consequence of disturbances in security feelings, self-esteem and inter- 
personal relationships caused by unfortunate early conditionings is to make the 
individual vulnerable to even average deprivations and vicissitudes. This is 
registered in terms of a failing life adaptation, when inner conflicts exert their 
pressure, and external demands tax the coping capacities of the person. Earliest 
signs of adaptive disorganization are tension, anxiety, and the psychophysiologic 
components of anxiety. The latter symptoms, universal phenomena in neuroses, 
provoke the ego into marshalling all the defensive instrumentalities it has at its 
disposal to bring the individual to a psychic equilibrium. Anxiety and its at- 
tendant physiologic reactions are so destructive to the person that attempts to 
cope with it are always made. 

Many symptoms the person displays in response to the stimulus of anxiety 
serve to defend him against the effects of this emotion. They defend him also 
against the initiating conflicts themselves. Why different symptoms and syn- 
dromes are elaborated in different people to cope with essentially the same kinds 
of conflicts is a challenging question, the answer to which is not entirely clear. 
However, the species of symptom is, from a therapeutic standpoint, not so im- 
portant as the conflictual difficulties that create anxiety. 

The knowledge that symptoms arise out of failure of the individual in 
his dynamic dealings with life, has, in recent years, tended to displace the em- 
phasis in treatment from a consideration of the patient's symptoms to his 
functional relationships with other people. What one hopes to effect in recon- 
structive therapy is a building of security in. the person so that he no longer 
feels menaced by fears of the world. In addition, self-esteem must be enhanced 
to the point of self-confidence, assertiveness and creative self-fulfillment. The 
individual must gain respect for himself without strivings for perfectionism or 
superiority. His relationships with people must become harmonious and shorn 
of such impulses as dependency, detachment and aggression. Finally, he must 
become capable of satisfying his inner needs and demands without anxiety and 
in conformity with the standards of the group. Not every patient is capable of 
achieving the ideal goal in therapy of complete personality rehabilitation; yet 
the therapist has a responsibility in promoting in each individual as extensive a 
growth in personality as is reasonably and practically possible. 

Personality change is catalyzed by helping the patient in psychotherapy to 
arrive at an awareness of the operative forces within himself. This process is 
characterized by progressive stages of self-understanding and steps of adaptive 
action which, in the main, may be delineated as follows: 

1. Elaboration by the patient of his symptoms and complaints. 

2. Discussion of feelings associated with symptoms. 

3. Relation of feelings to dissatisfactions with his environment. 

4. Recognition of repetitive patterns of behavior and appreciation of their 
responsibility for disturbed feelings. 
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5. Awareness of dissatisfaction with his patterns, but realization of their 
compulsive persistence. 

6. Cognizance of the functional nature of his behavior patterns. 

7. Exploration of his patterns and the determination of their origin in 
early relationships. 

8. Disclosure of the archaic nature of his disturbing life trends and 
mechanisms of defense. 

9. Challenging of his early attitudes. 

10. Serious consideration of rights to a more productive life. 

11. Intense dissatisfaction with his current patterns, insecurities and de- 
valuated self-esteem. 

12. Experimentation with new modes of behavior. 

13. Liberation from old values and types of action. 

14. Evolution of greater security, assertiveness, self-esteem, and a sense 
of mastery. 

15. Development of a different conception of himself, of more constructive 
interpersonal relationships, and of greater capacities for the expression of bio- 
logic and social needs. 

These stages of understanding and adaptive action are never pursued by the 
patient in as rigidly sequential a manner as has been outlined. There is generally 
a shifting back and forth, and, as one pattern is discovered and explored, new 
discoveries are made that call for further elaboration. 

The principle techniques by which the therapist helps the patient to the 
acquisition of insight are: (1) interview procedures, (2) free association, (3) 
dream analysis, and (4) the examination of attitudes toward the therapist, in- 
cluding transference. 
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Identifying Important Trends and Patterns: 
The Use of Therapeutic Interviewing 


IN ALL FORMS OF PSYCHOTHERAPY, EXCEPT FREUDIAN PSYCHOANALYSIS, 
the focused interview is the chief exploratory vehicle. From material obtained in 
the initial interview and during the early sessions, the therapist will have some 
idea of the sources and dynamics of the patient’s symptoms. Of these the patient 
may be fully conscious, partially conscious, or, more rarely, completely uncon- 
scious. Underlying causes and dynamics are investigated through such techniques 
as maintaining the flow of verbalizations, directing their course through selective 
focusing, and devices like accenting, summarizing, restating, reflecting, establish- 
ing connections and maintaining tension in the interview. It is imperative that 
the therapist become thoroughly conversant with the ptinciples of interviewing 
which have been described in chapter 15, The Conduct of the Psychotherapeutic 
Interview. For without a good understanding of interviewing, he will be handi- 
capped in carrying the patient through the middle phases of therapy. 

In attempting to identify important patterns during the interview, the 
therapist may listen carefully for a dominant theme which tinctures the patient’s 
verbalizations. Sometimes unexpressed feelings are as significant or more signifi- 
cant than the verbalizations themselves. The patient's non-verbal behavior also 
reveals many important clues. Slips of speech, hesitations, blocks, evasions and 
changes in content may furthermore give the therapist warning of conflictual 
areas. The therapist must constantly sensitize himself to evidences of conflict in 
the various concerns of the patient. 

The following excerpt is an illustration of how insight may be gained 
through focused interviewing. The patient, an associate editor on a magazine, 
interested in music as a possible profession, brings up an incident in her work 
with an orchestra which arouses in her a destructive neurotic pattern. 


Pt. I was getting along fine, but then things started to go wrong. (pause) 

Th. Wrong? [repeating the last word to focus on the source of the difficulty} 

Pt. Everything went bad. My head hurt and my stomach kicked up badly. 

Th. How long did this go on? [attempting to focus the patient's attention away 
from symptoms} 

Pt. It all started vaguely about two days ago. (pause) 

Th. Anything happen at that time? [probing for a cause} 

Pt. Nothing unusual . . . I've been menstruating, and have a lot more pain 
than usual. I listened to a recording of our orchestra last Tuesday, and it sounded 
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very bad, particularly in parts where I came in. [The patient advances environmental 
happenings which may or may not be causative.| 

Th, How did this make you feel? [focusing on feelings} 

Pt, Well, I’m disgusted. I wonder why they have to have a group of inexperienced 
people with us. It makes me feel no good too. [What comes to mind at this time is, 
first, that the patient is resentful and cannot adequately express her resentment; and sec- 
ond, that she is blaming and devaluating herself.} 

Th. This disgusts you. [repeating the patient's expressed feeling} 

Pt. Yes, I'm furious at them, but it’s impossible to say anything. [This sounds like 
suppressed or repressed hostility.} 

Th. That must be very frustrating. [expressing sympathy with how the patient 
feels} 

Pt. Yes, it is. How can they expect to have a good orchestra if they include 
beginners? [The patient apparently seeks approval here for her resentment.} 

Th. It does sound unreasonable. [backing the patient up in her feeling} 

Pt. I am so mad that I feel like quitting. (clenches fists) [Apparently my en- 
couragement helped to mobilize this aggression. } 

Th, Mm hmm. 

Pt. But I know I won't. (pause) 

Th. You must get something out of wanting to stay in the orchestra in spite of 
how bad things are. [inquiring about positive values in her present situation} 

Pt. I don’t think anything is worth what I go through. 

Th. Then you may have the temptation to give up your place in the orchestra in 
spite of any possible good it does you. 

Pt, But why should I be pushed out of a good thing? [Apparently there are 
many positive values in her present situation. } 

Th. Yes, why should you? {supporting the patient in her determination} 

Pt. (pause) You know, I ordinarily would get mad and then quit. I've done this 
about many things all my life—school, jobs, everything. I'd get mad and then blow 
everything up. It’s awful. [Patient recognizes a destructive pattern related to how 
she handles frustration and hostility. This insight should be of great value to her.| 

Th. There must have been a reason why you did this. [focusing her attention 
on causes} 

Pt, I'd get so mad, I'd be willing to blow everything up including myself. I'm 
not going to let myself be maneuvered out of the orchestra though. I’m not going to 
be that silly. 

Th. But your anger may be hard to control. [warning ber of possibilities of 
repetition of her neurotic behavior} 

Pt. Yes, I know, but I won't let it—at least now I won't. [Her understanding of 
her resentment encourages more rational behavior.) 

The focus in interviewing may be on the patient's symptoms, feelings, 
environmental dissatisfactions, interpersonal relationships, past history, slips of 
speech, and on the therapist's “intuitive” understanding of the patient's 
problems. 


FOCUSING ON SYMPTOMS 


While symptoms are mere sutface manifestations of deeper problems, a 
careful exploration of their content and function, and of the patient's attitudes 


366 THE TECHNIQUE OF PSYCHOTHERAPY 


toward them may reveal important data about repudiated impulses, as well as 
defenses against the impulses. 

Focusing on symptoms is largely for the purpose of demonstrating their 
relationship to underlying feelings. In order to do this the patient’s attention 
should be brought to undercurrent emotions whenever he mentions his com- 
plaints. It is important also to explore the relationship of symptoms to definite 
life situations. If the therapist knows how to employ dreams, these may ad- 
vantageously be used to establish the connections of symptoms with feelings and 
causal life situations. 

A patient who had come to therapy because of depression following the 
rupture of a love affair started a session with the complaint of a skin symptom. 
Focusing on the symptom brought out the fact that it was a conversion phenome- 
non, resulting from certain conflicts of which the patient became aware during 
interviewing. 


Pt. Margaret was in my apartment no more than two hours when I noticed my 
arms itching. I took off my jacket. [Margaret is the young woman with whom the 
patient is having an affair, after the violent rupture of a relationship with another 
young woman. } 

: Th. Where was the itch? 

Pt. On both arms, the round surface up here just below the elbow, like a band. 

Th. I see. 

Pt. It started in the left arm and then it spread to this arm in the same place. 

Th. Exactly the same kind of band? 

Pt. Yes, and several hours after that I noticed a band about the size of six inches 
over the ankle on both sides. Almost like a wide bracelet. 

Th, Mm hmm. 

Pt. And immediately I thought, “Jesus Christ I’m itching.” Funny I hadn't had 
it before. And Margaret said, “What are you so nervous about?” And then I started 
on her, “I don’t know,” I said, “I don’t know what it is.” (pause) 

Th. Now suppose you talk about the things that happened to you just before 
you got this itch. [focusing on possible causes} 

Pt. Well, I was coming home from work and I decided to walk on Harriet’s 
street, where she lives. [Harriet is the young woman with whom the patient was in 
love and who broke up the relationship.| I passed Harriet’s house and looked up and 
saw the light on and figured what's going on there. I’m itching like hell now. There 
must be a direct connection. This proves it. This itching is bad. I scratched so furiously 
I drew blood. So I said, “Jesus Christ that’s stupid.” So I put some salve on, Then I 
went to sleep with Margaret. I went to sleep and I dreamed about Harriet. I dreamed 
I was back with her and I was suspicious as to what she wanted from me. She seemed 
to want to screw me, that is, get physically in me. I don’t know if she was on my back, 
on the side, or what. She was bent forward in what I suppose was her driving position. 
I asked her why she was back, but she gave me no clear-cut answer except that she 
wanted “to get laid.” Then I realized that she wanted to reduce me to impotence. I 
played along with her even though I didn’t trust her. Then, in another room another 
girl came into sight. I thought I can lay this other dame. Do I owe Harriet anything? 
No. I don’t trust her. I'll do as I want. I felt, the hell with her. (pause) That's all. 


(pause) 
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Th. I see. What are your ideas about that? 

Pt. Well, you see, Harriet did make me impotent. That is, I got impotent with 
her. She kept comparing me with the other guys she screwed. She'd say, “Be a man 
and fuck me like the others did.” It would make me furious. I'd compare myself with 
them, and ask her about them. She kept telling me that I didn’t rate much when it 
came to fucking. 

Th. What do you think this did to you? 

Pt. I got so I couldn't function with her and I got impotent. 

Th. And then she threw you out. ‘ 

Pt, That god-damn bitch. I hate her. Margaret is such a better person. Considerate 
and kind, but . . . (pause) 

Th. But . . . (pause) 

Pt. I shouldn't feel so dissatisfied with her. 

Th. But you do. 

Pt, I must. I keep on thinking about Harriet. The other days when I walked by her 
house—I do that now a lot—I would look up at her room and feel relieved that the 
place was dark. Then I'd figure where else is she, and I’d say that she must be screwing 
in somebody else's apartment, not her own. But I'd push that out of my mind. This 
time when I saw the light, I felt very upset. I said to myself that she is half undressed 
or she’s all undressed. She’s in bed with a guy. He's undressing her or she’s undressing 
him, I don’t know who the guy is. He’s probably a son-of-a-bitch who doesn’t look 
anything like me. 

Th. What emotional effect did it have on you? 

Pt. I thought to myself, it’s amazing how little it concerns you; you have no 
reaction, 

Th, It astonished you? 

Pt, Where is the reaction there, I said. I'm going with Margaret. I’ve got a 
better girl. I thought I'd go home and make love to Margaret. So when I got home, 
there was Margaret, and then I got that god-damned itch. 

Th. Mm hmm. 

Pt. I kept thinking about what time this man with Harriet went home. Then I 
began to resent Margaret. I felt why can’t Harriet be with me. 

Th. In other words, Harriet still has more value to you than Margaret. 

Pt. (scratching his arms) This itch is awful. I gradually moved into the position 
of asking Harriet to marry me. Every time I built up to the point she greeted me with 
complete silence. 

Th. How do you feel about being with Margaret now? 

Pt. I feel like I’ve got chains on. 

Th. What kind of chains? 

Pt. Tying me down. (touches itching area of arm) (pause) You know I just 
thought of something. I thought of chains in Egyptian times used to tie down slaves. 
You've seen pictures of them, I have seen pictures of them. 

Th. What do the pictures look like? 

Pt. Either there or here—bands of iron with the chain between them and anklets 
governing the size of the step. And, you know, the bands of irons on the arms and 
legs are like, in the same position as the areas of my itching! 

Th. So the conclusion would be what? 

Pt. That I’m wearing chains. 

Th. And the scratching? 
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Pt. (excitedly) I want to tear them off. 

Th. But these emotional chains you’re wearing are what? 

Pt. Jesus Christ, I feel a defiance. This thing is building up with Margaret. I 
was getting to think I was comfortable, but I resented the comfort. She’s giving up her 
job, fluttering around, looking for this, looking for that. Basically she’s here to stay 
because she wants to be with me. I feel as if I’m in chains with her. I don’t want to 
marry her, 

Th. So Margaret is your chain and you want to get rid of her. [#nferpreting| 

Pt. But I know what is enslaving me. I don’t want chains on me so I can go 
back to Harriet. But, shit, I don’t want to go back to her; she’s chains for me too. 
[We thereafter discuss his masochistic need to be dominated and hurt by women.| 


FOCUSING ON FEELINGS 


Feelings that are openly manifested or that lurk unexpressed behind ver- 
balizations are extremely important aspects of the inner life of the person, Feel- 
ings cannot be isolated from intellectual and behavioral components, although 
anxiety may cause a dissociation. By constant focusing on feelings, and en- 
couraging verbalization, a reunion of dissociated elements may be effectuated. 
Awareness of feelings and their meaning brings the patient to an understanding 
of his relationships with people and to some of the basic sources of his symptoms. 

Thus, a patient may talk about his work situation: sympathizing with his 
employer, he presents an account of how difficult things must be for his em- 
ployer. The responsibilities that confront the employer are so pressing that they 
would make anyone irritable and hard to approach. He feels sorry for his em- 
ployer on this account, and he forgives the employet’s rudeness. The therapist, 
legitimately suspecting that the patient feels resentment he does not dare to 
express, or of which he is unaware, may decide to focus on latent hostility by 
saying, “Doesn't such behavior on the part of your employer irritate you?” or “I 
should imagine that your employer's attitudes would sometimes make you mad.” 
This may liberate an acknowledgment of resentment, and a more precise investi- 
gation of attitudes toward the employer and toward other authorities. 

Another patient may be aware of strong sexual feelings in relation to a 
teacher. Such feelings preoccupy her a large part of the day. She has no idea 
of why the teacher has made so vivid an impression on her. The therapist, in 
order to help the patient connect her feelings with attitudes toward the teacher, 
may say, ‘“Ihe teacher arouses certain feelings in you. Have you had similar 
feelings toward other people?” A description of previous situations in which 
sexual feelings were intense may reveal a succession of men with certain qualities. 
Asking the patient what all the men have in common may bring out the fact 
that they all resemble her older brother of whom she was enamored as a child, 
and toward whom she had strong sexual feelings which made her feel guilty. 

During the treatment of a patient with a psychophysiologic intestinal dis- 
order, a session was Occupied listening to explosive outbursts directed by the pa- 
tient at her children who were going through a recalcitrant, defiant stage in their 
deyelopment. She brought out several incidents in which one of her children 
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demanded attention and she pushed him away. The patient berated herself for 
acting so heartlessly. As she spoke, I noticed what seemed to be a frightened 
expression on her face. Bringing this to her attention, she smiled with relief, and 
said, “You're right. I just realized that I am afraid, as if I expected you to beat 
me.” She then revealed incidents where her father beat her for doing “wrong 
things.” 

In focusing on feelings, it is essential to help the patient to a realization 
that many of his emotions are not rooted in reality, but derive from misconcep- 
tions about life, about people and about himself. The patient’s attention may be 
directed toward a variety of aspects; such as, the relationship of feelings to dis- 
turbing symptoms, the environmental situations that stir up untoward emotions, 
the repetitive patterns of behavior that provoke destructive feelings, and the 
relationship with the therapist. 

In the following fragment, focusing in the session on the patient’s feelings 
of tension and discomfort helps to bring him to an awareness of how disap- 
pointed he is in his progress, and how resentful he is toward me. He realizes 
that his resentment conflicts with the pattern of constant need for approval, and 
that his inability to express resentment fosters his symptoms. 


Pt. I have a funny feeling of uneasiness that’s been with me all day, all week, I 
mean. 

Th. Any clues to this feeling? 

Pt. No, just my feeling bad. Even yesterday I felt like throwing up. 

Th. When did this uneasiness get most uncomfortable? 

Pt. Just before coming here. (pause) 

Th. Just before coming here? 

Pt. I think I’m disappointed that I'm not better than I am, I've been coming here 
two months now. I feel I’ve accomplished nothing. I can’t put it more bluntly. 

Th. Well, you have a right to feel disappointed, if you expected an immediate 
cure. Sometimes, rarely, this happens, but usually it takes a period of time before a 
person learns about patterns that stir up symptoms. 

Pt. This whole week of complete tension made me think. But I could only think 
of my tension. I can’t organize my thoughts. These thoughts are meaningless to me 
until I get so bad I have to force myself to think and try to solve my problem. 

Th. Mm hmm (pause) 

Pt. I feel insecure and inferior and I need approval. Why do I need this approval? 
Because I have no security in myself. So I need somebody else’s approval. So I don’t act 
on my own motives. I try to be a smiling servant to everybody, to gain their good 
graces, to gain their approval. I lower myself to kiss everybody's behind to get their 
approval. Now why haven't I got confidence in myself? 

Th. That's a good question. If you need approval from the outside and have 
no confidence from within, there are reasons for it. 

Pt. Why don’t I have that self-security or self-approval ? 

Th. Well, what do you think? 

Pt, I don’t know. (smiles) But I do think you are helping me. 

Th. But that isn’t what you were just telling me. 

Pt. Well . . . (pause) 

Th, Could it be that you tell me this to get my approval—right now, I mean? 
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Pt, I know I told you I was disappointed in therapy. Maybe it doesn’t make any 
difference what you think. I’m coming here and paying my hard-earned money and I 
have a right to say it. 

Th, You have a right to say what you feel. 


Pt. Maybe . . . wouldn’t it be enough to cause tension for me to want to criticize 
you if I needed your approval, like I need everybody's approval? [This sounds like 
insight. } 


Th. It might be. 

Pt. So, if I got mad at you, that would be enough to make me feel that you 
wouldn’t give me approval if I told you. And that could upset me like I was upset. 
But now that I've told you, I feel relieved and not upset any more. 


FOCUSING ON ENVIRONMENTAL DISSATISFACTIONS 


Only rarely are reality circumstances entirely responsible for the patient's 
condition. Catastrophic life happenings occasionally do occur in the form of 
accidents, inclemencies of nature, disasters of war, death of close relatives and 
friends, and financial and prestige losses. Operative also are pressures of des- 
perate economic circumstances, unemployment, inimical work conditions, un- 
happy choice of occupation, bad housing, disturbing neighborhood, abnormal 
cultural standards and pressures, and exposure to destructive family members 
and mate, The reactions of the patient to his environment, however, are usually 
more important than the environmental distortions themselves. 

Most persons project their insecurities, expectations, fears, guilt feelings 
and hostilities onto their environment. The presence of disturbing life circum- 
stances that seem to justify these attitudes may satisfy the individual's needs and 
expectations; their absence may create a void in the person's life and perhaps 
incite him toward involvement in some situational difficulty. Thus, an individual 
who is intensely hostile may manipulate his environment in such a way that he 
can conveniently vent his hostility. He may entangle himself in relationships 
with aggressive or domineering people, or get engulfed in situations in which 
he is exploited. These conditions will tend to justify to himself his own outbursts 
of hostility, and to support his protestations that he is being misused. He will 
bitterly protest his plight, little mindful of the fact that he has created the very 
conditions of which he is so indignant. Indeed, where there are inadequate cir- 
cumstances to warrant the deep hostility he feels, he will experience depression, 
tension, anxiety and various psychophysiologic reactions. Environmental manip- 
ulation, and other supportive efforts directed at the milieu rather than at the 
individual may fail utterly in their effectiveness here, or may precipitate neurotic 
symptoms more incapacitating than those for which therapy was originally 
sought. Even in severe environmental distortions, the personality of the patient 
must be taken into account as a primary concern. 

The following excerpt brings out how a patient gains an awareness of 
patterns of aggression through the consideration of her immediate life situation. 


Pt. My husband has been acting up constantly. Just doing mean things. I asked 
him if he would go out with me and he said in a nasty way, “Don’t intimidate me.” 
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Then he said, “Goodbye, you bitch.” I had no desire to look at that bastard after 
that, Then I visited some old friends and stayed out until 1 a.m. When I got home, he 
was waiting up for me. He screamed at me, “What the hell do you think you are 
doing.” The nagging continued. He said, “A fine household I have.” I told him to 
go to the devil. He shook his finger at me. I pushed his hand away and told him to 
just stop that. I was going to hit him before he hit me. This marriage of mine is what's 
causing all my trouble. (pause) 

Th. You must have felt very upset. 

Pt. I was. He is so insulting all the time. I called him a son of a bitch, and then 
told him to go to hell and went to bed. I woke up 4 a.m. crying, and went over to 
him and woke him up and warned him. I said, “Why should you sleep when I can’t.” 
I shook him and told him I’d break his head open if he repeated it. 

Th. You didn’t want to let him get away with anything? 

Pt. You're darned tootin’. And I won't. I won't with anyone. Anybody starts any- 
thing, and I finish it. 

Th. What usually happens after you finish it? 

Pt. That’s just it. Nobody seems to understand. I make enemies. 

Th. Is it possible that any aggression toward you sets a process into motion where 
you explode a little too much? [a tentative interpretation} 

Pt, I have to do what I do to protect myself. 

Th. Mm hmm. (pause) 

Pt. Maybe I do go to extremes though. (pause) 

Th. Perhaps to protect yourself, you feel you have to go to extremes. [more 
interpretation} 

Pt. But I do see that it can give people the impression that I’m an attacking bitch. 
I think I do go to extremes. Maybe I shouldn’t explode the way I do. Maybe I cause 
some of my own troubles. 

Th. Is this something you'd consider a pattern? 

Pr. I can see that it’s been with me many years. I used to be a timid thing, but 
my marriage made a change. I seem to have gone to the opposite extreme. 


FOCUSING ON CURRENT INTERPERSONAL RELATIONS 


Identification of basic patterns and conflicts may be achieved through an 
examination of the patient's relationships with other people. The charactero- 
logic strivings of the patient in relation to authority, to compeers and to himself 
are, in addition to environmental happenings, a dominant theme in the inter- 
views. Such strivings may indicate why the patient’s adjustment is being sabo- 
taged. For example, he may anticipate criticism and attack from others. Accord- 
ingly, his life will be spent in fearful anticipation, in detaching himself from 
others or in retaliatory counter-attack. He may, in contemplating exploitation, 
assiduously avoid intimate contact with people, and then act outraged at his 
isolation. He may feel forced to assume a submissive and ingratiating role, and 
then burn inwardly at the indignation of needing to humiliate himself in this 
way. He may be consumed by a power drive, and want to domineer all persons 
with whom he has dealings. These drives will become evident as the patient 
talks about his daily concerns and tribulations. 
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The relationship disturbances manifested by the patient will usually be 
vigorously defended by him, and he will attempt to justify them with rationaliza- 
tions. He may even incite the individuals with whom he relates to provocations 
that precipitate the very reactions about which he complains. Repeated demon- 
strations are usually required before the patient recognizes how he distorts 
reality in line with his expectations. 

It may be possible, therefore, by considering his immediate relationships 
with people, to bring the individual to an awareness of how his patterns influence 
his adjustment and maladjustment. Sooner or later he will express dissatisfaction 
with his patterns, but he will recognize the compulsive hold they have on him. 
He will realize, too, that his patterns serve a spurious and temporary function of 
enhancing his security and of bolstering his self-esteem. 

The following excerpt illustrates how a consideration of current interper- 
sonal relations may bring a patient to cognizance of important strivings. In the 
session the patient exhibits tension and he relates it to a recent meeting with a 
woman who had attracted him, He becomes aware of ambivalent attitudes toward 
certain women, 


Pt. I just don’t know what it is that upsets me, and I’ve been having lots of 
trouble, 

Th. Let’s talk about it and maybe we'll learn something about it. 

Pt, I don’t know what it is. My wife is having trouble with the kids. She thinks 
I’m not sympathetic, It’s like I fear she'll attack or criticize me. 

Th. Mm hmm. 

Pt. And I met this woman and I found myself thinking about going with her, 
(pause) having an affair, I mean. 

Th. Mm hmm. 

Pt. But I don’t want to go out with her. (pause) 

Th. Why? 

Pt. I don’t know. She’s very attractive, but still . . . (pause) 

Th. Anything to do with your wife and how she would feel? 

Pt, Oh, no. It’s more to do with her—the woman. I feel like irritating and 
teasing her. 

Th. What does she mean to you? 

Pt, I have a picture of her as a big wheel in the community. I think she is a 
person who likes to control things with men. I feel she doesn’t want to be at home, 
wants to be a big wheel in the community. 

Th. I see. (pause) 

Pt, I'm a sucker for this kind of woman. Before I know it I’m up to my neck 
in trouble. I go for them and then I can’t get away. I feel like digging at this woman. 
Not that I’m mad at her personally, but she does something to me. 

Th. The fact that you feel she’s a big wheel in the community seems to have 
something to do with it. [making a connection for the patient} 

Pt. I hate women who try to wear the pants. My first wife was like that. My 
mother was like that. Never home, always telling you what to do. 

Th. But this type of woman seems to attract you. 

Pt. Yes, that’s the peculiar thing. I smell them out. At any party I make a bee- 
line for certain women, and, by gosh, there I am. 
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Th, What do you think this means? 

Pt. Well, there's only one conclusion. I must be crazy about them and hate them 
too. I must want to suffer to get involved with them, but that’s what I keep doing. 
[This is the first inkling of awareness the patient had of this problem.} 

Th. It sounds like a vicious circle. 

Pt. But I’m not going to call this woman I met (laughs) although I must admit 
the temptation is great. 

Th. Well, that will at least give us an opportunity to investigate this attitude 
you have toward certain kinds of women. 


FOCUSING ON PAST HISTORY 


Inimical influences in early childhood, sometimes produced by improper 
handling by parents, sometimes by unfortunate experiences in relationship with 
other persons, can be catastrophic even to children who have the most perfect 
heredity. Where experiences during early life are harmonious, the child is able 
to evolve a system of security which permits him to regard the world as a 
bountiful place, and to develop self-esteem that encourages assertiveness and 
self-confidence. He will be convinced of his capacities to love and to be loved. 
He will most probably possess character strivings that enable him to relate con- 
structively to other persons, and to express, through culturally condoned outlets, 
social and biologic needs. On the other hand, where the child has been rejected, 
overptotected or unduly intimidated, the world will constitute for him a place of 
menace. He will be devastated by fears and tensions. His self-esteem will be 
warped to a point where he is overwhelmed by feelings of helplessness, by lack 
of assertiveness and loss of self-confidence. His relationships with people will be 
disturbed with the harboring of destructive attitudes toward others. Finally, 
inner strivings and demands will suffer repression in greater or lesser degree. 

It will usually be discerned during interviewing that the patient projects 
onto others attitudes and impulses derived from relationships with important 
past personages. Thus, the individual may regard and treat certain people as 
rejecting mothers, punitive fathers, and jealous or hostile siblings, irrespective 
of the reality elements in his existing relationships. If his early experiences with 
his mother had conditioned him to expect that women are overprotecting, there 
is apt to be an automatic transfer of this attitude toward all women, or specifi- 
cally toward those persons who symbolize in his mind a mother image. As defen- 
sive gestures, one may observe in the relationships of the individual toward 
others such attitudes as detachment, resentment, aggression, submissiveness and 
masochism that have no affinity with the reality situation. Where the patient has 
been unfavorably conditioned by strong sibling rivalry in childhood, he may 
respond to people as if they were facsimiles of destructive brothers and sisters. 
The individual’s social and work relationships will possess a pervasive competi- 
tive tinge that expresses itself in fears of being vanquished, or in triumphing 
over others. 

Other aspects of the past history are also important in understanding the 
life circumstances under which adjustment is most adept and maladjustment 
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most apparent. Repetitive patterns will clearly be evident as one focuses on 
different epochs in the patient's past. 

Through proper interviewing the patient may be brought to an awareness 
of his trends and mechanisms of defense as they have manifested themselves in 
his past life. The tracing of his interpersonal patterns to their origins in his child- 
hood, their disclosure as archaic and destructive to reality functioning, will also 
enhance a challenging of early attitudes and a new conception of the self. 

A patient with a personality problem of detachment which had interfered 
with her capacity to establish a relationship with men, came to therapy because 
of a feeling that she would never get married because of her attitudes. Focusing 
on her past life brought out certain trends that were operating in the present. 


Pt. I feel that I have the capacity to feel, but I feel impersonal about everything. 
I've had this feeling as far back as I can think. With my father I was given the basic 
necessities of life—food, clothing—but aside from that there was nothing. 

Th. Nothing? 

Pt. One never dreamed of going close to him for everything. I remember when I 
was little I would run to him, but he would keep pushing me away. I felt it was 
wrong to need him. I felt awful when I was little, but then I felt all right. At school 
I had some friends, but I never felt close to them. 

Th. Did you ever feel warm and close to any person in your past? 

Pt. Yes, I had a music teacher. I felt he knew me and understood me. I felt that 
he was like God. But I hated him too. He seduced me. I couldn't resist him. I felt 
awful about the thing. 

Th, Mm hmm. 

Pt. I remember once my father came home with a box of candy. He handed it 
to me, and I was so happy I cried. Father asked me why I was crying and I didn’t 
know. 

Th. Do you know why now? 

Pt. I believe that meant to me he preferred me. But he didn’t. He said, “That’s 
for your mother, bring it to her.” I cried and cried and never got over it. I felt it was 
better not to expect anything. 

Th, Not to expect anything? 

Pt. From people I mean. 

Th, Could that account for one of the reasons why you can’t feel anything now? 
{interpretation} 

Pt, You mean a feeling I might be disappointed. (cries) I do expect that all the 
time, 


OBSERVATIONS OF SLIPS OF SPEECH 


While slips of speech do not happen frequently, focusing on them when 
they do occur may reveal significant patterns. A young woman, in a defiant 
relationship with her father, showed a poor response to therapy during the first 
few months. During one session, she exhibited a slip of speech which revealed 
rebellious attitudes toward any type of control. 


Pt. I just don’t know what I'm getting out of life right now. 
Th. What are you getting out of coming here right now? 
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Pt. I come here to get well—that’s my blame. {slip of speech} 

Th, That’s your blame? 

Pt, Did I say that? I meant that’s my aim. 

Th. You said “blame.” I wonder if you blame yourself. 

Pt. (blushes) Maybe I’m ashamed of myself. 

Th, Ashamed of coming here? 

Pt. I just think I don’t want to get well to annoy you. 

Th. To annoy me? 

Pt. You know that I’m capable of doing anything, and I slop around so. 

Th. Maybe you are slopping around for my benefit. (smiles) 

Pt. (blushes) I don’t want you to get too controlling. I feel if you would only 
leave me alone. 

Th. You feel I control you? 

Pt. Yes, I do. 

Th. How? 

Pt, Not so much control as I need to do things for myself. I don’t want you to 
interfere. 

Th, Am I interfering? 

Pt. This is what's funny. You don't, but I think I do feel you do. I don't like 
anybody controlling me. 

Th. But why do you come here then if I do these terrible things to you? 

Pt, I look on you as my bridge to health. I don’t want to be this way. I don't like 
to slop around. I can see this is something I do all the time. Even good things I throw 
away, because the goodness spells danger in my standing alone. 

Th. So that your “blame” in coming here is in not wanting to do what part of you 
wants, which is health? [interpreting the slip of speech} 

Pt. I’m being a horror by fighting everybody, I know. Why do I act so rebellious? 

Th. That's a good question, Let’s start investigating that. 


USE OF INTUITION 


Sometimes the therapist has to depend on “hunches” and “intuition” in 
perceiving what is going on in the patient. By self-observation, the therapist 
may recognize certain emotions in himself that are evoked by what the patient is 
saying or not saying. The therapist may use this “intuitive” feeling in various 
ways, as by questioning, reflecting feeling, focusing and interpreting. Where the 
therapist is sensitive and has had a great deal of experience, he may be able to 
perceive nuances through this use of “intuition” that escape the usual observa- 
tional methods, “Intuition” is probably a misnomer, since the skill alluded to 
does not just automatically happen; it is acquired by an astute therapist with 
good clinical judgment who has had extensive clinical experience. 
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Identifying Important Trends and Patterns: 
The Use of Free Association 


FREE ASSOCIATION IS EMPLOYED EXCLUSIVELY IN RECONSTRUCTIVE 
psychotherapy, particularly in Freudian psychoanalysis in which it constitutes the 
primary kind of communication. The use of the couch position, the extreme 
passivity of the therapist, and his removal from the line of vision of the patient, 
reduces the influence of reality to a minimum, This encourages internally in- 
spired stimuli. As a result, thought images reflect unconscious dynamic conflicts 
and impulses which come to the surface in a more or less direct form. 

Patients must be trained to associate freely. Verbalization of thoughts with- 
out restraint is often very difficult, because obscene ideas, distressing recollec- 
tions, and offensive notions concerning the therapist may press for expression. As 
a defensive gesture, the patient may exhibit blocks in his stream of thought, or 
he may try to protect himself by going off into reverie. Impulses and strivings 
even at the periphery of awareness may be so repulsive that the person may not 
dare to permit himself to think of them. 

Some resistances to free association are relatively superficial. The patient 
may believe that the therapist considers his fears and fantasies absurd because he, 
himself, considers them ridiculous. He may want to analyze his impulses and 
actions beforehand, since he anticipates censure, or he may feel that the therapist 
will think more of him if he analyzes his problems without help. There may be 
a conscious need to maintain control, with resistance extended toward the revela- 
tion of significant material. An intense fear of failure may foster an inability to 
utter what comes to mind. 

By far the majority of resistances to free association are unconscious in 
nature. The patient may want to cooperate, but whenever he attempts to ver- 
balize fantasies and thought images, he experiences, to his consternation, anxiety 
that blocks his efforts. He may not even be aware of anxiety, because memory of 
the traumatic material is so fleeting that it never actually occupies the field of 
attention. In some cases the character structure acts in resistance to free associa- 
tion. The individual’s pattern of life, for instance, may be so stereotyped that he 
will permit nothing spontaneous to intrude itself. He may fear expressing hostile 
or erotic impulses if he lets himself go, or he may be convinced that releasing his 
thoughts will uncover the fact that he is inept and contemptible. On this basis, 
he may exhibit a mental or vocal inertia that can develop into mutism, 

The following example of free association demonstrates how a female 
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patient of thirty-eight with a phobic disorder gains an understanding of certain 
unconscious conflicts. 


Pt. So I started walking, and walking, and decided to go behind the museum 
and walk through Central Park. So I walked and went through a back field and felt 
very excited and wonderful. I saw a park bench next to a clump of bushes and sat 
down. There was a rustle behind me and I got frightened. I thought of men con- 
cealing themselves in the bushes. I thought of the sex perverts I read about in Central 
Park, I wondered if there was someone behind me exposing himself. The idea is re- 
pulsive, but exciting too. I think of father now and feel excited. I think of an erect 
penis. This is connected with my father. There is something about this pushing in 
my mind. I don’t know what it is, like on the border of my memory. (pause) 

Th. Mm hmm. (pause) On the border of your memory? 

Pt. (Ihe patient breathes rapidly and seems to be under great tension.) As a little 
girl, I slept with my father. I get a funny feeling. I get a funny feeling over my skin, 
tingly-like, It’s a strange feeling, like a blindness, like not seeing something. My mind 
blurs and spreads over anything I look at. I've had this feeling off and on since I 
walked in the park. My mind seems to blank off like I can’t think or absorb any- 
thing. [This sounds like a manifestation of repression, with inhibiton of intellectual 
functioning, perhaps as a way of coping with the anxiety produced by a return of the 
repressed. } 

Th. The blurring of your mind may be a way of pushing something out you 
don't want there. [interpreting her symptoms as resistance} 

Pt. I just thought of something. When father died, he was nude. I looked at him, 
but I couldn't see anything, I couldn't think clearly. I was brought up not to be 
aware of the difference between a man anda woman. I feared my father, and yet I 
loved him. I slept with him when I was very little, on Saturdays and Sundays. A 
wonderful sense of warmth and security. There was nothing warmer or more secure, 
A lot of pleasure. I tingle all over now. It was a wonderful holiday when I was 
allowed to sleep with father. I can't seem to remember anything now. There's a 
blur in my mind. I feel tense and afraid, 

Th, That blur contaminates your life, You are afraid of something or afraid of 
remembering something. [focusing on her resistance} 

Pt. Yes, yes, but I can’t. How can I? How can I? 

Th. What comes to your mind? 

Pt. Sunday I got stomach pains. I was depressed and frightened. I started crying. 
I wanted to hold onto mother. What is the use of becoming aware of needs if you 
can’t satisfy them. I had a dream that night. A group of army officers in my sister's 
room. I felt jealous. They weren't interested in me. Then I was on the water. One 
man was walking on water with no legs. He walked confidently. I asked him where 
his legs were, and he said that when he had legs he felt strong and masculine. Then 
I see flowers and I feel lost. Then I am on a ruined street. I see an old horse, emaci- 
ated, waiting to be slaughtered. I'm horrified, sick, upset. I have flowers, but every- 
body criticizes them. I felt they weren't good. And that’s all. 

Th. What do you associate to the dream? 

Pt. I felt the officers kissed my sister and mother and not me. I feel father gave 
my sister and mother everything and not me. I wanted to look into the room where 
the officers were with my sister, but my mother wouldn’t let me. I was mad, I re- 
member a part of the dream where I saw condoms in a box. I felt my sister could 


378 THE TECHNIQUE OF PSYCHOTHERAPY 


have it and not I. I feel deprived and helpless, like a mutilated person. That must be 
me walking on the water. I walk, but like a cripple. I want to be strong and not weak. 
Men are strong. My father wouldn't let me grow up. My sister has a husband and 
I don’t have one. She has everything. I have nothing. Not anything that is worth 
while, What I have is not much, I always wanted to be strong. I used to fantasy being 
a boy and having a penis. I suppose the flowers in the dream are my femininity. I put 
little value on myself. I realize now how bitter I feel toward father for not devoting 
himself to me. [The patient goes on to correlate her incestuous wishes, her castration 
fears and her penis envy.} 
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Identifying Important Trends and Patterns: 
The Use of Dreams and Fantasies 


IN ALL FORMS OF PSYCHOTHERAPY, DREAMS GIVE THE THERAPIST 
important clues, not only about dynamics, but also about the therapeutic process 
itself. The use that is made of dreams will depend largely on the skills of the 
therapist. In supportive therapy, dreams help the therapist perceive more ac- 
curately the inner responses of the patient; however, the dream material itself is 
not usually discussed. In reeducative therapy, therapists who are adequately 
trained may utilize dreams with the object of investigating important patterns. 
In reconstructive approaches, dream analysis is constantly employed and is con- 
sidered indispensable for the proper implementation of therapy. 


THE STRUCTURE OF DREAMS 


Dreams are not random productions of the mind; rather they fulfill a vital 
purpose in the psychic economy. Freud pointed out that the prime function of 
dreams was to safeguard sleep by fostering solution in fantasy of powerful needs, 
fears and conflicts that were too dangerous or repulsive for resolution in reality. 
Dreams apparently aid in the psychic mastery of seemingly insoluble situations, 
providing for a discharge of tension, a propitiation of deep wishes and demands, 
and a working-through to a successful conclusion of destructive experiences 
that defy the coping capacities of the individual in the waking state. The wish- 
fulfilling drives represented in dreams are compromised by the demands of the 
repressing forces. What the dreamer then tends to satisfy is not the raw wish, but 
a compromise made necessary by the repressing elements. An important effect of 
dreams is to discharge the emotion that is associated with deep conflicts in the 
personality. 

With the shutting out of sensory receptors and the progressive cortical 
inhibition induced by sleep, a number of important changes occur in the oper- 
ative psychic processes. These changes, reflecting themselves in dreams, consist 
of the following: 

1. Visual images rather than words are employed to represent concepts. 

2. The mind becomes contaminated with an archaic, prelogical kind of 
ideation that utilizes perseverations and stereotypes. There is a replacement of 
abstract conceptual, for concrete thinking, and an abandonment of accepted rules 
of time and space. 
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3. Certain distortions prevail in dreams, probably conditioned, first by a 
need to evade the psychic censorship which continues to operate in sleep, though 
to a lesser degree than in the waking state, and, second, by a primitive type of 
thinking that seems to be released by inhibition of the higher cortical centers. 
Inacceptable and repudiated aspects of the personality are, through distortions, 
made acceptable to the dreamer’s ego. 

4. Among the mechanisms serving the interests of distortion are symboliza- 
tion, displacement, condensation, representation by multiples and opposites, 
secondary elaboration, and substitution for people of emotionally equated 
objects, 

5. Symbolic representations are unique for the person, although there is 
some universality of symbols. Because primitive processes permeate the thinking 
process in sleep, there is a tendency toward a universal language in dreams. The 
similarity of experiences of the average person within a certain culture also makes 
for some unity of symbols. 


THE CONTENT OF DREAMS 


Each dream is a fragment of the total life experience of the individual. Two 
kinds of content are apparent. The first, the “manifest dream content,” is an 
overlay of situations and events which mask more fundamental latent meanings. 
The manifest content is constructed out of events in the recent past, usually 
events of the previous day, blended with remembered situations in the distant 
past. The second, the “latent dream content,” embraces some or all of the 
following: 

1. Early memories or experiences, perhaps long forgotten, that have made 
a significant imprint on the person. 

2. Attitudes and fantasies in relation to parental agencies and siblings. 

3. Defenses that were elaborated against early experiences, conditionings 
and fantasies, 

4. Emotionally important immediate life experiences. 

5. Current wishes and demands in open or disguised form, as well as 
defenses against these. 

6. Interpersonal strivings and attitudes. 

7. Unconscious repudiated impulses and needs. 

i Nascent conflicts that agitate the person and create tensions and 

anxieties. 

9. Patterns of reaction and mechanisms of defense habitually utilized by 
the person. 

10. Latent character strivings and latent mechanisms of defense. 

11. Representation of different aspects of the self, as well as disparate 
interpersonal drives, through such symbols as multiple characters, 

12. Attitudes toward therapy, including resistances to the various phases of 
treatment, and defensive reactions that are marshalled by interpretations. 

13. Attitudes toward the therapist including transference manifestations, 


a 
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THE THERAPEUTIC USE OF DREAMS 


In requesting the patient to report his dreams, one may give him an ex- 
planation such as in the following excerpt: 


Th. I should like to have you try to remember your dreams and bring them to me. 

Pt. I never dream. Are dreams important? 

Th. Dreams are important because when the mind is asleep problems that bother 
it are brought up more openly. In the waking state, a person pushes those problems 
away. 

Pt. I suppose I dream, but I can’t remember my dreams. 

Th. All people dream, but many people don’t remember their dreams. If you find 
it hard to remember your dreams, keep a pad of paper and a pencil at the head of 
your bed and jot down any dream fragments you remember the minute you get up. 
Otherwise they are likely to slip out of your mind. If you wake up in the middle of 
the night and have had a dream, take the time out to write it down. 


Simple suggestions along these lines often induce dreaming. Should the 
patient persist in being unable to remember his dreams, the therapist may 
remark: “I wonder why it is that you have no dreams. It's possible that certain 
things are bothering you so much that you just don’t remember what you dream.” 
Mention of possible resistance sometimes promotes enough tension in the patient 
to force a break-through of a dream. 

It is, however, generally unnecessaty to employ adventitious methods to 
promote dreaming, for the patient will readily relate his dreams once he is told 
that the discussion of dream material is helpful in therapy. If the patient refrains 
from mentioning dreams spontaneously, he may be asked at each session whether 
he has any dreams to report. 

The first dream after therapy has started is frequently of great moment, 
sometimes containing a cross-section of the patient’s problem. It may require 
many months before the patient and the therapist will appreciate the full 
importance of the material portrayed in the dream. 

During the third therapeutic session, a female patient presented her first 
dream: 

My husband’s family took suitcases to the station in a streetcar. I thought this 
was grubby. 

Then I dreamed of an old woman who invited me to eat roast lamb, It didn’t 
seem good and I wouldn't eat more. I said it was spoiled, and if you kill and eat lamb 
that’s led a lonely life, that makes you sad, And then—this is the horrible part—she 
prepared to kill another lamb. She got it partly skinned and the skin was up over its 
head, but it was alive. It kept looking at me for protection, linking its head in my 
arm and pulling me, as if to say, ‘Please get me out of this,’ And I thought, oh god, 
I wish I could help this poor creature, but the only way to help it is tø'kill it. But I 
didn’t want to tell the lamb that. And I couldn't kill the lamb myself. 

Then I dreamed I was on a cloud, high up; but it wasn't a cloud, it was terra 
firma. I was on the edge and with me on the earth-cloud was a young man. I didn’t 
know what he looked like or who he was. I kept slipping off the cloud with a dreadful 
fear of falling off. He couldn't support me and I was panicky. 
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Then I dreamed I was in bed with my husband, Dick. A sex-dream. We just 
had an affair. He got up, but I stayed in bed and hid back under the bed covers. He 
came back with his penis erect. I wanted another affair, but he started horseplaying 
like a frisky kid. 

Associations to the dream were barren. Even mention of the similarity be- 
tween “kid” and “lamb” brought little response. The patient’s feelings about 
her husband were hesitantly expressed, but were on the positive side. It was 
many months before the patient realized her ambivalent attitudes toward her 
husband, her pity for him as a “poor lamb” she felt she was destroying, and her 
murderous rage, mobilized shortly after her marriage, because her husband and 
his family were “grubby” people. She believed she had demeaned herself by a 
mismated alliance. Appreciating that she had been “up in the clouds” about her 
marriage, she realized that she was very much dissatisfied with the sexual aspects 
of her relationship. Her hostility had been self-directed and had expressed itself 
in depression and psychosomatic symptoms for which she sought psychotherapy. 
Her responses to her husband, positive and negative, were shown to be part of a 
larger pattern in her relationships with men that went back to her relationship 
as a child with her father. Her dream brought out many aspects of her problem, 
but her ego needed strengthening in therapy before she could accept the full 
implications of the dream. 


THE TECHNIQUE OF DREAM INTERPRETATION 


Once the patient has presented a dream to the therapist, it may be handled 
in a number of ways. Some therapists ask the patient to associate to the different 
objects, people and incidents in the dream. Others pick out a general theme from 
the content and then present this to the patient as a focus on which to con- 
centrate. Still others formulate their impressions of the dream for the patient’s 
benefit. 

Inasmuch as every dream is a sampling of the person’s total adjustment, 
and embraces diverse aspects of thinking, feeling and behavior, it is important 
to approach each dream in a disciplined way. It is also expedient to utilize 
dreams, at any special phase of therapy, for the purpose of promoting the goals 
of that particular phase. Thus, the same dream may be employed in different 
ways at different stages of therapy. 

The techniques of dream interpretation include: (1) summarizing for the 
patient the basic trends in the dream, (2) asking the patient for spontaneous 
associations, (3) making a tentative, unverbalized formulation of the dynamics, 
and (4) encouraging further associations through focusing. 


1. Summarizing for the Patient the Basic Trends in the Dream 


Although this routine is not absolutely nesessary, it may be advantageously 
employed at the beginning stage of working with a dream. To illustrate this and 
other routines in dream interpretation, we may consider the following dream of 
a woman who has been in treatment for ten months: 
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A person—I don’t know who it is—wants to kill me and my child. The room 
I'm in has a double dormer window, but the furniture is modern. I can’t get out. 
I try to escape and can’t. Then the next part is that I am somewhere with two men. 
One man wants me, but I don’t like him and feel contempt for him. I like the other 
person, but he doesn’t want me. I say to him, “I’m sick and going to die in two 
weeks,” He reassures me and tells me he loves me and everything is sad and beautiful. 


In summarizing the trends in the dream, the therapist may remark: 


Now here is a dream that takes place in a room. A person is there who threatens 
to kill you and your child. You try to escape and can’t. Then you are with two men. 
One you like, and one you don’t. The one you like doesn’t want you. You say you 
are sick and going to die. Then he tells you he loves you and everything is sad and 
beautiful. 


2. Asking the Patient for Spontaneous Associations 


Following the summarizing of the dream, or in the event summarizing is 
not employed as a routine, the patient may be asked to associate to the dream 
immediately after it has been reported. The following excerpt of the session with 
the patient whose dream was described above is illustrative: 


Th. What are your associations to the incidents and people in the dream? 

Pt. I don’t know who the person is, but it’s a man, like an ogre. I was frightened 
of him. He was making frightening gestures to us. (pause) 

Th. What about the room? 

Pt. There is something familiar about it. It's like the room I had when I was a 
girl. This was in North Carolina. The room I shared with my sister. It had a dormer 
window like the one in my dream. I'm sure this was the room. 

Th. What about the furniture? 

Pt, We had this curly maple old American furniture. But the furniture in my 
dream was modern, like (looks around the room) in your office. (pause) 

Th. What about the rest of the dream? 

Pt. Yes, this man who didn’t like me was a very desirable man, the kind I feel 
so embarrassed with and uncomfortable. And the last part gives me a quiet, wonderful 
feeling as if everything is going to be all right. 


3. Tentative Unverbalized Formulation of Dynamics 


On the basis of what knowledge he has already gained of (a) the patient's 
problem, history, current life situation and dream symbols he has employed in 
the past; (b) the patient's associations to the present dreams; (c) what is hap- 
pening immediately in the therapeutic situation; and (d) the therapist’s intuitive 
feelings, the therapist will be able to make for himself some tentative formula- 
tions of the existing dynamics. These are concocted in full recognition of the 
fact that they may later have to be radically revised. 

In organizing the material of the dream for purposes of this formulation, 
it is often helpful to employ a certain framework that considers the setting of 
the dream, the characters, the underlying wish, the revealed personality traits, 


384 THE TECHNIQUE OF PSYCHOTHERAPY 


the apparent mechanisms of defense, the ostensible conflicts, the movement, 
the outcome, and resistance and transference phenomena. 

a. The setting of the dream. The therapist may ask himself a number of 
questions here, such as: What is the locale of the dream—outdoors, indoors, a 
changing setting? Does the patient recognize the locale? Does the locale have 
any special signifiance for the patient? Is there an indication as to the temporal 
setting—past, present or both? 

In the dream we are using as an example, the setting seems, according to 
the associations of the patient, to be a fusion of the past (the room shared with 
her sister as a child) and the present (the therapist’s office). One may speculate 
that the patient is talking about a situation or about feelings that are equally 
applicable to the past and to the present, or that, originating in the past, are being 
projected in the present. 

b. The characters in the dream. Who are the characters in the dream? Are 
they identifiable people, do they resemble in appearance or behavior people the 
patient knows or has known in the past? What is the relation of the patient to the 
characters in the dream? How does the patient feel about the various characters? 
Are they possibly parental or sibling representatives? Are the characters in the 
dream representative of various aspects of the patient himself? Are any of the 
characters symbols for the therapist? 

Referring to the dream that we are considering, the characters are the 
patient, her child, a hostile unidentified man, a man who likes the patient whom 
she rejects, and a man whom she likes but who rejects her. From her past history, 
there is a suggestion that the hostile man in the dream is representative of her 
father whom she considered a person one could never approach closely enough 
to know. She remembered him as one who was disposed to hostile outbursts. 
There is a possibility also that the man may be representative of the therapist 
(transference), since the patient had for several weeks manifested resistance in 
therapy, and had on several occasions mentioned that I seemed distant from her 
and that it was hard to get to know me. The other two men are probably repre- 
sentations of a dualistic attitude she displays toward men. In response to those 
men who express a liking for her, she exhibits coldness and contempt. On the 
other hand, she manifests a keen interest in men who are not approachable. 

c. The underlying wish or need. A search will usually reveal one or more 
deep wishes or hidden demands. These may consist of early repudiated impulses 
and strivings, or of later wishes, or of current demands. Sometimes the wish is 
an extremely concealed one that is hard to detect in the dream content. At other 
times it is very clearly defined. 

In the dream under discussion, the wish is perhaps to win the love and 
approval of a rejecting, aloof man; in this way breaking down the barrier to a 
warm relationship with a father figure. There is a desire to be accepted for her- 
self and to be the preferred one in any competitive struggle. 

d. Personality traits as disclosed in the dream. What personality traits 
are divulged in the dream? What is the nature of the patient’s relationship with 
other persons in the dream? What are his feelings about himself? What are his 
attitudes toward authority? Toward subordinate persons? 
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In the dream that we are reviewing, the patient shows great fear in relation 
to a hostile male figure; contempt toward a person who likes her; and feelings of 
rejection when she approaches someone she admires. These tendencies are ac- 
tually substantiated by studying her real life adjustment. They explain why it is 
difficult for her to relate well with people. Strong people are overvalued; she 
fears their hostility and rejection and she tends to detach herself from them. 
Toward weaker people she feels contempt and hostility, and she removes herself 
from their presence out of fear of being exploited. 

e. Mechanisms of defense. What are the mechanisms of defense that are 
exhibited in the dream? How do these compare with the defense mechanisms 
the patient habitually employs in life? Are there any evidences of anachronistic 
defense mechanisms that issue out of early life experiences and impulses? 

In our patient’s dream, the defense mechanisms suggested are those of (1) 
flight from hostility or from a hostile authoritative person, (2) disdainful and 
pethaps aggressive attitudes toward individuals who are fond of her, and (3) 
masochism and hypochondriasis in relation to rejecting personages, the latter 
tendencies perhaps serving as means of winning sympathy and love. These 
mechanisms are essentially those the patient exhibits in her reality adjustment. 

f. Conflicts expressed in the dream. What conflicts are manifested in the 
dream? Do these result from clashes with, or stress from special situations? Are 
these a consequence of incompatable relationships with people, or contradictions 
of various character traits? Are there evidences of deep inner wishes and needs 
that come into opposition with moral prohibitions. 

Returning to our patient's dream, there are a number of conflicts that 
suggest themselves. The attitudes of flight, contempt, admiration, and masochism 
are mutually contradictory. Her relationships with people are fertile sources of 
conflict, since she constantly anticipates attack, or she may desire to attack others. 
Her need for a close relationship conflicts with a fear of being hurt or of hurting. 
There are hints of an Oedipal conflict. 

g. The movement and outcome of the dream. What is the drama enacted 
in the dream? What emotions are associated with the actions? Does the dream 
reveal any important early memories or situations? Does it reflect emotionally 
significant immediate experiences? What is the outcome of the dream? 

In our patient's dream, the drama is, first, a fear of being destroyed and 
helplessness in escaping destruction. The emotion here is terror. The outcome 
of this episode is not defined. Second, the patient plays a rejecting role with a 
man who seeks her companionship, and she is rejected by someone she likes wha 
does not want her. Her protestation that she is sick and about to die incites the” 
man to profess love for her, and she feels emotions of contentment, but also 
sadness. The outcome, though satisfactory to her, is actually a neurotic masoch- 
istic solution to her feelings of being unloved and unworthy in a relationship 
with a “superior” man. 

h. Resistance and transference manifestations. What manifestations in 
the dream are reactions to therapy and the therapist? Are there any evidences of 
fear, antagonism, detachment, or sexual interest in relation to the therapist? Are 
there any responses that seem oppositional to the therapeutic effort? 
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The fact that our patient associates the furniture in the room in which she 
is trapped with the furniture in my office suggests a transference situation. She 
perhaps feels trapped by therapy as she was trapped in an untenable relation- 
ship with her father in the past. She may fear attack from me, as she feared 
attack from her father. It is possible that she exhibits resistance to therapy in 
the form of fear or helplessness. There is a possibility also that the last part of 
the dream reflects an impulse to win my affection by displays of illness and 
depression. Actually, the patient started the session by complaining that she felt 
physically ill. Emotionally she appeared listless and depressed. 


4, Encouraging Further Associations by Focusing 


Once the therapist has come to certain tentative conclusions about the 
dream, he may want to direct the patient’s associations toward certain parts of 
the dream in order to validate his own formulations and to help inculcate insight 
in the patient. The process of focusing will depend in part on the dream ma- 
terial, and in part on the specific phase of therapy in which we are engaged. 

Because the dream is so highly condensed a production, it is possible to 
extract from it material that will fit in with the objectives of our immediate 
therapeutic effort, Thus, if we are in the opening phases of therapy, our chief 
goal is to establish a working relationship. An attempt is made to discover in 
the dream evidences of resistance to a working relationship, defective motivation 
for therapy, and transference blocks to the full acceptance of the treatment situa- 
tion. For instance, were the dream we are studying presented during the first 
therapeutic phase, we might perhaps consider her fear of the man in the dream 
and her terror of being trapped, as symbols of a fear of therapy and of me. We 
may speculate from this that she would, during therapy, try to get me to 
express my liking for her so that she could reject me; or, that, convinced of my 
aloofness, she would employ a masochistic reaction in order to get me to profess 
my fondness for her. With these factors in mind, we would try to focus her atten- 
tion on her feelings toward me, in order to work through her resistances to a 
working relationship. 

Were the patient in the exploratory phase of therapy, we would utilize her 
dream as a means of investigating the dynamics of her disorder. Thus we would 
focus on, and attempt to demonstrate provocative elements in her immediate 
environment that activated basic conflicts. Actually, the patient was in this treat- 
ment phase. An excerpt from the interview follows: 


Th, Perhaps, if you tell me about any special things that happened to you the day 
before, or a few days before the dream, we may learn something important. [Events 
of the day before, which had an emotional impact on the patient, consciously or un- 
consciously, may have detonated the tensions revealed by the dream. Focusing the 
patient's attention on possible stimuli may enable her to make certain connections.} 

Pt. There were several things that happened. I got a letter from Sally (her sister). 
She rarely, if ever, writes. Since my divorce I don’t think I have gotten more than 
three letters from her. She told me about how wonderfully she and John (her sister’s 
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husband) were getting on, and how well her two children were doing in school. I 
felt she was needling me, blaming me for making a mess of my life. [The resentment 
evoked by her sister's letter may have touched off early competitive feelings. I decide 
to explore these.| 

Th. How did you get along with your sister before? 

Pt. As I told you, we hated each other when we were little. My father told me 
I used to admire her when I was a tot. She was three years older and I tried to do every- 
thing she did. The only thing I remember is fighting with her. She considered herself 
wonderful and would tell on me. I'd get spanked plenty. [Is it possible that unre- 
solved sibling rivalry still continues?} 

Th, How did your father feel about her? 

Pt. After mother died, she was the favorite. She used to do everything with dad. 
I used to get the spankings. They told me I had an awful temper. That amuses me 
because I’m such a Casper Milquetoast now. (pause) 

Th. How do you feel about your sister's taking your father away? [This is a very 
provocative question, and is actually intended as an interpretation. | 

Pt. I guess I accepted it. There was nothing else I could do. [The patient is prob- 
ably unaware of her deep resentment about being rejected, and of her intense desire 
for a good relationship with her father.) 

Th. But it would seem natural to resent such a situation. [more interpretation 
tentatively given} 

Pt, Well, it was a bad situation all around. And I was difficult, I suppose. There 
were times when dad was very sweet though. When I was sick for instance. {Could 
this be a genetic determinant of the masochistic impulse? Her present tendencies 
toward depression and psychosomatic illness may be a result of a pattern of sickness 
which in ber childhood invoked her father’s attention. This is the mechanism that 
seems so clearly portrayed in the dream.| 

Th. This must have made sickness a premium for you? [I am attempting here 
to get her to think about this mechanism. } 

Pt. (laughs) 1 was a sick child they tell me. Even now I don't feel good. I don’t 
think I ever felt like I was all together. 

Th. There may still be dividends that you get out of your being sick or feeling 
sick. [a tentative interpretation of her hypochondriac pattern} 

Pt. (pause) Say. .- well, I wonder. Do you think I make myself sick so people 
can feel sorry for me? [This sounds like emerging insight. | 

Th. There is some reason why you feel sick. 

Pt. I did feel like hell yesterday and today. My back is killing me. I dosed myself 
up with aspirin. [deviates into talking about her symptoms} 

Th. (interrupting) Now let's look into this thing. If you got dividends of love 
and attention from your dad by being sick, this could have started off a pattern. Do 
you have any idea whether you get sick with people you want attention from? 

Pt, All I know is that I make a nuisance of myself with people. I guess I make 
them sick. [The patient is resisting here.) 

Th. Well, now the dream brings out the fact that you tell the man who is hard 
to get that you are sick and going to die, and then he tells you he likes you, and 
everything is sad and beautiful. That sounds like the same thing, doesn’t it? 

Pt. Yes, I see. The night before the dream I went to a party. There was this very 
attractive man there who was taken over by another girl. I tried to engage his interest. 
He was polite, but I didn't get too far. : 
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Th. Mm hmm. 

Pt. The nice men always are in demand and married, or something. 

Th. Sounds like nobody takes any interest in you. 

Pt. The men who are attracted, I feel there is, I know they are cast-offs. They 
are either people who want a mother or are married and want an affair. And that’s not 
for me. 

Th. Maybe you undervalue people who like you. [This is more tentative inter- 
pretation.} 

Pt. I don’t know, but I must attract the wrong people. [The patient is apparently 
not ready for the interpretation. | 

Th. You know, the dream seems to bring out your pattern of disinterest in men 
who want you, and hopelessness with men you want. 

Pt. Yes, it does. (pause) 

Th. But what do you do in the dream to get the person to tell you he loves you? 
[attempting to stimulate thinking about her pattern} 

Pt, (laughs) I tell him I'm sick and going to die. 

Th. Like you did with whom before, as far back as childhood? [more questioning 
to promote thinking} 

Pt. With father, of course. 

Th, It sounds like you are using this pattern constantly, whenever you are up 
against a situation where you feel you are second best. It’s like you are still living with 
a sister your father prefers; and you have to use drastic measures to win out. {inter- 
preting her pattern} 

Pt, It's true, that’s what I must be doing. In everything I feel hopeless, in every- 
thing. (cries) 

Th, But is it really hopeless or do you feel it's inevitably hopeless, because this 
has been the pattern of your life? 

Pt, Just look at how my sister is, and look at me. 

Th. You still are pitting yourself against your sister. Let's take the letter she 
wrote you, which seems to have stirred up the dream and the old conflict of being 
preferred or not. Now you read into it something she may not at all have intended. 

Pt. Of course, that’s possible. 

Th. Or take your feeling about me. If the pattern we talked about is there, it 
may come up with me too. Have you felt that I didn’t like you, or didn’t pay attention 
to you? [probing for possible transference reactions} 

Pt, I have felt you were distracted and not interested in what I was saying. 

Th, Perhaps I did something that gave you that impression? 

Pt. Well, you changed my appointment last week. 

Th. What did you think that meant? 

Pt, Nothing, I suppose, but (laughs) I'll tell you what I thought about. 

Th. Yes. 

Pt. I thought you were seeing somebody in my place, more important or attractive. 

Th. Like your sister? {accenting the transference element and the possible mis- 
interpretation} 


Pt. (laughs loudly) 1 suppose so. It seems like I keep doing the same thing all 
over. 


Were the patient in a phase of translating insight into action, the focus 
would be on resistances to activity, normality, and the abandoning of primary 
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and secondary neurotic gains. The dream material would be utilized in such a 
way that any possible resistances or defenses against utilizing insight con- 
structively would be accented in order to expedite the therapeutic process. If the 
patient, finally, were in the terminal phase of treatment, the dream would be 
searched for evidences of resistance to termination, or for refusal to yield her 
dependency and to exercise assertiveness. In this way the greatest good would be 
derived from the interview. 


FANTASIES 


Fantasies or “day dreams” are almost as important as night dreams in re- 
flecting deeper mental trends. While fantasies are influenced more by conscious 
ideational processes, they follow many of the laws of dreams. They may be 
handled in a manner similar to that in working with dreams. Of particular im- 
portance are masturbatory fantasies which embrace some of the most disturbing 
conflicts of the person. The individual’s emotional reactions to his fantasies may 
be as significant as their content, and should, therefore, always be taken into 
account. 


ILLUSTRATIVE CASE MATERIAL 
Example 1: 


A patient with an anxiety reaction came to therapy partly because of distress- 
ing symptoms and partly because of a realization that she was unable to get 
along with people, particularly with those in authority. She felt great envy to- 
ward persons who possessed more material things than she had, or who knew 
more than she knew, or who happened to be in any kind of superior position. 
She feared expressing her hostility and, in defense, adopted a compulsive ingra- 
tiating attitude. Her relationships with men were characterized by an initial pe- 
riod of temporary enthusiasm and passionate involvement, followed by disillu- 
sionment, resentment and an inevitable rupture of the friendship. During the 
thirty-sixth session, she presented the following dream. 


I am in a field, but instead of there being grass, the earth is blanketed in a cloth 
cover with a peculiar design. I see an animal in the distance coming toward me. I 
don’t know if it is a cow or a bull. I somehow have the power to make it either, by 
looking at it a certain way. I make it a bull and run away as it charges me. 

Then I see myself in a room. A woman is about to leave two little children. They 


are good children and I feel angry that they are left alone. 


In her spontaneous associations, the blanketed earth resembled the cover of 
the couch in my office. During her last visit, as she entered the waiting-room, 
she ran into my wife who was on the way out. She had a transient fantasy then 
that my wife was abandoning my two children in protest over my working con- 
stantly and, therefore, having no time to devote to my family. Associating to the 
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animal in the dream, the patient described a recurrent fantasy of being caught 
some day on a field by a bull who charged her while she was completely help- 
less. 

A tentative unverbalized formulation on the basis of what I had learned 
about her in therapy was that she related in two distinct ways to people. First, 
she would idolize any person whom she could identify as a powerful authority. 
She needed to convince herself, however, of the omniscience of this authority. 
Any flaws or weaknesses she detected in a personage whom she endowed with 
superior virtues, resulted in her losing respect for the person and then running 
him down. Second, she would, in association with a weaker person, assume com- 
mand and insist on the person’s complete submission to her. When this hap- 
pened, she would develop contempt for the individual’s weakness and then feel 
repulsed by any contact with him. 

In her relationship with me, the first pattern had prevailed. I was elevated 
to the position of the invincible authority who knew all and could do no wrong. 
From time to time I challenged this attitude, attempting to show her that her 
notions were based on a need for a power figure. While she accepted this idea 
intellectually, emotionally she clung to the feeling that I was a kind of demigod, 
possessed of varied virtues, including superb judgment and exquisite intelligence. 

Several days prior to the dream, we had, during a session, discussed her 
relationship with her fiancé, which had followed along the lines of her typical 
pattern and now was in the final stages of disintegration. I had given her several 
strong interpretations, her response to which was that I was criticizing her. 
I had a feeling she resented my intimation that discharging her fiancé might not 
be the best solution for her present plight. 

Focusing on her present dream, I suggested that the blanketed earth on 
which she stood in the dream and which resembled my couch cover was prob- 
ably a symbol of the therapeutic situation. Her emotion in the dream then might 
relate to therapy, or to me. This remark sponsored associations to the effect that 
she had been angered by my comments of the previous session. She confessed 
that as she left the office, she had begun, for the first time, to doubt my com- 
petence. 

The meaning of the dream then became more apparent. She viewed me, 
first as a cow, tearing me down as an incompetent, weak person over whom she 
could ride roughshod. Second, she regarded me as a “superior” ferocious bull 
who could hurt her. In this way she symbolized her conflict between wanting to 
tear me down as she had torn down other authorities, or making me even more 
invincible, and hence potentially dangerous. She chose the latter in the dream. 
Envisaging escape from therapy, she rationalized her contemplated move with 
the idea that, in providing me with more leisure, I could devote myself to my 
wife. This would prevent my wife from leaving my children, who did not 
deserve a broken home. The last part of the dream was a partial expression of 
this notion. The interpretation of the dream helped the patient to realize that 
she was expressing in her dream structure a symbolized version of many of her 
basic life patterns. 
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Example 2: 


Sometimes spontaneous associations to a dream help the patient gain 
awareness of inner conflict with dramatic force. In the following excerpt a pa- 
tient achieves insight into fleeting homosexual impulses: 


Pt, I dreamt my father was quite ill and I was taking care of him. I don’t know 
what was the matter with him, but he was ill. I guess my sisters were around there 
somewhere, but I seemed to be feeding him and giving him his medicine, And there's 
one thing that sticks in my mind—a view of a spoon, an ordinary tablespoon, leaning 
up against something—in jelly or something along that line, something gelatinous. 
And I thought I was sort of half awake and I thought: “Well, Jesus Christ what am 
I doing—what can I say to that dream? It means that I am being my mother; I'm 
carrying out the functions of my mother, taking care of my father.” And this is what 
I know it means: I have a desire or fear of being homosexual. I’m taking my mother’s 
place. It hit me hard between the eyes and I almost fainted. And the next night I 
dreamt about a hasp, kind of a lock—you know, the kind where the hasp drops over 
a part when you drop a padlock into it. And I thought there was something about 
the hasp, and I thought I’m on this side of it; somebody is on the other side and 
can’t get in, and I can’t get over there. It could be turned around the other way. I 
could be over there, couldn’t get in and, he could be here and not get out. It was not 
in any way a menace or anything like that, but it was that I’m here, and the presence of 
this hasp keeps Aim out and keeps me in. I can’t get to him and he can’t get to me. 
It’s possible that you can turn it around, and the same thing would be true. In other 
words, it’s an equation. (pause) , 

Th. What are your associations to this dream? 

Pt. That is, if I were on the other side, the hasp would prevent me from getting 
inside. He would be inside, and he would be prevented from getting outside. I just 
remembered that I had another dream. I dreamed about a man I worked for about the 
time I got married the second time. I had worked for him once before. He was very 
fond of me, and I of him. Now I suspect there was a funny component in that rela- 
tionship. He was, himself, in analysis. We had a lot in common for artistic reasons, 
philosophic and political reasons. However, in the end he turned out to be a heel. In 
spite of this guy’s glowing promises, and so on and so on, I hadn’t been married a 
month before I was fired. It wasn’t his fault; he was just going broke. But the slob 
didn’t even buy me a drink when I got married. This was a pal, wept on my shoulder 
when his wife left him, and I used to go up there to spend all the evenings with him. 
When he was very bad I'd stay over, you know, that kind of thing. He was going 
through what I went through with Anna, only I didn’t know it then. You know I'd 
get flashes—now I know what they mean—that maybe he and I would be better off 
without women. 


Example 3: 
The following portion of a session with a man suffering from impotence 


illustrates the value of focusing associations to a dream for the purpose of in- 
culcating insight. 


Pt. I have sort of a feeling of frustration at the business of looking around for 
an appropriate woman. This is partly the result of the fact that it’s such a time- 
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consuming operation, and rather unrewarding unless one actually, until one actually, 
finds the appropriate person. And there is, there was one such futile evening which 
I spent yesterday. I suppose you may say that this is in the nature of resistance, but it 
generates feelings of how much more profitably I could have spent my evening yester- 
day had I not had to waste it looking for some woman. (pause) 

Th. Some woman? 

Pt, Yes, some girl I had never met before. She was a close friend of other close 
friends of mine. I called her up, you see. I had a fairly elaborate description of her. 
But the situation produced was that it was not something I could pursue very far 
because I was not substantially interested in her. I suppose I had a strong negative 
reaction, that I felt that she was tightly absorbed in her family, which produced a 
negative reaction. [This reaction is typical of the patient's responses whenever he at- 
tempts to relate to a woman. He finds some objective reason to justify his apathy and 
disgust. He is not aware of more fundamental fears and conflicts that condition bis 
desires for flight} 

Th. Could there possibly be more basic reasons why you found her unattractive? 
[attempting to focus his attention on deeper conflicts. } 

Pt. Well, I keep thinking that what I want from a woman is to find her sub- 
stantially attractive, but more than just a sexual relationship. It is one in which there is 
substantial frankness. She should have a substantial intellectual capacity. Since those 
don’t abound in very large numbers, that reduces the field very much, uh, uh, especially 
if you, uh, introduce the factor that there is some sort of automatic resistance which 
would, in any case, reduce the attractiveness of most women on the sexual level. [The 
patient dodges my question, but does bring in the factor of his sexual resistance.} 

Th. Well, what about that automatic resistance? [another attempt to focus on 
his conflict} 

Pt. Why, there is this impotence problem I came to you for, which is still with 
me. This substantially reduces my effectiveness with women. 

Th. It doesn’t seem to have made you unpopular. After all, there are many women 
after you, in spite of the impotence. 

Pt. I suppose so. (laughs) 

Th. I wonder if all of the specifications that you have for an ideal woman, and the 
lack of feeling for women, may not be indicative of certain fears? {focusing still on 
basic conflicts} 

Pt, I suppose they must be. 

Th, Like what for instance? Do you have any ideas or feeling about this? 

Pt, Frankly, no. Except that there is this lack of enthusiasm. (pause) 

Th, What about dreams; have you had any since our last visit? 

Pt, Yes, quite a few. On Tuesday night I dreamed I was in some sort of a revolu- 
tionary turmoil, and some dictator had his arm torn off. Then I became the dictator, 
and my arm is attached. As I proceed somewhere, each time someone touches my arm, 
I feel it’s going to be torn off. This is followed by a dream in which I and a girl are 
going somewhere, and running to catch a bus, and my hand begins to bleed. I’m 
becoming covered with blood, and she says, “Look what’s happening.” I say, “It 
doesn’t matter; let's get there in a hurry.” Then I exclude from an appointment I had 
arranged with people, this girl. 

Th, Exclude her? 

Pt. Yes, she was excluded in some way. 

Th. By whom? 
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Pt. By me. 

Th. Mm hmm. 

Pt. I was in considerable turmoil. And then I dreamed of my cousin, my young 
cousin at school. He reports that a number of children at school have succumbed to 
some epidemic, to some disease. Following this, I help him conceal a knife that he’s 
to use illegally in fights with other boys, and I instruct him how to use it. Then I walk 
along a dark street alone and see adults discussing something. Then these adults trans- 
form into a group of children. I walk along in imminent fear of attack. I pass a boy 
with a large hound. At first the dog appears planning to attack me, and he does, and 
the dog jumps on me and seizes me by the arm, and, oh, I had a painful sensation in 
my arm. (pause) 

Th. Is that all? 

Pe Yes; 

Th, What do you make of it, the dreams, I mean? 

Pt. I suppose I am upset and afraid. I must be the dictator whose arm is hurt. 

Th. Yes, as if you are in jeopardy of being attacked as a dictator and physically 
hurt, 

Pt. Yes. 

Th, What about being a dictator? 

Pt. That’s what some girls call me, when they fall in love with me and get angry. 
This dream followed this date with the girl. 

Th. I see. Perhaps your feelings about this girl touched off the dreams. It's signifi- 
cant that in the dream you are running with the girl to catch a bus and your arm is 
bleeding. 

Pt. Yes, we are going somewhere and I want to get there in a hurry. 

Th, Where do you think you want to go in a hurry? 

Pt. (pause) To get sex I suppose. I am in a rush to get this thing settled. 

Th. But perhaps this dream tells us why it’s difficult to get things done in a hurry. 
After all, your arm is mutilated. Could it be that in rushing into sex you feel you 
might be mutilated in some way? 

Pt. (emotionally) There must be something that scares me. I feel anxious as I 
talk now. 

Th. In what way could you be mutilated? Who would mutilate you and why? 

Pt. I don’t know. In the dream I help my cousin fight off an attack. This must be 
an aspect of me, Then I am attacked by a boy and dog who jumps me. 

Th. And you get a painful sensation in your arm. The arm that bled in the other 
part of the dream? 

Pt. Yes. 

Th. But what about the part of the dream where you exclude her? 

Pt. I don’t know. 

Th. Why should she be excluded? 

Pt. I might want to exclude her, I suppose, from myself. 

Th. That’s what you actually did in your feelings toward her during the date. 

PE aves: 

Th. And is what you do with other women? 

Pt. I suppose so. 

Th. Is it possible that you exclude her because of feelings, indicated by the dream, 
of fear, of bloody mutilation? 

Pt. If I were to expect attack from this source I can see that. 
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Th. One way to escape attack is to give up the sex object, remove yourself from 
her, become impotent and apathetic. [interpretation] 

Pt. I just remembered. I had a dream the day before I saw the girl. 

Th. Mm hmm. 

Pt, A series of two dreams, not entirely clear. There’s a small girl who demon- 
strates strong friendship feelings towards me and offers something valuable which, in 
the dream, is a source of energy which she tells me to take from a series of intangible 
columns of materials. Later in the dream a small girl is very friendly to me. However, 
she transforms into a small boy who then picks up my pack of cigarettes and throws it 
out of the window, despite my protests. Then I’m with a police officer and he hides a 
pearl necklace in the files. I’m interested in it, but tell him Tm not, and I just want 
to go to some town. I go to the railway station, check my suitcase and enter the train 
car, Then some woman rushes out with a suitcase that looks like mine. I follow her, 
but we investigate and find the suitcase is hers. I return to the car and find my suitcase. 
The contents are all female articles, and I think to myself it will be difficult to prove 
that this is my suitcase. (pause) And that’s all. 

Th. I see. What do you think of that? 

Pt. (laughs) Well, I suppose my impending date got me to dream of this girl. 
L think of this treasure, the pearl necklace. 

Th. The treasure being hidden by a police officer? 

Pt. Yes, keeping it from me. 

Th, What is the most precious treasure you can think of ? 

Pt, What I want here. To have sex with a woman. Sex must be locked away from 
me, if we are to believe the dream, by some authority. 

Th. Mm hmm. 

Pt, The recognition of that by the woman—the suitcase—is rather more puzzling. 
It apparently involves some uncertainty in my, uh, virility and masculine qualities, as 
much as the woman had the same suitcase as I. 

Th. As if she’s a counterpart of you, as if you don’t know your identity—male 
or female. [interpretation } 

Pi. Yes, I can see something now; it occurs to me that the arm in the dreams is a 
symbol of my genitals. 

Th. Mm hmm. 

Pt, And the dictator, being in the position of dominance like a male, can have his 
genitals hurt and not be a man. If I try to be a man, I may be hurt—my superiority and 
power torn off so to speak. 

Th. And sexually mutilated. 

Pt. Yes, undoubtedly. 

Th. And in a sexual role with a woman? 

Pt. T'I] be sexually hurt, hurt. 

Th. Now, if it’s true that you could be hurt for trying to be a man, what defense 
would you use? 

Pt. To get away, run away, or to be a woman and not have to face it. 

Th. What about fighting back? 

Pt. Yes, yes. The aggression. Like in the dream, the attacking with a knife. 

Th. Your dreams seem to bring out mechanisms of why you act the way you do. 

Pt. I can definitely see that, but it’s so peculiar. I know it’s true. I feel it. But it’s so 
strange. 

Th. It would explain your coldness with women, the impotence. If you expect to 
be castrated, that’s no fun. 
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Pt. (laughs) Gosh, uh, yeah, uh, I had one reaction of this sort, which I became 
conscious of, and that is that in playing with my girl friend, the old one, she acciden- 
tally hurt me very slightly around the genital region, but it was very slight. And none- 
theless it, for a while, caused a complete disappearance of sexual desire. 

Th. When did this happen? 

Pt. A number of days ago. 

Th. Before or after the dream? 

Pt. Before. 


Example 4: 

The fragment of a session that follows is an illustration of the active work- 
ing out by a patient of an anxiety attack with psychosomatic symptoms through 
an analysis of her dreams: 


Pt, After I left you the last time I felt good, but it didn’t last, The next day I 
awoke and felt tense and bad all over, physically sick. I wanted to go to my desk and 
do that work; I could have made myself do it. So I gave myself the only therapeutic 
treatment I know of. I just went to bed. I stayed there all afternoon. 

Th. Did you feel better? 

Pt, I still felt awful when Mark got home last night. Janet, my friend, came in 
about four o'clock, and I had had nothing to eat all day, you see. 

Th. Mm hmm. 

Pt, Well, I started to figure out things in bed and I apparently figured out some 
things, because I had some good results. I didn’t order groceries. I didn’t do a 
god-damned thing. But I did get up, and we ordered Chinese food in, last night; and 
I did get up and fix that and ate dinner. First meal in almost twenty-four hours. 

Th. What have you figured out? 

Pt. This morning when I awakened, I felt fine. When I say fine, I mean as fine as 
I can feel. And I’ve been doing everything in perfectly normal order all day, Almost 
called you yesterday; then I thought no. It’s absolutely ridiculous; this thing is my own 
doing. I might as well try to figure it out myself. 

Th. Did you? 

Pt. No, I don’t think I have completely, but I think I worked some of it out 
though, 

Th, Well, let's talk about it. 

Pt, Well, would you rather hear some dreams first or second? 

Th. Whichever you want. 

Pt. There was one damn dream that was important that I forgot. All these things 
happened one on top of the other. For instance, when I went to bed yesterday at twelve 
o'clock, with the exception of phone call interruptions, which I talked perfectly nor- 
mally on, I'd go right back to sleep. When things get too tough, I can go to sleep. 
That’s what I did yesterday. Things got too rough to stand it, so I went to sleep, but 
all that time I had one dream, after the other dream, after the other dream; and the 
night before, that would be Sunday night, I had a dream about you. It seemed that 
you must have been visiting me, or else you had taken over my production, I don’t 
know. But anyway it was a big house and we were in one small room of it with a 
table between us, a regular interview set-up like this. There was a table between us, 
and on one side was sort of a rack where equipment could be put. And, although I 
never saw this in my dream, I knew that in the other room, it was a large room, you 
were helping me prepare a product and you were in charge. And you had something 
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to do with that, Then that room opened off onto several other rooms which we never 
got into; we were still in this one room. And every so often we could hear the clatter of 
the girls who were also making the product. Finally, at about four o'clock, quitting time, 
these girls came in, a couple of them, and rolled this piece of equipment thing used in 
the product and put it in this rack right next to us. And at that time you were telling 
me that you didn’t think my behavior was very good, that you did not like me to call 
you by your first name, that you felt that until our relationship was established on a 
firmer foundation, that I should at least give you the courtesy of calling you by your 
second name, And about that time I was feeling sort of slapped down about it, Mrs. 
Wolberg came through. It seemed that she kept the books, and she said to me, “Well, 
besides that, you won’t have much more credit up here.” Then yesterday afternoon I 
dreamed of a marriage. Elsa Maxwell handled all the arrangements for the thing, and 
so forth, And someone else was going to be the overseer and the participant in the 
affair to replace me. And I saw all this very clearly, the arrangements and the publicity 
and the beautiful church and the gown; and I felt very much left out of it, and very 
resentful of the other woman. That’s when I awoke and realized it was nothing but 
a dream, I guess they're all anxiety dreams, but that was a dream that showed to me at 
least what my feeling was. 

Th. Which was? 

Pt, That I feel very rejected by you and left out of things. (laughs) 

Th. You feel rejected by me? 

Pt, Then I dreamed of a room full of little girls, blondes and brunettes of differ- 
ent ages, but all within say, three to six years. Going into this room was like going on 
the boat that goes to Catalina where they have all these benches. You know what ex- 
cursion boats are like, That’s what the room looked like. The benches were all full 
of these little girls. I went in with these attendants and I was told that I was to pick 
out the child that I thought I should have had. The phone rang and I never got to pick- 
ing her out, and that was that. 

Th. What do you think this all means? 

Pt. This morning after I awakened I tried to piece this stuff together with what 
little I know about it. I usually think, well, what’s my day going to be, the first thing 
when I wake up in the morning. How soon do I have to get up? How soon do I have 
to dress? Who do I have to phone? And so forth and so on. This morning I thought: 
“What is my day today and what is going to be pleasant in it.” And the first thing I 
thought of being pleasant this morning was to come up here! And I had to have my 
hair done, and I had a certain amount of desk work to do which to me isn’t particularly 
pleasant or unpleasant. It’s something that has to be done, and that’s that. It never 
bothers me too much, but neither do I look forward to it. But I looked forward to 
coming up here. 

Th, It’s interesting that in the dreams you put me in a certain role with you. 

Pt. As if I want to be in Mrs. Wolberg’s place. 

Th, Do you? 

Pt. Yeah, and very much so. (laughs) Td like to have you take me over, I guess. 

Th. So that here you're shoved out, and it’s almost as if you tentatively have a 
place and don’t have a place. You just don’t know. As long as you pay your bills, you 
have a place. If you don’t, god knows what will happen to you. You may be thrown 
out on your ear. The role that you play with me is not defined. The corollary of that 
is that you may want me to play a masterful role with you. {interpretation} 

Pt. And yet I’m the very person that fights against any authority. 
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Th. That’s the annoying part of it. You may not want an authority, but when it 
isn’t there, you may feel insecure. [ giving her more interpretation} 

Pt. I think . . . I know you're absolutely right. Because right after our last 
session, I said, “god damn it, why doesn’t he do more for me.” Then I started getting 
angry at your wife, I felt like killing her. That made me laugh, because after all, I’m 
not twenty. Why should I feel this way about you? But I do, and I know damn well 
that your not telling me what to do, and your not letting me figuratively move in with 
you, bothers me like hell. I know it’s silly, but that’s how I felt. And it made me feel 
guilty. 

Th. And crowding these things out of your mind must have brought on some 
reactions. 

Pt. It made me sick, I know it did . . . (pause) It's so silly. (laughs) I feel 
better now. 


37 


Identifying Important Trends and Patterns: 
The Examination of Attitudes Toward * 
the Therapist, Including Transference 


ALL PEOPLE PROGRESS FROM CHILDHOOD TO ADULT LIFE WITH ATTITUDES, 
values and behavior tendencies that are parcels of past experience. These persist 
in the form of fixed patterns that repeat themselves compulsively in certain 
interpersonal situations. Thus a grown man, intimidated as a child by a punitive 
father, may respond to all authoritarian men with a cowering, ingratiating set 
of reactions, as if he virtually still were a little boy awaiting punishment for a 
misdeed. A grown woman who, as a child, was violently competitive with a 
younger sister for the attentions of her parents, may carry on a campaign for 
absolute supremacy in important endeavors or situations, as if she repeatedly 
had to prove that she was “best” and hence worthy of praise and affection. Such 
patterns, given the proper stimulus, go on repetitively, forming the very fabric 
of the individual’s way of life. They are stoutly defended irrespective of how 
irrational they may be, or how inherently contradictory they are in operation. 
The motivants for these drives, and the early experiences that engendered them, 
seem to exist in the unconscious of the individual. He is aware merely of an 
impelling urge that makes him adopt, in certain situations, stereotyped ways of 
thinking, feeling and behaving. 

Obviously such tendencies sooner or later, prove themselves to be dis- 
ruptive to the individual and involve him in difficulties that disorganize his 
adjustment. Occasionally he is capable of exercising some measure of control by 
virtue of wanting to avoid the difficulties that inevitably follow his responses. 
The defenses he employs may help him to adjust, but in no sense minimize the 
urgency of his impulses which periodically may express themselves in action. 

Fortunately, in addition to immature stereotyped patterns, all persons ex- 
hibit reactions that are reality determined. These make up many, perhaps most 
of the varied responses to people. 

Thus, the man described above who behaves like a little boy may respond 
to certain males in an assertive manner once he has assured himself of their good 
will, or has ascertained their incapacity to hurt him, Indeed, with selected men, 
under special conditions, he may even act the part of authority. Or the woman 
who competes blindly may be content with a secondary role whenever her secu- 
rity and self-esteem are assured. 

The individual will, therefore, play varying roles with different people, 
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and, contingent on how secure he feels and the measure of his self-esteem, he 
will react with infantile past patterns or with more matute ones. 

In a previous chapter we have considered the examination, through focused 
interviewing, of the patient’s current interpersonal involvements in order to 
identify disturbing patterns responsible for his emotional disorder. In the present 
chapter we shall cover the process of investigating both stereotyped infantile and 
mature rational responses as they are expressed toward the therapist within the 
framework of the therapeutic situation. 

Before taking up this process, it is necessary to emphasize that in supportive 
therapy, and in directive forms of reeducative therapy, it is usually unwise to 
delve into the nature of the relationship with the therapist. Such a move tends to 
challenge the foundations of faith on which success in treatment may depend. 
Indeed, one often strives to prepetuate in the patient the illusion of the thera- 
pist’s protective powers, no effort being made to peer into the irrational sources 
of the patient’s dependency need. The hope is to adjust the individual to his less 
disturbing unconscious impulses, to increase repression of the more destructive 
ones, to expand existing assets, and to encourage compensations and sublima- 
tions, so that the patient can live as happy a life as is possible with his liabilities. 

In many forms of reedticative therapy, however, the more conscious mani- 
festations of stereotyped patterns projected into the therapeutic relationship are 
explored and discussed in an attempt to modify or to control them. In recon- 
structive therapy, where an effort is always made to bring infantile patterns and 
their manifestations to full awareness and to determine their genetic origins, a 
thorough study of what goes on in the patient's relationship with the therapist 
is mandatory. 

Insight into many of the patient's problems may be gained expediently 
through examination of his feelings and attitudes toward the therapist. The 
patient always projects into the relationship strivings that are both reality deter- 
mined and those that are conditioned by his habitual, unrealistic impulses toward 
people. The differentiation by the therapist of these two kinds of strivings helps 
the patient to understand the automatic, compulsive nature of some of his 
responses. 

There is nothing so dramatic to a patient as to realize that he reacts to the 
therapist, not as a real personage, but as a virtual reincarnation of a parental or 
sibling figure (transference). The demonstration of how his attitudinal and 
behavioral reactions are rooted in past relationships, and how they distort the 
present reality situation, is a living demonstration to the patient of the irrational 
way he feels and behaves in his everyday contacts with people. This realization 
may start a process of reevaluation of the self. 

One of the important effects of understanding the nature of his impulses 
and attitudes toward the therapist is that it enables the patient to differentiate 
tational from irrational authority. Expectations of being treated by the therapist 
in a manner similar to the way the patient was handled by previous authorities are 
not fulfilled. Avoiding a punitive, judgmental attitude, the therapist regards the 
patient’s difficulties with sympathy and understanding. Expressions of hostility 
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by the patient are accepted without indignation or retaliation. This allows the 
patient to display resentment more and more openly. It permits him to investi- 
gate its source as well as to understand reasons for its present existence. 

Although every patient responds to the therapist with some patterns that 
are unrealistically determined, these may not be openly expressed. Subjected to 
reality testing, certain impulses are recognized by the patient as irrational. They 
may be considered threatening to an idealized relationship with the therapist. 
Accordingly, they are disassociated, suppressed or repressed. Sometimes they im- 
pinge merely on the periphery of awareness, appearing in a symbolized form in 
dreams and fantasies, or revealing themselves in slips of speech, and random 
behavior, such as “acting out.” Transference may manifest itself in relationships 
outside of therapy, the patient discharging toward a mate, relative, friend or 
other person, feelings and attitudes that he dares not express toward the 
therapist. 

Certain activities on the part of the therapist discourage or encourage the 
revivification in the therapeutic relationship of archaic patterns. Where the 
therapist considers that he can achieve desired goals in therapy without the stir- 
ring up of excess transference, he may decide to deal with emerging irrational at- 
titudes in as immediate and forthright a manner as possible. Thus, hostility, 
sexual impulses and intense dependency are handled by discussion and clarifica- 
tion as soon as they become apparent, an effort being made to keep reality in the 
fore. The relationship is maintained constantly on a positive level. 

Among the techniques utilized to reduce transference are these: 

1. Focusing discussions on present relationships and the current life 
situation. 

2. Minimizing the consideration of the past, including relationships with 
parents, 

3, Avoiding dreams, fantasies and free associations. 

4, Avoiding the couch position and employing face-to-face interviewing. 

5. Spacing interviews no more frequently than twice weekly. 

6. Dealing with any unrealistic attitudes or feelings toward the therapist 
as soon as these are perceived. 

7. Playing a role opposite to that which the patient anticipated on the 
basis of his past relationships with traumatizing authority. 

8. Exercising activity rather than passivity in the relationship. 

Through the use of these techniques it may be possible to withhold infan- 
tile urges from awareness, or to direct them away from the therapeutic relation- 
ship toward outside relationships, or to relegate them to a position where they 
may be held in check by rational controls. 

In spite of these activities and precautions, transference may burst forth in 
full fury, interfering with the treatment plan. When this happens, it will have 
to be handled like any other kind of resistance, by such techniques as active 
interpretation. 

Transference, may, however, be encouraged in certain patients whose 
problems are very deeply repressed and who are constantly being upset by un- 
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conscious conflicts. Here, no insight may be obtained except through the direct 
experiencing of their problems in the relationship with the therapist. Among 
syndromes in which there is such intense repression are anxiety reactions, phobic 
reactions, conversion reactions, dissociative reactions, stress reactions and certain 
obsessive-compulsive and psychophysiologic reactions. Here, mobilization of 
transference as a learning vehicle may be considered advisable. 

Transference may become so intense that the patient will actually live 
through with the therapist some of his early developmental blocks and traumatic 
experiences which produced the original repressions and other mechanisms of 
defense. The development of exaggerated transference reactions (transference 
neurosis) enables the patient to reexperience early deprivations and intimida- 
tions, and to master them in another, more favorable setting with a new, more 
accepting, more permissive, better disciplined authority. 

The techniques that may be used to accentuate transference are: 

1. Employing passivity and anonymity in the relationship. 

2. Focusing discussions away from the present life situation. 

3. Encouraging consideration of the past, including relationships with 
parents. 

4. Using free association and the couch position. Removing of oneself from 
the direct gaze of the patient. 

5. Concentrating on dreams and fantasies. 

6. Increasing the frequency of sessions to four or five times weekly in order 
to break down repression. 

7. Avoiding answering questions and restricting interpretations. 

8. Avoiding dealing with unrealistic attitudes or feelings toward the ther- 
apist until these have built up to overwhelming proportions. 

9. Acting in a role that coordinates with that assumed by the patient’s 
traumatizing parent. 

Patients will respond variably to these techniques, from failure to mobilize 
transference in certain rigid and detached persons, to explosive reactions that 
prove traumatic to the individual in “borderline” conditions. Indeed, in some 
patients intense transference may promote too great a shattering of repression 
which, not being reestablished, may eventuate in a psychosis. Syndromes such as 
“borderline” conditions, psychotic states and certain personality disorders, psy- 
chophysiologic reactions and obsessive-compulsive reactions do not respond 
favorably to the deliberate mobilization of transference. Even in cases where it is 
indicated, the fostering of transference is not to be encouraged by any therapist 
who has not had extensive analytic training and experience. 


ILLUSTRATIVE CASE MATERIAL 
Example 1: 


A beginning break-through of transference is indicated in the following 
excerpt: 
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Th. You know sometimes I get the impression that you act with me as if you are 
walking on eggs. I wonder if you have any feelings toward me you are not talking 
about. 


Pt. I don't, I don’t know. This is one of the disturbing things . . . when Tm 
all tangled up inside and don't know (weeps) ... I don’t want to cry... PI 
wipe my nose . . . I don’t know why I'm so upset today, really I don’t. I felt so much 


better yesterday. 

Th. Perhaps it’s because I bring up the subject of your feelings toward me. 

Pt. (cries) I feel irritated, just a momentary anger. I haven't been particularly 
conscious of it. I don’t dislike you, just irritated. (pause) 

Th. Do you want to tell me more about your feelings toward me? 

Pt. I don't want to have feelings for you. 

Th. You don’t want to have feelings for me? 

Pt. No. I don’t know why. 

Th. Perhaps you are afraid of showing emotion? 

Pt. I certainly would be afraid of feeling affectionate. 

Th. You would? 

Pt. I certainly would. 

Th. I wonder why? 

Pt. I was thinking of it, as a matter of fact, yesterday, I felt . . . well... if 
I behaved well . . . perhaps you would be good to me . . . fatherly like, I mean, 

Th, If you behaved affectionately to me you mean? 

Pt, Yes, but I’m afraid. 

Th, Afraid? Of what? 

Pt, That it would not be taken seriously. Would it? 

Th. If you felt affectionate toward me, of course I would take your feelings seri- 
ously, Perhaps what you’re saying is that I might reject you or hurt you in some way? 

Pt, What I mean is that I'd be ashamed of my feelings, that this would be a one- 
sided relationship. I think I feel you'd ridicule me. 

Th. Actually, you don’t know how I'd act, and yet you behave as if I do ridicule 
you for your feelings. 

Pt, If I had feelings would they be responded to . . . would they? 

Th, You mean would I reciprocate with the same kind of feeling? 

Pt, That’s it. 

Th, If I did, this would not be a therapeutic situation for you. 

Pt, I suppose not. 

Th, But if you allowed yourself to talk about your feelings, I might be of con- 
siderable help to you in your problem. 

Pt. (giggles) Now I feel very silly. 

Th, Silly? 

Pt. I do like you very much. 

Th. (smiling) Mm hmm. 

Pt. And I did feel about you . . . that you were able to help me. I did feel you 
wete protective, something like I wanted father to be. 


Example 2: 


The following excerpt is from a session with a patient suffering with a 
severe anxiety reaction with psychophysiologic components. During the session 
the patient brings up a transference reaction which she traces to its source and 
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then recognizes the operation of similar reactions in her relationships with 
people. 

Th. I notice that you don’t want to look at me today. 

Pt. I don’t want to like you. I'd rather not like you. 

Th. I wonder why? 

Pt. I feel I'll be hurt. Liking you will expose me to being hurt. 

Th. But how do you feel about me? 

Pt. I don’t know. I have conflicting emotions about you. Sometimes I like you too 
much and sometimes I get mad at you for no reason. I often can’t think of you, even 
picture you. 

Th. Do you feel that you stop yourself in your feelings toward me? 

Pt. Yes, I don’t want to like you. If I do, I won't be able to stop myself. I'll get 
hurt. But why do I feel or insist that I’m in love with you. 

Th. Are you? 

Pt, Yes. And I feel so guilty and upset about it. At night I think of you and get 
séxual feelings and it frightens me. 

Th, Do I remind you of anyone? 

Pt. Yes. (pause) There are things about you that remind me of my brother. 
(laughs) I realize this is silly. 

Th. Mm hmm. 

Pt, My brother Harry, the one I had these sex experiences with when I was little. 
He made me do things I didn’t want to. I let him fool with me because he made me 
feel sorry for him. 

Th. Do you have any of the same feelings toward me? 

Pt, It’s not that I expect that anything will really happen, but I just don’t want to 
have feelings for you. I never liked doctors or dentists, especially dentists. The other 
day I had to go to a dentist. My mind was filled with crazy thoughts. 

Th. Mm hmm. 

Pt. These crazy things come into my mind that make no sense. I made this dental 
appointment and I thought of the drill going into my tooth. Then I thought of the 
drill being an egg beater. Later I went to the movies and in a cartoon I saw eggs. I 
then realized my attitude toward eggs has always been wrong. As a child my mother 
scolded me for frying eggs and burning them. Then the day before I went to the 
dentist, I got nervous. I then pictured eggs being cooked, and then I had a picture of a 
raw egg and realized the white of the egg looked like seminal fluid and I got sick. It’s 
like this fluid can kill me. I remember my brother wanted to have sex with me when 
I was a child. He said he had this fluid in him and it would poison him if he didn’t 
get it out, I let him fool with me. Then he told me about people putting it in their 
mouth, It disgusted me, made me sick. I have dreams of my mouth being smashed and 
my teeth falling out. The whole thing seems to be connected with sex. 

Th. But what about your feelings for me? 

Pt. I know it’s the same thing, I’m afraid of you taking advantage of me. If I tell 
you I like you that means you'll make me do what you want. 

Th. Just like Harry made you do what he wanted. 

Pt. Yes. I didn’t want to let him do what he did, but I couldn’t stop myself. I 
hated myself. That’s why. I know it now because there is no reason why I should feel 
you are the same way. That’s why I act that way with other people too, It’s like what 
happened not long ago with my art lessons. I went to this art place where I study, and 
I got very nervous and I had to go home. (pause) 
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Th. Try to connect up what happened. 

Pt. It irritates me that I can’t paint as well as I should. This woman who runs the 
art place seems to like me. I don’t like that. It’s like I'd get too friendly with them. 
I don’t like to have people get too close to me. I think wrong about that. When I was 
little my sister used to take advantage of me too. But the most of it was my brother. 
The whole thing is the same as happens with you. It’s all so silly and wrong. You 
aren't my brother and the other people aren’t my brother. I never saw the connection 
until now. 


Example 3: 


A patient on the verge of experimenting with the expression of aggression 
brings out transference feelings that help her understand some reasons why she 
repressed aggression. 


Pt. I want to talk about my feelings about you. 

Th. Mm hmm. 

Pt. You sit here, a permissive person who lets me go on. I want to do something 
now, but I’m afraid you will be disappointed in me if I upset the apple cart, if I 
explode, I think we are too nice to each other. I’m ready not to be nice. My greatest 
fear of you is that you are potentially going to be severe with me if I let loose. Also, I 
fear I will let you down by not performing well, by not being nice. I feel I will gain 
your disapproval. And yet I see you don’t condemn and don’t criticize. It is still impor- 
tant to me to gain a nod from you or a smile. (pause) 

Th. It sounds as if you would like to let loose with me, but you are afraid of 
what my response would be. [summarizing and restating | 

Pt, I get so excited by what is happening here. I feel I’m being held back by 
needing to be nice. I’d like to blast loose sometimes, but I don’t dare. 

Th. Because you feat my reaction? 

Pt, The worst thing would be that you wouldn’t like me. You wouldn’t speak to 
me friendly; you wouldn’t smile; you'd feel you can’t treat me and discharge me from 
treatment. But I know this isn’t so, I know it. 

Th. Where do you think these attitudes come from? 

Pt. When I was nine years old, I read a lot about great men in history. I'd quote 
them and be dramatic. I’d want a sword at my side; I’d dress like an Indian. Mother 
would scold me. Don’t frown, don’t talk so much. Sit on your hands, over and over 
again. I did all kinds of things. I was a naughty child. She told me I'd be hurt. Then at 
fourteen I fell off a horse and broke my back. I had to be in bed. Mother then told me 
on the day I went riding not to, that I'd get hurt because the ground was frozen. I 
was a stubborn, self-willed child. Then I went against her will and suffered an accident 
that changed my life, a fractured back. Her attitude was, “I told you so.” I was put in 
a cast and kept in bed for months. 

Th, You wete punished, so to speak, by this accident. 

Pt. But I gained attention and love from mother for the first time. I felt so good. 
I’m ashamed to tell you this. Before I healed I opened the cast and tried to walk 
to make myself sick again so I could stay in bed longer. 

Th. How does that connect up with your impulse to be sick now and stay in bed 
so much? [The patient has these tendencies, of which she is ashamed.} 

Pt. Oh . . . (pause) 
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Th. What do you think? 

Pt. Oh, my god, how infantile, how ungrown up. (pause) It must be so. I want 
people to love me and be sorry for me. Oh, my god. How completely childish. It is, ¿s 
that. My mother must have ignored me when I was little, and I wanted so to be 
loved. [This sounds like insight} 

Th. So that it may have been threatening to go back to being self-willed and 
unloved after you got out of the cast. [interpretation] 

Pt. It did. My life changed. I became meek and controlled. I couldn’t get angry 
or stubborn afterward, 

Th. Perhaps if you go back to being stubborn with me, you would be returning 
to how you were before, that is, active, stubborn but unloved. 

Pt. (excitedly) And, therefore, losing your love. I need you, but after all you 
aren’t going to reject me. The pattern is so established now that the threat of the loss of 
love is too overwhelming with everybody, and I've got to keep myself from acting 
selfish or angry. 


Example 4: 


A patient with a homosexual problem is brought to an awareness through 
transference of sexual feelings toward her father which incite anxiety and de- 
tachment from men. 


Pt. Inwardly I feel like a wreck right now. And yet I just sit here very quietly 
and calmly as if nothing is wrong. 

Th. In other words, you can put on a beautiful front. 

Pt. Yeah, I'm doing it right now. You don't know what I look like from the 
other end, You don’t know what I look like, I mean. I wondered what would happen 
if I came in here and said exactly what I feel. I’m sick of this faking which I still do 
in here. But in what respect, I don’t know. I’m so scared to tell you a lie, I live in 
a fear of it. And the other day when you asked me—this is an example of it. You 
were pointing out an example and asked me, did I see, what was it, “Born Yesterday?” 
I said, “Yes.” But I saw the play, not the movie. Now what the heck difference it 
makes, I don’t know, but it bothered me later. Don’t you remember it. But a few 
sentences later I, I corrected myself and said “I saw the play,” because it bothered 
me. The thought of telling you even that much of a lie is intolerable. 

Th. Do you feel you've been lying to me in any other way? 

Pt. I haven't lied to you about anything that I know of. 

Th. Mm hmm. 

Pt, But it’s just that I feel I’m still not myself. I want to find somebody to give 
my whole self to. 

Th. Mm hmm. 

Pt. That’s exactly what I want to do, and still I don’t do it. (pause) 

Th. Still you’re holding back. 

Pt. But, in what way I don’t know. 

Th. And you feel somehow that maybe I don’t know the real you. 

Pt. Yes. Like everything that happened to me all day long. I carry on long dis- 
cussions with you in buses and trains (laughs) and, I say, “ I must remember to tell 
him that tomorrow.” And then I never bother to tell any of these things. 

Th. Are they any specific kinds of things? 


406 THE TECHNIQUE OF PSYCHOTHERAPY 


Pt. Yes, now I, I could just pick out one. 

Th, Mm hmm. 

Pt. Yesterday I went to buy some glasses, dark glasses, with the idea of getting 
some eccentric looking things—things must be eccentric looking with me. 

Th. Mm hmm. 

Pt. So I asked the saleslady what she would suggest. So she suggested black. 
So I said, that’s idiotic, but I'll get black glasses. And they are a bit eccentric looking, 
but silly, and, I wanted to go and read you something out of a book that I thought 
about today. But why? Because I wanted you to see those glasses. You see? And I 
would have gone right through with it, but I doubled back on myself in the train 
today and said it’s silly to do that. And when I put them on on the train I noticed 
somebody looking over at me. I'm aware of myself all the time, and of being a fake. 
I sit down with a book in front of me, one leg over the other. I’m doing it now, 
and I don't feel this way at all. I don’t feel like a blah-blah woman of the world 
person at all. 

Th, What do you feel? 

Pt, I don't know. I don’t know what it is that I feel. All I know is that what I 
look like—what I believe I look like anyway—I'm not. And I do a billion things 
during the day which, which are just crazy, which I carry on about. 

Th, Do you feel that way right now? 

Pt, All the time. And then before I came up here I got weak. By god, I didn’t 
feel I had the strength to walk one block over to the Madison Avenue bus. I took a 
taxi. Absurd. And then I stopped to have this drink. It’s ridiculous. 

Th. Maybe you're afraid and tense about coming here. 

Pt, No. It, it, it’s the idea, it’s always been: “If I could only have one person to 
tell the whole truth to, one person who could see me just nude, period. With nothing 
on.” (pause) 

Th. Mm hmm. And? 

Pt. And that’s exactly what I’m not doing. And I try so desperately. 

Th. In other words, what you're saying to me is, “Look, I’m putting something 
over on you. I’m not letting myself be completely exposed to you.” 

Pt. But why I do it, I don’t know. (pause) I’m putting up a front with you, or 
maybe I’m pulling the wool over your eyes, the way I’m pulling the wool over my 
father’s eyes, and my mother’s, and over at the school, and with everybody. And I 
feel maybe you're going to be sucker enough to fall for that. 

Th, Perhaps I know you better than you think I know you. 

Pt. I have the feeling as though you don’t know a darn thing about me. 

Th. Mm hmm, 

Pt, I mean I’ve never talked about these things that have meant so much to me, 
like this morning. 

Th, Mm hmm. 

Pt. Uh, I go along wearing filthy clothes, underclothes. (Jaughs) I mean what 
people can’t see, I don’t care. Nobody sees it, it’s so small it couldn’t possibly smell, 
so I don’t worry about it. (laughs) 

Th. Mm hmm. 

Pt. And so I didn’t bother with it, and I thought about it: “Now here you sit 
down in the doctor's office, and he sees you look very decent in that. Does he know 
that you've got filthy underclothes on? There’s no button here; there’s no button there. 
Does he know that?” 
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Th. You feel very guilty about how you ate inside, and the kind of person you are. 
[interpreting | 

Pt. I want somebody to see it, that’s the point of it. 

Th. Do you think I’m not observant enough to see it? 

Pt. No, but I feel as though I’m putting on an act for you. Oh, I know (laughs) 
it’s your business after all, I mean . . . 

Th. Maybe you feel I’m not smart enough to know you, all of you? 

Pt. That's not it. I feel that I haven't given you a chance to see everything. 
(laughs) 

Th. (laughs) I see. 

Pt. But I don’t know why I’m so upset, It has something to do with you. 

Th. What do you feel about me? 

Pt. (pause.) Number one, (sigh) the thing I felt very much about you, I mean, 
uh, uh, as a person I like you very much. 

Th. Mm hmm. 

Pt. But I have a tremendous curiosity about you. 

Th. Have you? 

Pt, Yeah. 

Th. For instance? 

Pt, Marriage, children, everything about you. I’m interested in knowing. 

Th. What about your theories about that? What do you think? 

Pt, Well, I, it’s always my purpose. I’m concerned with that all the time. When 
I talk to your secretary, I walk out with a smile and joke about something, and I 
always think, “Oh, I bet she thinks I’m a really happy little kid running around, I bet 
she likes me, Or maybe she doesn’t like me.” Always concerned with what people 
think. 

Th. Mm hmm. 

Pt, And, and with’you, for instance, there were two men I was putting on the 
young lady act with, always an act. I dressed up to kill every time I saw them, and all 
that kind of thing. And then, when I found out they had grown daughters, I felt like a 
fool. I said, “What are you trying to impress them with? They've got one of their 
own.” And that's why I’m interested in you, too. I, I must impress you still. 

Th. Mm hmm. 

Pt, I want to know what you think of me. How do I strike you, and how I would 
strike you if you met me on the street. 

Th. Do you have any theories about how I might feel about you? 

Pt, Well, the only thing you've ever said which stuck in my mind so hard was 
that you thought it was all right to say what I wanted. But I want to know more. I 
want to know what strikes you? Every analyst also is, is a casual observer, and I want to 
know what you think of me. 

Th. It’s more important for me to get an idea of what you think I think of you, 
than for you to find out what I actually think of you at this time. You're not quite 
sure of what I think of you. 

Pt. No, not at all. 

Th. You're not sure that I like you? 

Pt. Yeah, I believe you like me. I believe you consider me rather intelligent. 

Th, Well, how do you know? 

Pt. Well, first of all you told my father so. 

Th. Mm hmm. Did he tell you that? 
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Pt. Yeah, I had him repeat it thousands of times (laughs) just to make sure. It 
made me feel like a million dollars that day. In fact I even celebrated. I went down- 
town. 

Th. Is that so? 

Pt. This is absurd, but that’s, that’s just the way I felt. So concerned over what 
you must think of me. 

Th. Now if I told you I liked you and that sort of thing, it would not help you. 
In fact it would prevent you from feeling spontaneously about me. It’s important that 
you become aware of all of the feelings you have, some of which are justified, and 
some of which have nothing to do with reality. We can get important clues about 
things that are happening to you from your feelings. 

Pt. Yes, 

Th. It may be a little hard on you if I don't come out and tell you exactly how I 
feel all the time. 

Pt. Mm. Yeah. 

Th. If I keep saying, “What do you think I feel about you?” . . . 

Pt. Yeah. 

Th. Or, “What are your theories about this or that?” it might be a little hard on 
you, but in the long run it will be most helpful to you. 

Pt. Yes. 

Th. But if you resent this kind of role that I’m playing with you, then tell me 
about it. 

Pt. No, it, it’s just pleasantly annoying, you know, that’s all; it’s tantalizing, so 
to speak. (pause) If you asked me to be truthful and tell you what I would most like 
to do right now I’d have to say: “I want to sleep with a man, but I want him to have 
his pants on.” 

Th, Mm hmm. 

Pt. “But no top. Big shoulders. And I would be nude. And I want to inspect his 
penis, and I want to play with it. And I want him, just, just to sort of annoy me, but 
I don’t want to have to lie back and just take it. I want to be able to just squirm around 
and Jet myself go, just be a whole physical thing and no mind at all.” 

Th. Yes. 

Pt, And then I come to think about what would this man have to look like. From 
his shoulders, right around about here—and that’s you. It just came to me, The man 
is you. I have been thinking these thoughts since I started coming here, sex thoughts. 

Th. The man is I? 

Pt. Yeah, 

Th, Mm hmm. 

Pt. I got, I got those feelings of sex now that are driving me crazy. By god, I 
didn’t know I could ever say that. 

Th, You couldn't say that to me? 

Pt. No, no. Well, but I did. But I thought, “Well, maybe it’s not so. Maybe it’s 
just nonsense.” But the more I thought about it, the more it was you. I tried to push it 
out of my mind, but it’s true. 

Th. Maybe that’s why you were upset. 

Pt, It’s possibly that. But it’s a horrible thought that I can think that. I remember 
seeing daddy without his clothes. His penis seemed enormous. I get a funny feeling. 
It’s repulsive and exciting too. Just like I feel about you. I try not to think about it. 
[It is apparent that her feelings toward me are projections of her feelings toward ber 


father.} 
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Th. What about your sex feelings about men? 

Pt, Zero. That's why it’s so funny I feel this way with you. It makes me upset to 
think about it. [The need to repress incestuous impulses probably inhibits her sexual 
feelings toward all men.} 

Th. Pethaps you feel it’s wrong to feel sex about men. 

Pt. I just have no feeling about it. Maybe it’s safer that way. 

Th. Maybe it’s safer to feel sexy toward women, because it’s not safe to feel 
sexy with men? [interpreting her homosexuality} 

Pt, Definitely. 


W/Exam ple 5: 


The following case illustrates the operation of a transference neurosis in 
facilitating insight. Sporadic backaches (lumbago) were among the patient's 
most disturbing symptoms. From time to time, backaches became exaggerated 
during a treatment session. Observing the content of his conversations when this 
happened, it was determined that backaches developed whenever the patient 
bragged or boasted about himself, whenever he voiced comments that might be 
construed as criticisms of me, whenever he expressed demands which I might 
possibly reject, or whenever he mentioned circumstances in which he had be- 
haved in a selfish or intolerant manner. On one occasion, when these facts were 
brought to his attention, the patient stiffened with severe back pain which be- 
came so intense that he winced. This was coupled with pain in his scrotum and 
drawing sensations in the perineum. Asked to tell me what was on his mind, he 
expostulated that he could never express himself frankly with his father. A stern 
puritanical man, his father had subjected him to severe discipline whenever the 
patient deviated in the least from the righteous path of moral, unpretentious 
living. Even childish pranks were forbidden. When questioned about the form 
of punishment his father employed, the patient said, “He would beat me across 
the back with a stick.” The area of attack coincided precisely with the zone of 
his present backaches. 

At this point I mentioned that it was rather significant that in talking to me 
about certain topics, he had symptoms of backache. This sounded as if he were 
being punished for his thoughts. Seemingly, no impression was made on the pa- 
tient by the interpretation. However, when he appeared for the next session, he 
was manifestly disturbed. Hitherto gentle and courteous, he stormed into my 
office and launched into a verbal attack on me. A fragment of this session 
follows: 


Pt. I haven't wanted to say this, but it’s bothered me for some time. Your attitude, 
I mean, [The patient is quite anxious as he talks.} 

Th. My attitude? 

Pt. You remember when I first came to see you and told you about my flight in- 
struction and taking my instructor's test? 

Th. Yes. {This incident was a minor one that I almost had forgotten.} 

Pt, Well, you acted very flippant and disinterested. 

Th. In what way? 

Pt. The way you talked and looked. 

Th. I wonder, Why didn’t you mention this at the time? 
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Pt. (pause) Well, I thought that I was wrong to boast about it. And I felt you 
resented my boasting, blowing my horn. I know I feel this, and you'll say it’s my 
imagination, but I feel I’m right that you cut me off from talking. I felt you were 


contemptuous of me. 
1 Th. If this were true, I certainly wouldn't blame you for feeling the way you do. 


But searching into myself, and trying to recapitulate what happened, I don’t remember 
wanting to cut you off, or feeling flippant, or deriding you in any way or acting con- 
temptuous toward you. Is it possible that you see in what I did or said, something 
that wasn’t there? 

Pt, (angrily) I don’t believe you. I think you're saying that to be therapeutic. I 
feel that. 

Th. As if I'm saying this to reassure you? 

Pt. Yes, because I feel this is what you did. 

Th, Cut you off and acted contemptuous on the basis that you were boasting? 

Pt, Yes, It’s confusing to me. 

Th. Say, how come you bring that up now? This happened five months ago. 

Pr, Something you said last time I was here made me mad. I don’t know what it is 
now. [Apparently my pointing out the possibilities of a transference reaction, removed 
his repression and released hostility.) I still feel you don’t want to admit what you did. 

Th. Well, I'll try to examine my feelings about you, and see if I really did cut you 
off and deride you. As far as I know right now, this isn’t how I felt. As far as I can 
see right now, I don’t feel at all contemptuous toward you. 

Pt, It's hard for me to believe that. I mean it’s hard to see why you shouldn't 
be annoyed. 

Th. Why should I be annoyed at you? 

Pt, Look at the crazy things I did, I told you about. That episode with that woman 


and everything else that followed. 
Th. Maybe you feel I ought to look down on you for what you've done? 


At the next session the patient was again accusatory. He said that I acted 
detached and unfriendly. I didn’t give him an opportunity to attend my lectures 
or to socialize with me. He recalled that he had recently met me at a restaurant 
and that I had nodded, but did not offer to share my table with him. Again I as- 
sured him that if it were true that I had willfully rejected him, he had a right to 
be angty. However, the nature of the therapeutic situation was such that any 
social contact might interfere with an opportunity to work out his problems. 

For several sessions, we talked back and forth in this manner. I was aware 
of the fact that the patient was trying to goad me into acting in an angry, re- 
criminatory way, paralleling his father’s reactions. Were I to have responded in 
this way, he probably would have left therapy, convinced that I was an arbitrary, 
hostile person. Or he would have submitted himself and then developed a de- 
pendent, compliant attitude with a continuance of his symptoms. The upshot of 
our talks was a recognition of his projection into our relationship of attitudes he 
had about his father which had conditioned his general feeling toward authority. 
His ability to challenge my reaction, to vent his hostility, to understand that his 
reactions were carry-overs of earlier patterns, without encountering counter-hos- 
tility enabled him successfully to work through his problem in therapy. 


Exploring Trends and Patterns 


ONCE AN IMPORTANT TREND OR PATTERN IS IDENTIFIED, THE THERAPIST 
should attempt its exploration in as elaborate detail as possible. The relationship 
of the trend to other aspects of the psychic life, and a study of the conflicts it 
engenders, may be investigated by focusing the patient’s attention on, and elicit- 
ing detailed associations to every trend manifestation. In the course of doing this, 
the therapist should attempt to citcumscribe the subject coverage so as to prevent 
rambling. Where the patient is permitted to bounce along from topic to topic, he 
will pursue a course of least opposition, veering away from pockets of anxiety. 
This, a manifestation of resistance, is partly without conscious design and must 
be combatted in the interest of making more rapid progress. A certain amount 
of rambling is, of course, inevitable, but where it takes the patient too far afield 
from the subject under inquiry, he should be brought back to it. 

The immediate preoccupation of the patient may cover such diverse areas 
as disagreeable symptoms, a general state of unhappiness or boredom, daily hap- 
penings and events, obligations, hopes, ambitions, important past incidents, ex- 
periments with parents and siblings, current interpersonal relationships, fantasies, 
dreams, attitudes toward therapy, and feelings about the therapist. 

Eventually, each of these areas will be explored in detail; however, the 
learning process will be enhanced where every session is organized around an 
important theme. Thus we may, during one session, work on the patient's sexual 
problems, since these seem all embracing to him. Or, if he is preoccupied with a 
fear of being exploited or hurt in an interpersonal relationship, this may consti- 
tute the area of investigation. Actually, all of the patient's difficulties are interre- 
lated. Consideration of one element will of necessity eventually involve others. 
For instance, in dealing with his sexual life, our discovery of masochistic impulses 
will bring out attitudes toward males, females, authority figures, compeers, 
subordinate persons, parents and children. Working through his sexual problem 
will of necessity also involve a resolution of interpersonal distortions. Conversely, 
if we focus on problems with authority, with subordinates, with parents and 
other persons, the individual’s sexual relationships will inevitably come up for 
inquiry. 

Where a number of trends simultaneously occupy the mind of the patient, 
a more effective use of the session may often be accomplished by a selection of 
areas according to the priority rating indicated in chapter 15, The Conduct of 
the Psychotherapeutic Interview. 
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Generally, however, the matter of selection poses no problems for the 
therapist because important trends or patterns are sufficiently intense to warrant 
their consideration as a primary focus for exploration. 

Experience will readily confirm the fact that any pattern under exploration 
has tendrils that permeate many facets of the patient’s personality. Constant ex- 
ploration eventually brings the patient to an awareness of the implications and 
contradictions of his way of life, and to a recognition of how he fosters the very 
difficulties of which he is so intolerant. Insight into the fact that his responses to 
people are not justified by present-day reality is an important step in the process 
of getting well. As mechanisms of defense are exposed, and resistances are re- 
solved, the patient becomes increasingly motivated toward experimenting with 
life on new terms; he becomes more and more capable of mastering the anxieties 
that have conditioned his customary reactions. Life no longer is regarded as a 
mere arena of past happenings. Situations and relationships are reevaluated in 
the light of existing reality. 

To illustrate, we may consider the case of a married woman of thirty-two, 
with two children, four and two years of age. The reasons for her coming to 
therapy were spells of excessive tension, attacks of anxiety, obsessional fears of 
her children dying, and periodic bouts of violent scrubbing of her hands, which 
had become progressively worse during the past two years. During the first 
phase of therapy, the patient readily established a working relationship and 
accepted without too great resistance the structuring of the therapeutic situation. 

A great deal of her concern during the ensuing treatment sessions was with 
her marriage. From its very onset she had become aware of great boredom in her 
role as housewife. A successful buyer in a large department store, she had given 
up her position as soon as she had become pregnant. Whereas previously she 
had enjoyed considerable standing as a buyer, she now had very little status as a 
mother, In addition, her husband’s salary did not permit of liberties in spending. 
She was, in fact, forced to conserve in order to budget the family funds. This im- 
posed a great strain on her. Since she had never experienced neurotic symptoms 
prior to her marriage, she assumed that they were caused by the responsibilities 
of being a mother, of having no distinction as a wife, and of needing to operate 
with restricted funds. My comment to these statements was that while hardships 
undoubtedly had existed, it was likely that she was responding to her situation 
with certain attitudes and feelings that might bear examination. 

Enjoined to observe her reactions to various life happenings, the patient 
began to make certain connections as illustrated in the following fragment of an 
interview: 

Pt, I had a bad few days last week. Everything got on my nerves. Betty (she 
patient's older child) came down with a bad cold and I was tied down more than 
ever. The scrubbing returned, and I was more upset than ever. 

Th. I see. 

Pt, And on Wednesday I began thinking. (laughs) The funniest thing happened. 
I was working in the kitchen and suddenly I got that awful feeling. It came on me 
like a squirmy wave. I got scared and tense and the muscles back here (strokes the 
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muscles in the back of her neck) got tight and my head filled up as if I had a tight 
bandage around, and queasy feelings in the pit of my stomach. 

Th. Mm hmm. 

Pt. And there was something else that happened. I knew something was bothering 
me and I just didn’t know what. 

Th. Mm hmm. 

Pt. Something bothering me. It’s like something I had to do, supposed to do. It 
was such a frustrating feeling. (pause) 

Th. A frustrating feeling, as if you just couldn't grasp what was going on? 

Pt. Yes, just like that. So out of desperation, I guess, I turned on the radio. The 
first thing was one of those breakfast Mr. and Mrs. programs. They were bantering 
back and forth, and I detected a snide attitude toward the woman. This made me 
boil. And all of a sudden the thing flashed in mind. It came to me that I promised 
my husband that I'd buy him several pairs of socks a week ago. I've been putting it 
off, and putting it off, and not thinking of it. When I'd go out, it wouldn’t occur to 
me to get the socks until I'd remember when I got home. (laughs) 

Th. (smiles) You suspected something was going on inside of you? 

Pr. I knew it. As I was listening to the program, it came to me. I suddenly got 
mad, furious and said, “Darn him, why doesn’t he buy socks for himself? Why should 
I do his dirty work?” (laughs) 

Th. You resented his making this demand on you? 

Pt. (laughs) No question about that. My next thought (laughs) .. . it was, 
“Damn him, why doesn’t he buy socks for himself. Why do I have to do all the dirty 
work around here, He wants and expects me to be a slave, just tidy up the place and 
get nowheres.” I thought of him in his nice comfortable office. Then I thought of how 
wonderful I felt when I was working. At least I felt appreciated and didn’t get the 
constant criticism I get now. 

Th. This must really burn you up. 

Pt. I suppose marriage is a sacrifice. I do love the children. I don’t know what 
they’d do if I went back to work, But it’s the noise, noise, the howling of the kids and 
the criticism of my husband. 

Th. When you were working, you felt you were doing something significant that 
gave you status. 

Pt. You know, doctor, I sometimes feel as if I was absolutely crazy to give up 
my job. I don’t know what I imagined marriage was going to be like. 

Th. And it turned out to be something where you have to take care of howling 
kids and buy socks for your husband. 

Pt. You know, as soon as I had these thoughts I got very mad. I screamed. out 
loud, “Why doesn’t he buy the socks himself.” I had a picture of him (/aughs) this 
is silly . . . slipping on, (Jawghs) slipping on a banana peel and turning a half 
somersault in the air, I started laughing. Doctor, do I want him to break his neck? 
When this all happened I noticed that I felt better. My headache went away and the 
stiffness in the neck. [Apparently, realization and acknowledgment of her hostility, 
removed the necessity for its repression and its conversion into symptoms.} 

Th. Now what do you think this was all about? [testing her insight} 

Pt, 1 know you have been hinting to me that there must be reasons for the state 
I'm in. I get very mad at things all the time. Most of the time I’m on fire in here. 
(points to stomach) 

Th. But you haven't been too aware of how angry you've been. 


414 THE TECHNIQUE OF PSYCHOTHERAPY 


Pt. I just began to realize it because after this happened and I still felt mad, I 
called my husband and asked him to pick the socks he wanted himself. I told him to 
get them himself. Just like that, I did. 

Th, What did he say? 

Pt. (laughs) He said O.K. 

Th, O.K., nothing more? 

Pt. No, he wasn’t upset or mean or angry. 

Th, Did you expect him to be angry? 

Pt. Why, of course. You know, doctor, I must be scared to death of my husband 


to act the way I do. 

Th. Maybe you're scared of your own anger too? [a cautious interpretation} 

Pt, I don’t know. I just feel as if this whole thing is mysterious—what happened 
to me. [The patient rejects this interpretation temporarily. Later she advances it her- 
self, having accepted its implications. | 

Observation of her responses to varied situations and interpersonal relation- 
ships, brought the patient to an awareness of attitudes, and impulses that mobil- 
ized anxiety and generated symptoms. Hostility toward her husband and children 
had been so repressed that she was only tangentially aware of its manifestations. 
The recited episode of the radio was an indication that she was attempting to 
understand and to come to grips with her basic problems. The quarrel between 
the radio breakfast couple had apparently exposed her own unexpressed feelings 
about her husband. Further exploration of her resentment at being asked 
to do a menial chore for her husband, opened up a channel to her feelings about 
the role she played as a woman, a wife and a mother. 

In later interviews, the patient brought up more fantasies which included 
the accidental crushing of her husband by a truck while crossing the street, the 
untimely death of both of her children with a virulent strain of pneumonia, the 
winning of a radio prize of fifty thousand dollars with which she purchased a 
prosperous business, and, upon the demise of her husband, marriage to a gallant, 
soft-spoken “sweet” man with qualities antithetical to those of her husband. 
Hitherto she had paid little attention to her fantasies, their connection with 
deeper conflictual sources being unknown to her. But appreciating that there 
were reasons for her fantasies as well as symptoms, she alerted herself to 
possible meanings. 

Although she had been, to some extent, aware of her unhappiness as a 
housewife, she was not cognizant of how deeply she resented this role. Exploring 
her resistances to the awareness of her hostility, however, enabled her to focus 
on her right to experience and to express spontaneous feelings. As expected, this 
constituted an assault on her repressions and mobilized guilt and some anxiety. 
The patient recited incidents when she was unable to assert herself. However, 
she also described situations when she was capable of taking a forceful and even 
aggressive stand. It became apparent that under circumstances when she was in a 
subordinate position, she became submissive, passive, afraid and unable to ex- 
press aggression. Under other conditions, where she was dominant, “in charge 
of things,” and “on top of the heap,” she could be expressive and even cruel. 
As a buyer in a prominent store, she had enjoyed prestige, the respect of her 
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associates, and a considerable amount of power. She had felt free and had been 
able to stand up for her rights whenever crossed. Indeed she had gotten the 
reputation of being a “strong woman.” The obvious delight in her voice as she 
recalled her exploits as a buyer was in contrast to the hopeless, apathetic manner 
with which she discussed her present life experiences. When this fact was 
brought out, she agreed that the discrepancy was indicative of what she secretly 
might be wishing—a return to the security she had had as a buyer. 

The patient recalled her feelings of defeat in the past when, as a girl, she 
was barred from games by the boys in her neighborhood. She had always wanted 
to be a boy and she deeply resented being “hemmed in” as a girl. Toward a 
younger brother she evinced great envy, and she recalled with guilt having been 
envious of his possession of a penis. Shamefully, she admitted that she had 
anticipated as a child being changed into a boy, and in her dreams as an adult, she 
sometimes pictured herself as a man. While working as a buyer, she remarked, 
she donned attire of mannish style which gave her “a wonderful sense of 
freedom.” 

An illustrative dream indicating some of these trends was the following: 


I see myself on a veranda. Everything seems shoddy and strange. I am in the 
house with my mother. I see an animal like a rat in the kitchen on a mirror. It is 
small like an embryo. It makes me sick. Then I see a manly woman with a man on 
the veranda and am frightfully jealous. 


Associations to the dream made it apparent that she conceived of her life 
with her mother (and perhaps on a transference level her relationship with me) 
as shoddy and weakening. The rat embryo was a reflection of her debased infan- 
tile feminine self. The manly woman who could appropriate and manage a male 
was the other aspect of herself that she cherished. 

Much of the material during this period of treatment concerned itself with 
her relationships with her parents and her younger brother. Her mother, she 
felt, was a cold, rejecting person who gave her little love and acceptance. Her 
father was a detached, harsh, puritanical individual who spent little time with 
her, and with whom she never developed a feeling of closeness. Her brother re- 
mained, until recent years, a source of envy and concern. On the one hand, she 
felt resentment toward him; on the other hand, she felt strongly attracted to him 
physically. She never believed that she was respected as a person by any member 
of her family. For instance, she recalled with bitterness how all efforts to express 
aggression or to resist the demands of her parents were met with violence. 
During her entire childhood she was reminded of her stubborn, recalcitrant 
nature; she was told that she had uncontrollable rages which had to be dealt with 
severely. 

This information was utilized during interviews to facilitate inquiry into the 
genetic origin of her resentment at being a woman, and into the defenses she 
employed against expressing hostility. To show any hostility when she felt her- 
self to be in a subordinate role threatened her with the same feeling of- loss of 
love and punishment that she had experienced as a child in relation to her par- 
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ents. To stand up for her rights, and to express aggression, meant that she was 
“bad,” unloved and unlovable. She equated this with being a woman. On the 
other hand, when she was in command of a situation, “on top of things,” and 
dominant, she identified herself with males, she felt invulnerable and capable 
of expressing aggression. 

Gradually, the patient could see how she extended these feelings into her 
environment, and how she responded to every aspect of her life situation with 
attitudes rooted in past misinterpretations. For example, some of her dreams re- 
flected a desire to be married to the husband of her best friend. Her associations 
revealed great envy of her friend for being wedded to a passive man who al- 
lowed himself to be domineered by a woman. In her relationship with me, too, 
she began to express basic patterns. Encouraged to verbalize her feelings, she 
expostulated attitudes of envy and resentment. On one occasion she remarked 
angrily: “It makes me furious to come here and see you sit comfortably on your 
behind all day in a nice soft chair, and collect a nice fat fee. I’ve got to struggle 
in the kitchen all day and do scut work for nothing. I catch myself thinking, 
‘Who does he think he is, telling me, what to do?’ But I know you don’t order 
me around.” Focusing on our relationship, the patient was able to appreciate her 
competitiveness with me, which was of a quality similar to that which she had 
sustained with her father and brother. 

Her ability to express hostility toward me without encountering retaliatory 
punishment, enabled her to bring up more and more undistorted manifestations 
of her conflict. Murder wishes toward her husband and children, homosexual 
impulses, desires to repudiate her femininity and to become masculine, prostitu- 
tion wishes, compulsions to soil and many other impulses were verbalized and 
explored. 


CASE ILLUSTRATION 


The process of exploring a trend may be illustrated by a fragment of a 
session with a patient suffering from a psychophysiologic bladder disorder, who, 
coming late for the session, exhibited strong tension and anxiety. The ramifica- 
tions of a compulsive need to please others are investigated. 


Th. You appear to be greatly upset by coming late. I wonder why. 

Pt. It’s that I don’t like to come late. I have a feeling you will look down on me 
and find me out to be an unreliable person. As if you would be displeased with me for 
not coming on time. [Tis suggests a trend related to feelings of being accepted by 
authority, as well as doubts about his capacity to “please.” | 

Th. What might I do if I were displeased? [exploring the trend by asking 
questions} 

Pt. You could show your displeasure by acting, say cold, like father did. Even 
possibly you might not continue treating me. [introducing one genetic determinant of 
his reaction and an association of the therapist with his father} 

Th. I see. {I could focus on his relationship with his father at this point, but 
decide instead to let him associate at random.} 
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Pt. And a feeling of good performance comes into it. I want to be an ideal pa- 
tient (laughs) someone who is on time, someone who cooperates and becomes suc- 
cessfully analyzed. [This may be another aspect of wanting to be a “good” boy.) 

Th. In other words, you have to please. [interpreting | 

Pt. Yeah. 

Th. Even if it means getting well to please? 

Pt. That would be an interesting motive to get well—to please somebody. But I 
know what you're saying, that I might do it because I have a need to please everybody. 
(pause) 

Th. Everybody? 

Pt. Yes. You know, when I first started coming here, I didn’t know what I was 
doing, like needing to please every woman that came along, to do things for them. 

Th, Do you think you still do that? 

Pt. (pause) Why . . . yes, I find myself doing that automatically, without think- 
ing. It’s still a very important thing with me. In that sense I’m getting a satisfaction out 
of pleasing them, But I find lately that it's more irksome than before. I’m getting a 
little more selfish than before. I suppose it’s good, or isn’t it? 

Th. You don't sound convinced. [challenging the patient's conviction that he 
is doing a “good” thing} 

Pt. (laughs) Well, you know I don’t realize I'm doing something to please some- 
one until I begin to think what I did. Then I get mad. [The thought comes to me that 
hostility generated by his constant need to please may be responsible for his psycho- 
somatic symptoms. | 

Th, There must be a reason why you need to please others. [focusing the pa- 
tient’s attention on the purpose of his trend} 

Pt, I don't know why I have to do it. 

Th. Well, suppose you start thinking about why anybody should want con- 
stantly to please and not to offend. [more focusing} 

Pt. I can see that I feel I have no worth as a person, except in pleasing people. 
I mean that’s what it seems to resolve itself down to. [While this is probably correct, 
the patient is not yet aware of the implications of what he is saying, and of the con- 
nections of the trend to please with other important aspects of bis personality. | 

Th. And if you have no worth as a person, unless you please somebody, what 
do you think happens when you please somebody ? 

Pt. I achieve, I get some worth. 

Th. And if you do please someone, how would you feel about that person after 
you please? 

Pt. Resentment, I suppose. 

Th. Well, how do you feel, I mean what has your experience been? 

Pr. I've noticed that often I kick myself afterward, feel I'm a “heeler” and have 
to toe the mark, Then I start not wanting to see the person. This holds true with my 
wife too. A wall falls in between the two of us, I just feel nothing toward her 
for days afterward. [The patient is aware of his detachment which, an important part 
of bis character structure, seems to be a defense against further encroachment, as well 
as a manifestation of hostility.) 

Th. Mm hmm. 

Pt. It’s a very complex problem because, after all, people do like you for your 


qualities. They can’t just like you really for nothing, and they can’t like you for being 
a bastard unless they’re sadistic, I mean masochistic, really. If these women, for ex- 
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ample, like me the way I am, they must like me because I am the way I am. People 
have liked me. I would say that with most of the people I come in contact with, I'm 
fairly well-liked. It must be because of the way I am. [The patient seems to be de- 
fending his character traits.} 

Th. Which is what? 

Pt. Which is a pleasant guy. 

Th. You mean they like you because you please? That you go out of your way 
to please? 

Pt. I guess so. 

Th. You mentioned that if you don’t please, then you might be a bastard. People 
couldn't like a bastard. Does it follow that, if you don't supposedly please people, 
you have to be a bastard? Or that you just reject, repudiate, and act sadistic toward 
people if you don’t please? 

Pi. No, except that that’s easier to do than to reach the happy medium, I sup- 
pose, 

Th. Do you feel that you might have impulses to be a bastard and not to please 
and just be sadistic toward people? [exploring possible sadistic traits} 

Pt, I don’t consciously, but Jesus, I must be trying to cover up something. rll 
show my resentments in disguised ways. I can be very brusque in the office. If people 
come in to see me when I’m busy, and I don’t want to see them, instead of saying— 
being pleasant about it—sorry, but I’m busy today, come back another time, I convey 
a feeling to them, I know it, that I don’t want to see them. And I wish to hell they'd 
get out of there. But it’s not done in an open way, it’s a compromise, I suppose. I 
can honestly say that consciously I have no destructive feelings at all, to speak of, 
unless something occurs and my temper might flare up, I used to have . . . when I 
was a kid I threw a hammer at my cousin, But I must have had some display of 
temper at one time, but it’s gone. I actually don’t like other people trying to please 
me. If someone wants to do something for me, a favor of some kind, I don’t like it, 
I don't want them to. Now why, I don’t know. I never examined why. [The patient 
is aware of contradictions in his trends.| 

Th, There must be a reason why you don’t want people to do favors for you, or 
to do things for you. 

Pt. Maybe it implies that I, I’m not worthy of being done a favor, and that 
there are strings attached to favors, 

Th. What may happen if you accept a favor from a person? 

Pt. I feel that I’m putting them out in some way, and I don’t want to put them 
out. “Why are you doing this for me?” I say. 

Th. You distrust their motives? 

Pt, Well, 1 know that I never liked to take anything from my father. He used 
to be pretty generous in a material way, always used to bring me toys when I was 
young, and presents, usually the best that he could get. Then there was money. From 
the time I was in high school and college I remember feeling uncomfortable when 
he gave me the money. So I’m not sure whether it’s a feeling that I was unworthy of 
getting the money. Maybe unconsciously my feelings were so destructive that by taking 
anything from him I compromised, I don’t know. 

Th, All right, what might other reasons be for not wanting to accept things from 
people? For example, have instances occurred where you felt uncomfortable or turned 
down offers of a person wanting to please you or to do things for you? 

Pt. Well, for example, my girl wanted to see me yesterday, and I wanted to 
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see her, but it involved her coming in, making a special trip. And there was a chance, 
that I couldn’t see her. I felt that it wasn't fair of me to ask her to come in and she 
didn’t insist on it. I felt under those circumstances it would be unfair and hurtful to 
her. 

Th. That you might hurt her? You didn't want to be hurtful to her. You felt 
it would be ungracious and aggressive of you? 

Pt. It would be an unpleasant experience for her, and she would do all this for 
me and get nothing out of it. I don’t like people to take trouble from me. i 

Th. Have people taken trouble from you at any time in the past? 

Pt. I guess when they took trouble, they let me know that they took trouble. 
(pause) 

Th. Who? 

Pt. My mother. (pause) 

Th. What did she do? 

Pt, Well, she always would say, for example: “Now be a good boy, because you 
have such a good father. Your father is so good to you, he gets you all these things.” 

Th. He pleases you, therefore you have to be good to him? 

Pt. Yeah, 

Th. And under what circumstances would you be angry at father? [Z decide to 
explore his relationships with his parents to see if the trend we are working on goes 
back to his childhood.} 

Pt. They’d be damned scarce. 

Th. In other words, did she convey to you the idea that because your father did 
things for you, you'd better not be mad at him? There was no reason why you should 
be angry at him? 

Pt. Well, I don’t know if she particularly conveyed to me that there was no 
reason, but she implied that even if I had a reason, I wasn’t justified. He was my 
father and he did all these things for me. In fact, she conveyed that she did things 
for me too, and it was trouble for her that she did them for me. She gave the im- 
pression that she loved me, but she let me know that she went through a lot of trouble 
for me. She happens to be a very selfish person, but that was the impression that I 
had when I was young. So maybe I'm afraid that I don’t really want to do anything 
for anybody, that if they do a favor for me, then I have to do something for them. 
You have a payment, almost, to make. And paying would be much against what 
I really feel. And all these years I've been going on pleasing people with, I guess, 
a very strong resentment against it. But the other extreme of not ever pleasing any- 
body is just as bad. 

Th. Isn't it possible that the problem in your not being able to accept things 
from people, is that there might be strings tied to the acceptance? They'd be pleasing 
you, but you would also have to please them back. You wouldn't be able to stand up 
for your rights; you wouldn’t be able to fight with them if necessary, or feel resent- 
ment toward them, if it was justified, It’s as if they tried to buy you off and you 
couldn’t maintain your independence. [This is a tentative interpretation. | 

Pt, If I take a favor, yes. And I don't like to ask people to do anything for me. 

Th. Is it also possible then, that your not being able to take things from people 
means to you the ability to maintain your freedom and to express your feelings of re- 
sentment? If that’s so, you might also try to keep their resentment at bay by doing 
things for them. Then they won’t be angry at you. Is that possible? [more interpreta- 


tion} 
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Pt. That’s very true. Yeah, Particularly exemplified in these women. I don't like 
scenes, I don’t like resentment shown. I don’t like anger shown at me, and if I see 
them, I see them often so that they won't get nasty, and they won't say anything. So 
it becomes a double-faceted thing, doesn’t it. To gain acceptance and also to do away 
with any resentment or aggressions that they might have. [The patient shows here a 
good capacity to make a connection between several important tendencies. } 

Th. What happens when you are exposed to aggression or resentment? How do 
you react then? 

Pt, I don’t like it at all. It’s a feeling that there is no strength inside of me to 
withstand it. I must be wrong. I guess that’s another part of the problem. And, of 
course, the more significant the people are, the more important it would be to me. 
I guess with my girl, for example, I don’t like it; but I don’t get any anxiety feel- 
ings. I guess I throw a kind of shield up around myself, separate myself from her 
when she does get to show resentment. And maybe I feel a little stronger inside, a 
little more worth while now. I feel that she’s wrong in many cases. I never felt really, 
that anyone was wrong, as far as I was concerned. I could always see their side of the 
picture very clearly. One time, just before I went to California, I'd been working for 
my uncle. Some people in his business quit and he wanted me to come back, and I 
didn’t want to come back. To me the work had ceased to be important and we had 
quite a to-do, He was very angry with me and caused me a lot of anxiety. I wanted to 
go back, but my girl was on the other side. “Don’t do it,” she said, “take your 
vacation.” That sort of thing. But I disliked intensely the fact that he was angry at 
me. I couldn't feel that he was right. I think that I might feel a different way today 
in such a situation. I’m sure I wouldn’t have the reaction I had then, but the reaction 
I had then was a very, very anxious one. I couldn't be right; I should go back to work; 
he’s mad at me, my uncle, and that sort of thing. 


The Uncovering of Unconscious Material 


THE BRINGING OF THE PATIENT TO AWARENESS OF CERTAIN ASPECTS OF 
his unconscious is an integral part of all insight therapy. Where treatment is 
geared toward reeducative goals, this uncovering process need not be too ambi- 
tious. On the other hand, the achievement of reconstructive goals may require 
extensive exposure of segments of the inner psychic life which have been isolated 
from consciousness by repression, and which serve as actual or potential sources 
of conflict. 

The “depth” of exploration of repressed conflictual foci will vary accord- 
ing to the needs of the patient. It is doubtful that a total divulgence of uncon- 
scious material is ever required. Nor is it possible, through the use of any of the 
techniques known today—focused interviewing, free association, dream and 
fantasy interpretation, exploration of transference, hypnoanalysis, narcoanalysis, 
art therapy and play therapy—to uncover the unconscious completely. There are 
some repressions that seem to remain insoluble in the face of the most skilled 
therapeutic handling. Fortunately, however, most people may be helped suffi- 
ciently through the gaining of insight into merely some of their unconscious 
conflicts. 

Among repressed and repudiated aspects of psychic activity are fears and 
fantasies associated with the various bodily functions, particularly eating, excte- 
tion, and sexuality. There are hostile and destructive impulses directed toward 
other persons and toward the self. There are traumatic memories and experiences 
too painful to be recalled in consciousness. There are incestuous desires and other 
unresolved Oedipal elements. There are impulses toward sadism, masochism, 
voyeurism, exhibitionism and homosexuality. There are such normal strivings as 
desires for love, companionship, recognition, self-esteem, independence, and 
creative self-fulfillment, which have developed incompletely, or, for anxiety 
reasons, been abandoned. There ate, in addition, rejected neurotic drives for 
affection, dependence, superiority, dominance, ambition, power, and detach- 
ment, as well as the conflicts that these drives initiate. 

The individual, while often partially aware of his unconscious strivings, 
usually does not understand their meaning ot how they act to create his symptoms. 
For example, he may know that he has had certain damaging experiences, and 
that he has tried to banish from his mind some painful events in his life; yet he 
does not fully appreciate the important hold they have on him. He may be aware 
of murderous aggression or perverse sexual impulses, and he may feel repulsed 
by these. However, the determining influence that such impulses have on his 
behavior is outside the range of his understanding. He may, from time to time, 
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realize how his character drives operate; for instance, he may recognize how de- 
pendent he is in one or another relationship, but he may not know how depend- 
ency acts as a key motif of his life. He does not understand the extent to which it 
saps his self-esteem and renders him helpless and without energy. Nor does he 
see how it clashes with such coexistent drives as those for independence and 
power, generating tension and anxiety. ’ 

The specific psychic elements that are repressed are dependent upon the 
unique experiences of the individual. Any aspect of feeling or thinking or 
behaving may be subject to repression if it conflicts with social standards, as 
transmitted to the patient by the parent through disciplines. These injunctions, 
incorporated into the superego, continue to exert pressure on the person. In our 
culture such impulses as sexuality, hostility and assertiveness are particularly 
subject to repression. Also commonly repudiated are impulses toward depend- 
ency and passivity, as well as compulsive drives for power and independence. 

In spite of deflection from the mainstream of the individual’s thinking, 
repressed material may gain access to awareness in the form of highly symbolized 
and distorted derivatives. It is through detection and translation of such deriva- 
tives that awareness of the deeper content becomes possible. 


THE SYMBOLISM OF THE UNCONSCIOUS 


Thus, the patient’s dreams, fantasies, free associations, symptoms and be- 
havioral tendencies may reflect extremely primitive or childish symbols. Often, 
expression is couched in terms of various organ functions. Simple activities, such 
as sucking, eating, excreting, and sexual functioning may represent a host of 
attitudes and strivings. The form of expression may seem bizarre, senseless, and 
without rational design. A need for security and dependency may thus appear as 
a desire to suck the breast, penis or nipple. All parts of the body, including the 
genital organs, may be implemented in this sucking process. Dependency may 
also be expressed by fantasies of cannibalistic incorporation of a real or nonexist- 
ent person. The amalgamation may be achieved by other means, as by entering 
the body of the person through any of the various orifices, by sexual intercourse, 
or by changing into a phallus and being sucked up into the vagina and womb. 
There may be a peculiar extension in which the person on whom the subject 
wishes to depend is identified with the fecal mass, with resultant overvaluation 
of excretory products and activities. 

Hostile attitudes toward women may be represented by the biting and 
destroying of a female figure, or of a woman’s body contents, breasts, or nipples, 
of of a fantasied penis within her abdomen. This attack may be attempted with 
the mouth, anus, of penis, or with excretory products. Destructive feelings 
toward males may be symbolized by impulses to castrate, or to devour or incor- 
porate the penis or the body conceived as a penis. Fantasies of eating or of ex- 
pelling loved or hated persons in the form of feces may occur. 

Guilt feelings and fears of retaliation may be symbolized by fantasies of 
being eaten of castrated by devouring animals, ghouls, monsters, or witches, of 
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being absorbed into a vagina for purposes of destruction, of being attacked by a 
male sexual organ, a female organ, or an imagined intravaginal penis. There may 
be fears of being penetrated anally by the penis of a strong man, or of being 
injured and killed by feces. A loss of aggressiveness and intactness may be 
designated by a fear of castration; this in males may be accompanied by repara- 
tive attempts, and in females by a denial of the fact that there is no penis, or by 
frenzied attempts to secure one in fantasy from a paternal, fraternal, or maternal 
person in whose body a penis may be imagined to exist. 

Phallic symbolism is extraordinarily common in unconscious ideation. Some 
persons are more prone than others to use it to express basic needs and attitudes. 
Sexuality here becomes a magical short cut to close relationships with people and 
the nucleus around which the individual’s thoughts and symptoms are oriented. 

Possession of an intact male organ is frequently utilized to represent a 
sense of aggressiveness and power. It may become the symbol of the chief values 
and goals in life. Strivings for strength, activity, and dominance may thus be 
symbolized unconsciously by a desire for a penis in a female, who may believe 
that possession of a penis would be a magical solution for all her problems, in- 
cluding the fear of functioning as a female. The same impulses may also bring 
about a wish for a larger and more powerful penis in a male. Submission, pas- 
sivity, and subordination may be signified in a woman by the lack of a penis, 
and in a man by desires for breasts, castration and homosexuality. Where 
security is sought through dependency and subordination, castration may also be 
a goal which is usually countered by a desire for activity and a fear of castration. 


FORGOTTEN MEMORIES AND EXPERIENCES 


In the course of exploring the unconscious, the patient is apt to revive 
experiences in his past that have been traumatic to him. Forgotten memories may 
be remembered of which the patient may have been relatively or completely 
unaware. The importance of this material constantly comes up for appraisal. 

There are those who believe that the recall of forgotten traumatic incidents 
in the developmental history is essential for cure in reconstructive therapy, since 
repressed memories are fountainheads of conflict. A criterion of cure set by Freud 
was a removal of the amnesia of the third and fourth years, and a recovery of 
memories during this period that are associated with the patient’s neurosis. There 
are other authorities who tend to disagree with this standard, believing that 
therapy, focused on immediate interpersonal relationships, can change person- 
ality without the need for probing into the past. 

The mechanism associated with the repression of early experiences is or- 
ganized around the need to avoid anxiety. In early childhood, inimical happen- 
ings are extremely traumatic. One reason for this is that the child feels relatively 
helpless in a world, the manifestations of which are a constant source of mystery 
to him. Relations between cause and effect are indeterminate, and he is menaced 
by many inscrutable events over which he has no control. One way of coping 
with childhood anxieties is to project them in the form of phobias. Another way 
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of dealing with anxiety that threatens to overwhelm the immature ego is through 
processes of repression and dissociation. These phobic and repressive defenses 
continue to function far beyond the period of childhood, and the ego reacts to 
the original traumatic events as if it still were too weak and too vulnerable to 
deal with them. This is possibly the reason why many adults feel that there is 
something buried deep within themselves so terrifying that they cannot bear 
to bring it up. 

An important question is whether early traumatic experiences are univer- 
sally damaging. It is difficult to provide a complete answer to this question. All 
children undergo traumatic experiences of one sort or another during the period 
of socialization. A cataclysmic happening, however, can bring the effects of 
minor experiences to a head and can embody the accumulated emotions of all 
past inimical events. 

Traumatic experiences in early childhood thus act upon a sensitized soil at 
a time when ego resources are relatively limited. Often these experiences, when 
uncovered, appear so insignificant that one might doubt their potency in evoking 
such disproportionate emotional responses. Yet, if one considers that the trau- 
matic experience is a condensation of a series of damaging events, and that it 
comes to stand symbolically for all of them, one may appreciate that it can be 
greatly overvalued. 

Asa general rule, early traumatic experiences are of two types. In one type, 
the events are so devastating or destructive that no child could be expected to 
cope with them. This occurs where the child is severely injured physically, or 
witnesses an incident so horrible that the experience takes away his security. The 
other type of traumatic experience can in no way be considered extraordinary, 
since it is part of the normal growth process. Growing up involves the capacity 
to abandon narcissistic and omnipotent strivings, to tolerate frustration, to chan- 
nelize aggression into socially accepted outlets, to control sexual impulses, and 
to develop independence and self-assertiveness. In the course of his develop- 
ment, the child is subjected to many frustrations that involve abandonment of 
selfish strivings in favor of those that will bring him into cooperative relation- 
ships with the group. Most children are capable of handling such frustrations 
without too great difficulty. However, an insecure child, and particularly one 
who has been rejected and denied legitimate demands for love and support, will 
be so overwhelmed by feelings of helplessness that he will be unable to tolerate 
frustration and to withstand traumatic experiences that are a usual component of 
growing up. Such an individual is likely to react catastrophically to relatively 
normal hardships as are imposed on every child. In him certain events like the 
birth of a sibling, the discovery of the genital difference between the sexes, the 
witnessing of parental intercourse (“primal scene”) or exposure to any 
bloodshed and cruelty, may mobilize inordinate anxiety. 

The insecure child may feel so threatened by rejection or punishment that 
he will find it necessary to repress such impulses as hostility toward his parents 
and siblings, masturbatory desires, sexual curiosities, and sttivings for mastery, 
independence and self-assertion. The repression of these impulses involves much 
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experiment. The child for a long time defies the parents, even at the risk of 
incurring retaliatory punishment. Gradually, however, he may yield to parental 
discipline. Frequently repression occurs dramatically following a particularly 
traumatic incident that convinces the child that danger can be real. For instance, 
an insecure child who retains within himself certain rebellious tendencies may 
witness the flogging of a dog that has done something to offend its master. He 
may be frightened by this brutal treatment, and he may unconsciously identify 
himself with the animal, fearing that he will be injured in the same way if he 
persists in defying his parents. The result may be a phobia in regard to dogs, the 
dynamic purpose of which is to insulate himself against fear of his own aggres- 
sive impulses. The event comes to constitute a traumatic experience that may be 
repressed in an effort to avoid any reminder of pain. The dog phobia will never- 
theless persist, aiding the repressive process. 

During later life, too, even in adulthood, intensely traumatic experiences 
may shock the organism into a revival of the mechanism of repression. This move 
is motivated by a need to ward off a threat to the ego. There are no better 
examples of this than those seen in the neuroses of war in which traumatic in- 
cidents may be blotted from the mind. 

In the course of therapy, the recovery of repressed traumatic experiences 
may ameliorate or dissipate certain symptoms, especially those that serve the 
function of keeping these memories repressed. Many compulsions, obsessions, 
and conversion symptoms fall into this category. The most dramatic results occur 
in simple conditioned fears and in amnesias of recent origin such as hysterical 
amnesias, trauma of the skull, and exposure to unbearable stresses like those 
during disasters and war. Where the personality is relatively intact, and the indi- 
vidual has, prior to the traumatic event, functioned satisfactorily in his interper- 
sonal relationships, the recall of forgotten events may restore the previous status. 

Theoretically, all symptoms have an historical origin. It may be argued that 
were we capable of probing deeply enough into the past, of penetrating the 
myriad conditionings, of reviewing every stimulus that ever invaded the senses 
and every idea that entered the mind, of peering into all influences, pleasurable 
and inimical that have impinged on the patient, we might be able to demonstrate 
to him how each of his symptoms came into being. This task, however, is im- 
possible, for many vital early experiences that have molded the personality are 
not accessible to recall, having occurred prior to the phase of mnemonic accessi- 
bility, or having been subjected to a practically impenetrable sealing off process 
of repression. In spite of a most extensive analysis one is able to recapture only a 
fragment of the total of life experiences. Even where we have not laid out for 
ourselves so ambitious a task, and are satisfied with reviewing the most important 
experiences in the patient’s development, we find these so numerous as to defy 
recapitulation. 

However, to indulge our imagination, we may conjure up a situation in 
which we track down the origin of each of the patient’s symptoms. Having done 
this, we should probably find, in most cases, that the symptoms themselves would 
not vanish. The expectation that recovery of traumatic experiences will in- 
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variably produce an amelioration or cure of the patient's neurosis is founded on a 
faulty theoretic promise. Even though the individual’s character structure is in 
large measure developed from the bedrock of past experiences and conditionings, 
and even though damage of his personality has resulted from untoward happen- 
ings in his early interpersonal relationships, it does not follow that a recall of 
these experiences will correct the existing condition. 

As an analogy, we may consider a focus of infection that operates in- 
sidiously over a period of years. The original source of the individual's physical 
disability is this infective focus, but by the time it is discovered, it has already 
influenced other bodily structures. It may have produced kidney damage or acted 
as a stimulus of secondary foci of infection. The removal of the primary focus 
will leave the body still suffering from the effects of the original infection, and 
it will be essential to cure these secondary effects before the patient can be pro- 
nounced cured. A single catastrophic experience or a series of harmful experi- 
ences can likewise act as a focus, engendering in an insecute person the convic- 
tion that the world is menacing and that the people in it are not to be trusted. 
The experience may influence him in forming decisive attitudes and reaction pat- 
terns. By the time he enters adulthood, however, his manner of dealing with his 
conflicts will have been structuralized into behavior so ingrained that the recall 
of the original trauma will have little effect upon his habitual responses. Therapy 
will involve tedious reeducation and reconditioning long after the recall of the 
initial traumatic memories. 

Often during therapy a patient may recover the memory of a forgotten trau- 
matic happening, and through this recall he may experience considerable abre- 
action. He may even liberate himself from certain associated symptoms. How- 
ever, the essential difficulty will probably remain. The patient will still be in- 
secure, The circumstances that sensitized him to the original traumatic scene will 
continue to plague him in his daily interpersonal relationships. The essential task 
in therapy, therefore, would seem to lie not only in recovery of early traumatic 
experiences, but also in ascertaining the reasons why the experiences became so 
catastrophic as to necessitate repression. 

It must always be remembered that a neurosis is not a fortuitous happening 
dependent exclusively upon early traumatic events. It is rather a form of adapta- 
tion to, and defense against a world that is regarded by the child and later by 
the adult as potentially hostile and menacing. Current reaction patterns and 
attitudes, while derived from past experiences, are not an automatic repetition 
of infantile modes in an adult setting. They are forms of behavior motivated by 
a desire to escape helplessness, to gratify vital needs, and to allay tension, anxiety 
and hostility. The individual reacts to the present with characterologic machinery 
that is rooted in his past experiences; but his present-day problems are the im- 
mediate result of conflicts deriving from demands, fears and resentments that 
arise also from his current interpersonal relationships. 

Overemphasis on the part played by the past may produce certain unfortu- 
nate effects during therapy. The patient may utilize his inimical childhood ex- 
periences as a justification for his neurosis and for resistance to change. His 
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therapy may bog down in a compulsive historical review of his past, a definite 
cleavage developing to isolate it from the present. Some patients who have 
familiarized themselves with early theories of psychoanalysis are led to believe 
that awareness of their past conditionings will magically dissolve their problems 
and reintegrate them in their dealings with the world. Consequently, the analysis 
becomes a stereotyped search for an illusory pot of gold at the end of a mnemonic 
rainbow. 

While an exclusive preoccupation with the past imposes definite limitations 
in therapy, one must not be won over to the fallacious notion that the historical 
experience can be entirely meaningless. Tendencies in this direction are apparent 
in certain present-day insight therapies, and foster a concentration on relatively 
superficial material. There is in this approach a dichotomization of the personal- 
ity, as though the individual had two parts—an important present, and a past 
that has little bearing upon prevailing attitudes, values and goals. 

Knowledge of the historical roots of a disorder is in itself not sufficient to 
produce cure, but it is of tremendous value in establishing continuity in the in- 
dividual’s life, from infancy to adulthood. It points to weakness and sensitivity 
of the ego at the time of a particularly traumatic experience. It demonstrates how 
repetitive happenings in the present are a reflection of the same problems that 
existed in childhood. Of particular therapeutic benefit is the ability of the ego 
to withstand the emotions liberated by the recall of early traumatic incidents. The 
neurotic individual often has little respect for himself because he has to yield 
to his fear of the past. To be able to master this fear, and to tolerate the anxiety 
that previously caused him to cringe, has an enhancing effect on ego strength. 

The relationship with the therapist acts as an important tool in the recall 
of buried memories. In the transference the patient will be stirred up emotionally 
and will experience attitudes and impulses that have a potent effect in reviving 
mnemonic prototypes of what he is undergoing in the present. The transference 
will frequently touch off patterns that cannot be uprooted by any other method. 

During therapy the patient may, however, for some reason be incapable of 
remembering any traumatic experiences. This failure need not necessarily block 
the therapeutic process, and important changes in the dynamic structure of the 
personality can occur with little recall of the past. Interpretation of the 
transference and the establishing of an unambivalent relationship with the ther- 
apist may enable the individual to function on better terms with himself and 
with others. It is possible also that he may give up infantile defenses without 
recalling the specific traumatic memories or experiences that inspired them. 

On the other hand, analysis of the transference, and interpretation of 
dreams, free associations, and material elicited through interviewing, may, in 
themselves, fail to produce change. The patient seems to be stymied by a stub- 
born amnesia relating to vast segments of his childhood or later life. The in- 
ability to recall vital situations of the past may represent resistance to accepting 
the implications of certain drives and defenses as they reveal themselves in the 


relationship with the therapist. 
Obdurate resistance to recall frequently constitutes a means of avoiding 
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anxiety of a sort that initially fostered the repression. In some patients it serves 
to retain the secondary gain inherent in their neurosis. The amnesia affecting 
recall may be so stubborn that even the most concerted effort will fail to bring 
the repressed material to the surface. Where, with extensive probing the pa- 
tient is unable to recover damaging traumatic experiences—although one is 
reasonably certain that such experiences have occurred—it is probable that the 
amnesia protects the ego from anxiety that it would be unable to handle if the 
experiences were recalled. Here the reasonable ego is still too weak to absorb 
anxiety and to reconsider the experience in a factual light. The ability to recall 
early traumatic experiences, and to reevaluate them, requires considerable ego 
strength. In a number of conditions, for example hysterical disorders, sufficient 
ego intactness exists so as to make possible the handling of fears and conflicts 
associated with an inimical past. In these ailments the recovery of repressed ex- 
periences may suffice to produce a cure of specific symptoms. 

In other conditions, however, such as certain personality disorders and 
psychoses, the ego is so vulnerable and weak that it cannot tolerate either the 
repressed memories or their implications. Therapy may fail to break down the 
resistances to recall, or the traumatic experience may be remembered with a 
peculiar dissociation of its emotional content. The forgotten event may be re- 
membered as a vague experience without emotional implication, what is recalled 
being enough to satisfy the rational demands of the individual. The damaging 
emotions and the significance of the experience itself are, however, repressed. 
The individual reacts to devastating childhood incidents or fantasies in an apa- 
thetic manner, as if they were somehow detached from himself. There is no 
abreactive process. It is almost as though the patient, by his recall, seeks to fulfill 
a dual purpose; first, to retain the good will of the therapist by remembering 
things, and, second, to hold on to his resistance by repressing the emotional 
meaning of the traumatic event. 

Failure to uncover buried memories may be due to the fact that therapy has 
not bolstered the ego to a point where it can absorb the anxiety liberated by 
the recall of early experiences. 


HYPNOTIC RECALL OF FORGOTTEN MEMORIES 


In some cases, hypnosis may uproot unconscious memories. One may ques- 
tion the efficacy of such a process, for it is axiomatic that a premature confronta- 
tion of the ego with unconscious material merely serves to create anxiety and to 
enhance resistance. Yet hypnosis need not have this effect, providing the recall 
is adroitly handled. Instead of battering down the patient’s resistances by forc- 
ing him to remember things, it is best to give him full freedom to recall when 
he feels himself able to handle his memories. During deep hypnosis the patient 
may be told that there are certain experiences and memories that are quite im- 
portant, and that, because of their painful nature, they have been forgotten. He 
may be assured that it is not necessary to remember all details of such memories 
at once, but that he will be able to reveal and to tolerate isolated fragments of 
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these memories and experiences as time goes on. Under the influence of such 
suggestions the patient will bring out those elements of a forgotten memory or 
experience that he can tolerate, and as he becomes stronger and realizes that he 
is not injured by the recall, more and more material will be available to him, 
until finally he can reconstruct the fragments into a consistent whole. 

Piecemeal recovery of a forgotten memory or conflict may be furthered by 
employing such techniques as dream induction, automatic writing, regression and 
revivification, dramatics, drawing and mirror gazing. The evidence elicited by 
all these procedures may make the meaning of the experience increasingly clear 
to the patient. As a general rule, the implications of the memory will not be 
accepted by the patient until he himself realizes its importance and presents the 
interpretation as a product of his own efforts and conviction. Reconstructing 
the patient's memory for him in the waking state, from material uncovered dur- 
ing hypnosis, may rob the recall of its therapeutic effect. 

One of the best methods of handling material which is recalled in hypnosis 
is to instruct the patient to forget a revived memory until he feels that he is con- 
vinced of the truth of the memory and understands it thoroughly. It may be 
weeks before the patient is capable of bringing up portions of the material spon- 
taneously, with corresponding insight. Even where the patient recalls in the 
waking state memories recovered in a recent hypnotic session, he will usually 
be unable to integrate their meaning until his ego has had time to prepare itself. 


THE HANDLING OF UNCONSCIOUS MATERIAL 


The actual handling of derivatives of the unconscious depends upon the 
projected goals in treatment. In supportive therapy, one may totally disregard 
unconscious outpourings. In reeducative therapy, the more manifest eruptions 
are selected for exploration. Thus, immediate character distortions and the sur- 
face conflicts these initiate may be a chief focus. The less manifest, more re- 
pressed aspects of the unconscious, are usually deliberately avoided. In recon- 
structive therapy, various strata may be explored, from topical spontaneous un- 
conscious manifestations to those that are so deeply repressed that they require 
mobilization through the dissolution of repressive barriers. 

Among the techniques employed to stir up unconscious activity and to re- 
move repression are: employing a passive role in the therapeutic relationship; 
focusing on dreams, fantasies, past experiences and early relationships with 
parents; increasing the frequency of sessions; and using the couch position and 
free association, These activities may lead to a transference neurosis. Sometimes 
narcoanalysis, hypnoanalysis, art analysis and play analysis are utilized as ad- 
juncts for the probing of unconscious material. Of all measures, the provocation 
of a transference neurosis is perhaps most effective. 

Unless the therapist is trained to do reconstructive psychotherapy, it is un- 
wise and even dangerous to stir up unconscious material. Explosive forces may 
be liberated by a lifting of repressions with which the untrained therapist may 
be incapable of coping. Where, in the course of supportive or reeducative 
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therapy, disturbing unconscious material spontaneously appears, the therapist 
may strive to help repression by avoiding discussion of the material, by dealing 
with it reassuringly, by focusing the interview on reality matters, and by the use 
of greater activity in the relationship. 

There ate a number of ways in which unconscious feelings and attitudes 
can be expediently brought to the patient's attention. Some activities employed 
during interviewing are: restating, reflecting and interpreting whenever the 
therapist recognizes an unconscious trend in the patient's verbalizations, dreams, 
fantasies, slips of speech, free associations or transference reactions. These ac- 
tivities at first register themselves only minimally on the patient's mind, since 
acknowledgment of unconscious trends is laden with much anxiety. Incredulity 
or polite acceptance without conviction may mark the first reactions of the patient 
to the disclosures. 

As has been indicated, a patient may be helped to accept repudiated aspects 
of his psyche by the recollection of early traumatic experiences and memories. 
The realization that he has been repressing traumatic memories, and the under- 
standing of their symbolic significance may provide him with a wedge with 
which he can penetrate into his unconscious conflicts and gain insight into their 
significance. 

In presenting interpretations to the patient, it may be important to recast 
the wording of early memories or experiences in the very terms utilized by the 
patient, even though these parallel the expressions used by him as a child. 


CASE ILLUSTRATIONS 
Example 1: 


The following excerpt illustrates the verbalization in transference of un- 
conscious sexual impulses on the part of a male patient toward his father. The 
material was expressed explosively with great anxiety, following a prolonged 
period of silence. This is from a session in which free association was employed. 


Pt. My God. I feel I’m in love with you. I can’t break away from you, but I want 
to come, I want to come here every day. 

Th, Every day? 

Pt. I'm afraid of you. You are so high and I am so low. I'm afraid of my feelings 
for you. Oh, God, as I talk I think of your penis. It’s in my mouth. Oh, oh . . . it 
makes me afraid. It makes me so afraid . . . oh, oh. [The patient seems to be in a 
transference neurosis.} 

Th. Why? 

Pt, You'te so big and I’m so little. I’m down on the floor. Oh God, I’m fright- 
ened . . . oh, oh. I’m afraid you'll stick it up. This is awful. Please don’t. I have 
to do what you want me to do. I want you to put me down on the floor. I want you 
to be powerful like my father. I want you to tell me what to do. I want to love you 
and I want you to love me. I don’t want you to hurt me or kill me. 

Th. You feel I may hurt you? 

Pt. I know this isn’t real, but I have a feeling you are my father. I want to reach 
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out and grab my father. He is sitting there, gentle and strong. I want to scream and 
cry. I want you to come to me, Father, come to me! Please come to me! I want you 
to kiss me and hold me close. Everything is whirling around. I can’t stand it, I see 
myself nude. You are standing over me. Oh, God, please give it to me. 

Th, What is it that you want? 

Pt, Don’t get near. Oh God, don’t kill me. I'll do anything you say. I feel 
so little when I talk. I’m afraid to be big. I can’t be the same as you. I don’t want 
to, I don’t want to. (cries) I don’t want to . . . no, no, no. (cries) 

Th, Why don’t you want to? 

Pt. I don’t want to grow up. I can’t fight like the other boys. I never could. I love 
you. I want to wear your suit, but I can’t wear it. I can’t touch it, anything you wear. 
(continues crying and then begins to act more cheerful) 

Th. Well, how do you feel now? 

Pt. God, that was a horrible experience. It was like I was a little boy again. I 
can’t understand why I said the things I said. I remember father, He never let me 
do anything. I always thought I hated him and was afraid to do anything, not even 
shovel the snow. He acted like he always had to be the boss. Kind of hard on me, 
I can see it now. I always felt that I never wanted to grow up; I wanted to be a little 
boy. Maybe I wanted to be punished because I felt guilty about not liking my father. 
Even now, when I am near him, I am afraid he will hit me. He goes into such a rage. 
I wonder what would happen if I hit him back. I felt the same way about you, but 
I never realized these sexual feelings. It scares me to think about that. (pause) 

Th. It scares you? 

Pt. It’s funny I never wanted you to touch me. It scares me. It scared me suddenly 
to realize I want you to treat me like a woman. On the other hand, I want you to touch 
me. I was afraid for father to touch me. Maybe I felt the same way toward him as 
toward you. This whole thing must be some way connected with my fear of homo- 
sexuality. 

Th, And with fantasies about your father, 

Pt. I just remembered a dream I had last night. I'm at home, the house we had 
when I was little. There is a bed against the wall. Father is there in the room. He is 
undressing. I wonder if he is approaching me. I’m in bed. There is a funny excite- 
ment, repulsion and fear. His body is big. It has a nauseating smell. His penis is 
enormous, enormous, big and red, fearful. I feel repelled by his body. I know he 
wants to stick his penis up my rectum. This I realize will kill me. I grab a gun and 
shoot at him, but it doesn’t go off. I keep firing, but the bullets shoot out a couple 
of inches and fall on the floor. Father comes closer. I want to scream and can’t. I then 
woke up screaming and found I had an ejaculation. 

Th, What do you think this means? 

Pt. It must be connected with what we've been talking about—my fear of women, 
my fear that they'll reject me. I must be scared of being rejected or even killed for my 
interest. 


Example 2: 


The following interview illustrates the use of hypnosis in recovering the 
memory of a traumatic incident, in the form of a “primal scene,” which en- 
gendered an hysterical conversion symptom. The patient, a woman of twenty- 
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eight, came to therapy because of anxiety that was so severe that it absorbed all 
of her attention and energy. It had its inception in a particularly violent quarrel 
with her boy friend, with whom she had expressed growing dissatisfaction. The 
imminence of a rupture in her relationship with her friend caused the patient to 
respond with panic, since she was devoted to the man, and marriage had been 
contemplated in the near future. She was aware of the fact that she was repeat- 
ing a pattern, because all of her relationships with men had terminated in the 
same kind of violent disagreement. During one interview, while working on 
her sexual attitudes, the patient complained of a blurring of vision. She confided 
that this symptom had appeared on certain occasions when she looked into a 
mirror. She then searched the room intently with her eyes, and asked if a mirror 
were present. The following is an excerpt of the recorded interview, during 
which the meaning of her eye symptom becomes apparent. The patient is in a 
waking state at the start of the session. 


Pt. (panic in voice) I have that funny feeling again about a mirror—tooking at 
it, (pause) and everything is blurred. 

Th. You act somewhat upset by this. 

Pt. Everything is upside down. 

Th. Upside down? 

Pt. Not really, but it seems like it. (pause) Do you have a mirror here? I don’t 
see one, but it feels like it. 

Th. What does it feel like? 

Pt. 1... don't... know... An upside down feeling . . . I'm doing 
something with a mirror reflection . . . a reflection. 

Th. Tell me about it. 

Pt, It's like last night. The same thing happened. I was at a friend’s house, think- 
ing of coming here. There was a mirror table in front of the sofa, when I was sitting 
there . . . I looked in the mirror and everything I saw in the mirror began to look 
more real than the women in the room. And I thought, that’s strange, and it looked 
like I could walk right into the room . . . the mirror room. 

Th. Almost as if it were a different world? 

Pt, Well . . . well, it didn’t seem to be upsetting anyhow. (pause) It looked 
very inviting. 

Th. You were not afraid to walk into that mirror room? 

Pt. Now, it looks very frightening, but I have been dreaming about a mirror. 
(pause) 

Th. Tell me more. 

Pt. Upside down, backwards, and all the letters and all . . . (pause) every- 
thing you say—everything has to be read backwards. I used to do mirror writing 
when I was little. 

Th. What about your writing; you say it was mirror writing? 

Pt. Oh! I wrote quite a lot. 

Th. What did you write? 

Pt. Oh, just the way I felt, and whatever I did when I was a child. I sometimes 
would doodle something about a mirror. A mirror of some kind seemed to be on 
my mind. 

Th. You did write about a mirror? 
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Pt. Well, sometimes. 

Th. Do you remember seeing anything unusual in a mirror? 

Pt. I can’t think . . . I can’t remember. 

Th. Maybe I will put a pen in your hand, and we'll see. Let your hand just do 
what it wants. [I try to induce automatic writing in the waking state which may be 
possible in patients suffering from hysterical reactions. This may reveal repressed 
material. } 

Pt. I use the typewriter. 

Th. You can write freehand pretty well, can’t you? 

Pt, I guess so. 

Th. Just let your hand move along as it wishes. Just let it do as it wishes, and 
pay no attention to what it writes. Just put the pen right down, and don’t look at it 
as you talk to me; just let your hand travel along as it wishes. You will notice that 
it will be almost as if an outside force pushes your hand along without paying any 
attention to what your hand writes. Just talk to me. You acted a little bit nervous 
when you walked in here today. 


Pi. Yes. 
Th. Are you any less panicky than you were? 
Pt. Well . . . it isn’t panic exactly. 


Th. What is it then? 

Pt. I don’t know. 

Th. Like something deep down underneath that bothers you? 
Pt, Uh huh. 

Th. Are you now aware of what that something is? 
Pt, Oh! It’s disgusting—something I saw, I guess. 
Th. Something you saw? 

Pt. Uh huh. 

Th. What? 

Pt. I don’t know. 

Th. There was something you saw? 


Pt. Uh huh, 
Th. Put your pen down and maybe your hand will tell us more about what you 


saw—what it actually was that you saw. (The patient's hand scribbles a few words.) 
Can I see that? I mean the sheet you wrote on. Your hand seemed to scribble some- 
thing while we talked. Now let's see what your hand wrote. [The patient responded 
to the suggestion to write automatically. } 

Pt. It says, “You used to have a mirror to write in when you were a girl.” 

Th. You used to write in a mirror? 

Pt. Yes, it was a mirror with a barricade in front of it, and when you put the 
paper down, you couldn’t see what you were writing, but you had to look in the mirror 
and then you could see. That was the mirror writing. 

Th. I see. How old were you then? 

Pt. I guess around eight, seven or eight. 

Th. Around seven or eight? 

Pt. Uh huh. 

Th. It would seem that perhaps around that period of your life something quite 
significant happened to you. 

Pt. Yes, I guess so. 

Th. Do you know what that was? 
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Pt. (pause) I can’t remember. 

Th. Now I would like to have you sit just exactly as you are. [Hypnosis is in- 
duced at this point.} And I want you today to bring your hands up, this way—clasp 
them together closely. I want you to watch them—watch your hands, I am going to 
count from one to five. You are going to notice when I count from one to five that 
your hands will become pressed together, the muscles will stiffen, your hands will 
get tighter, tighter and tighter, so that at the count of five, it will be difficult or im- 
possible for you to open them. Keep gazing at them. One, tight; two, tight, tight; three, 
tighter and tighter; four, ʻas tight as a vise; five, so tight now that when you try to 
separate them, you cannot. (pause) 

You notice now that your eyelids will get very heavy, that they close, they shut, 
they feel as if little steel bands are pulling them together. Your breathing gets deep 
and automatic, and you go into a deep, deep sleep. You are very, very drowsy; you 
are very tired—very, very sleepy, you are going to get drowsier, drowsier and drowsier. 
You are going to fall asleep now, and you will stay asleep until I give you the com- 
mand to awaken. You'll stay asleep until I give you the command to awaken. You 
feel very relaxed. Let your breathing become regular and deep. You feel more com- 
fortable and relaxed. You are very, very sleepy. I am going to unclasp your hands 
now—just like this. I am going to bring them right down to your sides. 

I am going to take this arm and stretch it out in front of you now, and as I do 
this, the arm is going to get very stiff and rigid. The arm will get stiff and heavy and 
rigid, heavy and stiff like a board. I am going to count from one to five. At the count 
of five, the arm will have got so firm, stiff and heavy and rigid, that it will be difficult 
or impossible to bend it. One, firm; two, heavy; three, firmer and firmer; four, just 
as firm and stiff and rigid as a board; five, just as firm and stiff and rigid as a board. 
Notice how stiff it is. The harder you try to bend it, the heavier and stiffer it be- 
comes, until I push it back the other way, and then it loosens up. Bring it down, 
bring your head down this way. Relax yourself and go to sleep. Go to sleep, deeply 
asleep, very deeply asleep. Just relax all over. (pause) 

Now I am going to give you a suggestion that you begin to enter into a deep 
sleep, so deep that you don’t keep anything back from me. I am going to help you to 
a point where you will be able to see what it is that is behind the mirror. (pause) I 
want you to start getting very, very little. I want you to start feeling very, very little. 
Your head is getting smaller, your arms and legs are getting smaller. You are going 
back, back, back to the time when you had that mirror. You are going right back 
to the time of the mirror. Your feet are getting tiny, you are shrinking, you are getting 
little, you are getting very small, you are shrinking, you are getting very, very small, 
you are getting very tiny. You are very, very small and tiny as if you are little 
again, just the way you were then. You are little, you are tiny. How old are you? How 
old are you? 

Pt. Eight. 

Th, You ate eight years old. (Patient appears to be trembling with fear.) Are 
you afraid? You look afraid. Tell me what you are afraid of. What are you afraid 
of? Tell me. 

Pt, (panicky) Of myself. 

Th. Anything else? 

Pt. I don’t know. It’s a secret. 

Th. You ate afraid of yourself, afraid of yourself. Now listen carefully to me. 
I am going to ask you now to make your mind a blank; I am going to ask you now to 
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make your mind a mirror. You are a little girl and you are looking in a mirror. In 
your mind, you will see a letter that will appear in the mirror. Every time when I clap 
my hands together, you will see a letter. It will appear in the mirror. The letters all 
put together, in whatever order they may come, will spell a word. That word holds the 
secret of what frightens you. One, two, three, four, five—watch the mirror. (clap) 

Pt. K. 

Th, K—one, two, three, four, five—watch the mirror. (clap) 

PiE 

Th, F—one, two, three, four, five—watch the mirror. (clap) 

Pt. U. 

Th. Now, when I clap my hands together, see the entire word. 

Pt. F-U-C-K. 

Th. F-U-C-K. Now watch that mirror again—watch that mirror, and when I 
clap my hands together, you will see that secret, you will see that secret. Don’t be afraid 
now . . . One, two, three, four, five. (clap) (pause) Tell me about it. 

Pt. Woman up on top of a man. (Patient is panicky as she talks.) 

Th. Who? (Patient moans in a distressed manner.) You see a woman on top 
of a man. All right now, watch that mirror. Watch that mirror. I am going to clap 
my hands together, and then, all of a sudden, the face of the woman in the mirror 
becomes clear. As soon as I clap my hands together, it will be as if you see the face, 
you see the features. Watch carefully. (clap) 

Pt, Mother, 

Th. Your mother! Now watch carefully. I am going to clap my hands together. 
The minute I do, you will be drawn right into the mirror, and the man’s face will 
become clear. 

Pt. (with fright) My father. 

Th. Your father, Are you afraid? What do you think is happening? 

Pt. I'm afraid. 

Th. Now listen carefully. If this is an actual scene—an actual memory—you 
finally will be able to understand it. Your fear is getting less now; you are beginning 
to get less and less fearful. Don’t be afraid, don’t be afraid. Good. I want you to sit 
here for a while, then I’m going to help you start growing up to your present adult 
age. If you like, you can remember what you saw, remember everything that hap- 
pened, when you awaken. After that, you can talk to me; we can talk this thing out. 
You would like to be well, completely well and unafraid, wouldn’t you? 

Pt. Uh huh. 

Th. Good. In a moment I am going to wake you up. (pause) Now listen care- 
fully to me. When you awaken, I want you to begin talking. Try not to be afraid even 
if you remember an actual memory. If you remember all the details, I want you to 
remember also the reasons you became afraid and had to forget them. I want you, if 
you can, to remember your fears, whatever they were. When you talk to me, the thing 
may come back as it happened, just exactly as it happened with all details. If you re- 
member, tell me exactly how it happened. You have spent your life running away— 
hiding. You may not want to hide now. I am going to count from one to five, and, 
on the count of five, open your eyes suddenly and talk to me rapidly. One, two, three, 
four, five. (patient awakens) How do you feel? 

Pt. (mumbles) 

Th. I can’t hear you. 

Pt. Very funny. 
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Th, Tell me all about it. 

Pt. I don’t know. What shall I do now? 

Th. Do you remember what happened here? 

Pt. Yes. 

Th. What happened? 

Pt. (somewhat fearful) The mirror writing happened . . . and then mother and 
father vanished. 

Th. Are you afraid now? 

Pp. Yes, 

Th. Did you ever see your mother and father together—intimately ? 

Pt. I know I did. It’s all been in the mirror writing. 

Th. Do you recall the incident when you saw your mother and father together ? 

Pt, My father’s dresser with the mirror was next to the door, and that was re- 
flected then. I was outside and I saw it all. [It would seem that the image inspired 
such anxiety in the patient, that she attempted to repress it. Yet the mirror image also 
caused great excitement. The consequence of this conflict was mirror writing and 
blurring of vision. } 

Th, I see. So you stood outside there, and you saw the mirror reflection? 

Pt. I saw mother on top of father. 

Th. So you saw your mother on top of your father? 

Pt, I think so. 

Th. A child, when she perceives these things, thinks of them in different terms 
than an adult. What might you have thought as a child, what could have been going 
through your mind? What do you think was happening? You must have thought 
something. (pause) 

Pt, They keep turning around. 

Th, Do you see the two of them now? 

Pt, Yes, when I close my eyes. 

Th. Do they keep turning around? 

Pt, Yes. 

Th. Describe to me what they do. 

Pt, First father is on top, and then mother is on top now. First mother is on top, 
and then father is on top. (There is fear and excitement in the patient's voice.) 

Th. Now what's happening? 

Pt. Upside down. 

Th. Do you remember the first few weeks when you came to see me? You were 
so upset, you said everything was upside down. 

Pt. Uh huh . . . upside down. 

Th. Perhaps you were excited by what you saw? 

Pt. Yes, yes. 

Th. Do you have any thoughts of upside down? 

Pt, I don't like it upside down. (pause) 

Th. Why? 

Pt, I feel as if it’s been killing me. 

Th. You feel what? 

Pt, As if it’s been killing me. 

Th. What’s been killing you? 

Pt, It isn’t real, like in the mirror. 

Th. Now keep your eyes closed, and when I count from one to five, you will be 
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asleep. [Hypnosis is reintroduced here.| One, go to sleep; two, sleepier and sleepier; 
three, go to sleep, deeply; four, deeply asleep; five, deeply asleep. ( pause) How did 
you feel about your mother, when you saw that thing? What did you think about your 
father when you saw a thing like that? 

Pt, I don't know. [It is possible that the patient has repressed some of her feel- 
ings in relation to this memory.} 

Th. Now listen carefully. I want you to sit there. I am going to count from one 
to five, and then clap my hands together. When I do, you are going to have the same 
emotion that you had when you looked into that mirror, if you actually did look into 
that mirror, You won't be able to keep it back. Just let it come out spontaneously. 
As soon as I clap my hands together, tell me the emotions that you feel. One, two, 
three, four, five, as soon as I clap my hands together, tell me the emotion. (clap) 

Pi, Anger. 

Th. You feel anger? Listen to me now. When I count from one to five, and clap 
my hands together, you will see who it is that you are angry at. One, two, three, four, 
five. (clap) 

Pt. (pause) Mother. 

Th. Mother. You were angry at mother; at what you saw? 

Pt. Yes, but I always try to see backwards. 

Th, Why? 

Pt. I was angry at father, too. She didn’t really want him. 

Th, She didn’t want him? 

Pt. No. 

Th, Why? 

Pt, Mother didn’t seem to want to bother with him, I guess. 

Th. Did you love your father? 

Ps. Yes. 

Th. You did love him? 

Pt. Uh huh, very much, but I stopped loving him. 

Th, What made you stop loving him? How old were you when you stopped lov- 
ing him? 

Pt, I don’t know. Maybe I didn’t love father because of mother. 

Th. Did you feel that you would eventually like to find a man like your father? 

Pt. Oh, I did in my teen age, yes. Father is quick—he used to be very clever and 
funny. Once he got angry with mother, and he didn’t speak to her for a long time. 
He was very jealous, He was very cross with me, 

Th. He was very ctoss with you? 

Pt. Yes, father was, when I started going out with boys. 

Th. He did not like to have you go out with boys? 

Pt. He was always . . . (pause) jealous. 

Th. He was jealous. 

Pt. Yes, he was. 

Th. What was his name? 

Pt. Lewis (laughs). 

Th. Why did you laugh when you said Lewis? 

Pt. ’Cause your name is Lewis. 

Th. ’Cause my name is Lewis? 

Pt. Uh hub. 

Th. Do I in some way resemble your father? 
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Pt. Not very much, I got awfully upset when I saw that mirror thing. 

Th, What sort of person was your father? 

Pt. He was very determined. 

Th. Determined? 

Pt. Uh huh, Maybe I liked him too much. 

Th. Most little girls love their father. Little girls often get infuriated with their 
mother for having father; but they finally decide that they will find a man of their 
own, that they don’t have to have father. 

Pt. Mother was always like that, telling me that too. 

Th. Did she want you to go out with men? 

Pt. Yes, she did (pause), oh, yes; but I think she turned me against them. 

Th. What did she do to turn you against them? 

Pt. Oh, always blazed at me; she’s always blazed at me. I think she really hated 
men. 

Th, She really hated men? 


Pt. Uh huh. 
Th, How did you learn that? 
PRT oe Ds 5 A Pjustfeltit; 


Th. Now I am going to wake you up. When you feel you understand the mean- 
ing of what we have been discussing, you will remember what is necessary. I will 
count from one to five, At the count of five, open your eyes and wake up. One, two, 
three, start waking up, four, five. 


This excerpt has illustrated the use of hypnosis for the recovering of a 
traumatic memory by employing hypnoanalytic techniques of regression and re- 
vivification, along with a counting procedure. These adjuncts are of aid in cir- 
cumyenting repression. Because repression is sponsored by anxiety which the 
patient is yet unable to control in the waking state, she is given a suggestion at 
the end of the session to remember the incident only when she has worked 
through its implications. In this particular case she was able to understand in a 
short while the significance of her mirror fixation and eye symptom, and to in- 
tegrate her reaction to the traumatic scene of childhood. She was also able, with 
further therapy, to resolve her difficulty in her relationships with men. 


40 


Inculcating Insight Through Interpretation 


IN CHAPTER 15, THE CONDUCT OF THE PSYCHOTHERAPEUTIC INTERVIEW, 
a number of techniques have been described by means of which insight may be 
propagated. Among these ate: (1) accenting certain verbalizations; (2) sum- 
marizing what the patient has said in order to coordinate and emphasize specific 
aspects; (3) restating the remarks of the patient to elucidate on situations the 
patient has overlooked; (4) reflecting back to the patient the emotional forces 
behind his utterances; (5) establishing connections between symptoms, feelings 
and inner conflicts; (6) maintaining tension in the interview to stimulate a 
thinking-through of a problem; (7) extending measured support when tension 
threatens to shatter the cognitive functions; and (8) making interpretations by 
which the more unconscious elements of the psyche are brought to the patient’s 
awareness. 

Interpretation as a vehicle for insight is particularly valuable in reconstruc- 
tive psychotherapy, since there is, in this form of treatment, an emphasis on un- 
conscious aspects of mental activity. In the present chapter we shall deal with 
the dynamics and methods of interpretation. 


VARIETIES OF INTERPRETATION 


Interpretation consists of seeing beyond the facade of manifest thinking, 
feeling and behavior, into less obvious meanings and motivations. Involved in 
interpretative activities are different degrees of directiveness. The lowest degree 
consists of waiting for the patient to interpret things for himself, giving him 
as few cues as possible. Next, the patient is enjoined to attempt the interpreta- 
tion of representative experiences. Of greater degree, is a piecing together of 
items of information, and of seemingly unrelated bits, so that certain conclusions 
become apparent to the patient. Leading questions are asked to guide the patient 
to meaningful answers. More directive is the making of interpretations in a 
tentative way, so that the patient feels privileged to accept or reject them as he 
chooses. Finally, the therapist gives the patient strong authoritative interpreta- 
tions, couched in challenging, positive terms. 


1. Helping the Patient to Make His Own Interpretations 


The insights the patient achieves through his own reasoning powers have 
certain advantages over those that are defined by the therapist. Accordingly, 
wherever possible, the therapist works toward stimulating the thinking through 
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of problems by restating the material the patient has verbalized, by summariz- 
ing, by emphasizing important connections, by focusing on pertinent data, by 
asking specific questions, and by arranging cues in such a way that inferences 
will be more easily forthcoming from the patient. Understandably, the patient, 
bewildered by his neurosis, will want the therapist to give him answers to his 
questions. He resents the responsibilities the therapist imposes on him. Partic- 
ularly is he dismayed at the therapist's refusal to make positive pronouncements. 
He may, therefore, require a reason why the therapist does not act as a detective 
who uncovers dramatic facts, but rather assumes the role of an objective helper 
who merely aids the patient to arrive at his own discoveries. As a general rule, 
self-interpretations are possible only where the patient has become sophisticated 
in his understanding of dynamics, and where significant material is not too 
deeply repressed. Interpretations, when they are presented by the therapist, are 
made to dispel resistances to self-understanding, and to remove blocks to learn- 
ing, rather than to apprise the patient of the content of the repressed. However, 
once the patient has made what seems to be a valid interpretation, the therapist 
may elaborate on this. 

In the following excerpt, the patient is helped to an awareness of the pro- 
jection into his present relationships with women of attitudes that he had toward 


his mother. 


Pt. In the presence of women I find myself wanting to please them. I don't know 
why that is. It doesn’t occur with all women. Where a woman has no physical attrac- 
tion to me, it makes no difference; but even there, I try to please them to some ex- 
tent. Physically attractive women I must please. Then I pick up weaknesses in them 
and then feel contemptuous of them. I look for perfectionism in women. But then 
I try to please them. I realize that there is something funny about trying to please 
someone you also have contempt for, but I want them to think I'm a certain kind of 
person. 

Th, A certain kind of person? 

Pt. Yes, I want them to think of me as attractive. Maybe that’s why I have to 
please them. 

Th. How do you feel when women make all the effort in wooing and pleasing 
you? 

Pt. Wonderful, I like that. I get very happy and relaxed. 

Th. But when they aren’t forward? 

Pt. I’ve got to make the passes. 

Th. To get from them something? 

Pt. Yes, to get praise and love from them. 

Th. But when you have to make the effort to get that, you start finding fault 
with them. I wonder why? 

Pt. I want it to be spontaneous. My mother used to do things for me until my 
younger brother was born. Then I felt out of things. But I remember the tantrums 
I had. When I raised hell, I got attention. [He seems to be aware of the fact that 
his tantrums were attention getting devices.| 

Th. You had to make an effort there to get praise and love from her. [emphasiz- 
ing the association} 

Pt. Yes, yes, yes, just like the feelings I get now when I have to force myself on 
someone to get praise from them. [The patient makes a connection with the present.| 
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Th. How did you feel when you did this with your mother? 

Pt. Angry, disgusted, bitter toward her. 

Th. And with these women you try to please? [presentiitg cues to the patient so 
he can come to certain conclusions} 

Pi. Exactly the same. 

Th. So the conclusion is what? 

Pt. That I’m treating other women as if they are my mother, or I want them to 
be my mother. But that’s nuts. But it must be so that I act that way. [This seems to 
be an important insight} 


2. Making Tentative Interpretations 


The presentation to the patient of the therapist's observations, “hunches” 
and conclusions, prefaced by such phrases as “Perhaps,” “It may be,” “Pos- 
sibly,” and “Do you think it’s possible,” is an excellent way of making interpre- 
tations. This allows the therapist to confront the patient with facts in a non- 
authoritarian manner, permitting the patient freedom to accept or to reject the 
interpretation on the basis of his judgment, and without the feeling of having 
offended or contradicted the therapist. This makes for a relationship of coopera- 
tion, in which the patient feels that he is an active participant and that his voice 
carries at least as much weight as that of the therapist. 

A patient comes in to a session with a headache. Through tentative in- 
terpretations she arrives at its source and dynamics. 


Pt, I really feel I’m an ungrateful person. In many ways people have done things 
for me, and I do little in return. At the office, for instance, my boss told me I could 
have an extra week off for vacation this year, with pay. It made me feel good, but 
I was left dissatisfied and I’ve had this headache since. [The patient recognizes the 
irrationality of her having responded with a headache to a thoughtful gesture by her 
employer.) 

Th. What about your feelings about your boss? 

Pt, He’s a wonderful man, energetic, and he knows what he wants. He's really 
gotten places. 

Th. Mm hmm. How do you get along with him? 

Pt. Oh, fine. We get along well. Of course he irritates me sometimes. He acts 
as if he knows everything. But he’s an all right guy. 

Th. But it’s funny you had this headache after the boss gave you an extra week 
off. {exploring the situation that led to her feeling of dissatisfaction} 

Pt. Yes, I did. 

Th. Do you have any idea why? 

Pt. No. 

Th, What does his giving you a week off mean to you? 

Pt, Well, I appreciate it, but I shouldn’t be like that. I always was independent 
and liked to be on my own. My father wanted me to go into medicine, but when 
he died all those plans went out of the window. But I’ve tried to be on my own. 
[This sounds as if the patient interprets her boss's gesture as threatening her in- 
dependence. If she takes something from him she may put herself in his power.} 

Th. Is it possible that you resented your boss’s gesture because it put you more 
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under his power, and threatened your independence? [tentatively interpreting this 
“hunch” } 

Pt, (laughs) It’s more than possible. I don’t like to have people do things for 
me, It makes me feel helpless. I don’t want to owe anybody anything. [She responds 
favorably to the interpretation.} 

Th. So that you might possibly feel that this gesture by your boss took away from 
you an important thing—your independence. [a further tentative interpretation | 

Pt. Well it does, doesn’t it? [This indicates that my “hunch” was correct, since 
she seems to equate the two.} 

Th. You think it does. 

Pt, Don't you? 

Th. There may be other ways of looking at this thing. Because you may need to 
maintain a sense of independence for special reasons, any telationship or situation 
that does anything for you may destroy this security mechanism and arouse resent- 
ment. 

Pt. But isn’t it silly for me to feel that, because I know Mr. Meyers (her boss) 
doesn’t want to take me over. [She recognizes the irrationality of her feelings.} 

Th. Is it possible that you might be afraid that you, deep down, want him to 
take you over, to become dependent on him? {tentative interpretation of her resistance 
to possible dependence on anyone on the basis of a deep desire to be dependent} 

Pt. No, I don’t. I mean I don’t really want to be dependent, (pauses and laughs) 
or maybe I do. (laughs) You know my headache is lifting now and is practically 
gone. [We seem to have hit an important conflict.} 

Th. Do you see the connection between your impulse toward independence, your 
possible striving for dependence, your reaction to your boss, and your headache? 

Pt. Yes, I believe I do. [The patient continues to explore the interrelationship.} 


3. Making Authoritative Interpretations 


Sometimes the repressions of the patient are so intense that they impair his 
capacity for critical thinking. Here the patient may be unable to make connec- 
tions or to arrive at insights through his own efforts, no matter how adroitly 
clues are presented to him. Even tentative interpretations may have little impact 
on the patient. During reconstructive therapy, especially, it is sometimes desir- 
able to employ a bold authoritative approach in offering interpretations. This 
is a deliberate step, calculated to upset the balance between the repressed and 
the repressing forces. The released tensions and anxieties mobilize defensive 
reactions which can then be observed and explored. One of the defensive de- 
vices is a denial of the validity of the interpretation. Eventually, however, the 
patient may work through resistances to its acceptance. 

Because of the anxiety that is apt to be stimulated, authoritative interpreta- 
tions should be made only where there is sufficient frequency of visits to handle 
any disturbed reactions that may occur. As a rule, interpretations of this type 
ate made only when there is some pre-conscious awareness of a pattern. The 
stronger the ego of the patient and the better the working relationship between 
patient and therapist, the more unconscious may the material be with which 
one deals. 
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A patient remarked during a session that a peculiar uneasiness came over 
her recently while in the presence of her husband. This feeling had started 
two weeks previously and had become increasingly intense since then. Through 
an authoritative interpretation she was helped to realize that the basis for her re- 
action was transference toward the therapist, which she had repressed. 


Pt, I have this dead feeling toward Tom. (her husband) I have a feeling he will 
hurt me and beat me. I remember his slapping me when he was drunk a time ago. I 
was badly frightened but furious. I feel I'm wasting my life with him. The whole 
relationship sounds impossible. 

Th. Do you have any positive feelings about Tom? 

Pt, Yes, I’m terribly attracted to him sexually. This type of man is charming, 
but kicks your teeth in. 

Th. Under what conditions does he do this? 

Pt. Whenever I am in any way critical of him. I feel like half a person. I’m afraid 
to say anything critical. [She may feel critical toward her husband and expect counter- 
hostility. } 

Th. Does this fear of being critical relate to other people? [exploring for a 
neurotic pattern} 

Pt. Not everybody. 

Th. How about me? {This is an attempt to see if her critical feeling applies to 
me.} 

Pt. (pause, patient's eyes tear) This is silly. I'm afraid you'll think me silly. 
(cries) [The fact that this emotional reaction is evoked shows that transference may 
be operating. | 

Th. You are afraid to be critical of me. [authoritative interpretation of her re- 
action to the expression of criticism toward me} 

Pt. (continues crying) There have been several things you said that hurt my feel- 
ings. (cries) 

Th. Like what? 

Pt. A long time ago, (cries) when I first came here. I told you I felt I hadn't 
grown up. You said I'd have to grow up to be well. You said it as if you were blaming 
me. I can’t help it if I’m this way. I wouldn’t be here if I was well. [The patient 
has taken something I said out of context, distorted it, and is using it to justify her 
feeling toward me.} 

Th. Did I give you the impression I was critical of you? 

Pt. You sounded like you were. You gave yourself away. I've been afraid to say 
everything that came to my mind since then. Afraid to stir up your anger. (cries) 
{This is good evidence that transference is operating. } 

Th. Perhaps I gave you that impression, but I'm not aware of wanting to criticize 
you in any way. 

Pt, But you did. 

Th. You felt I did. 

Pt. Yes, and this is how everybody has been with me. [Fear of criticism seems 
to be a basic pattern.} 

Th. All your life? 

Pt. Yes, as far back as I can remember. I was never allowed to tell my parents 
what I felt, my disappointments. They hushed me up when I cried for anything. It 
happened with my teachers and it happened with my husband. It's still going on. 
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Th. And it happened with me. 

Pt. (smiles) I’m being awful, I know, feeling like this. I know you don’t intend 
to be like that, but I can’t get confidence to be myself. And if I can’t, I'll never get 
well. 

Th. It is important for you to be yourself and tell me everything you think. Ac- 
tually, I don’t feel critical toward you, but I may give you that impression. As a matter 
of fact, you are injecting feelings in your relations with me that are the same as those 
you had toward your parents. Suppose you think about that. [authoritative interpre- 
tation} 

Pt, (smiles) I feel better talking about it. I expected you to reprimand me. I 
remember when I was eight and played hooky with a girl. [The patient goes on to 
relate an incident for which she was criticized.} 


CONTENT OF INTERPRETATIONS 


Interpretation choices are usually in the following order: 

1. Resistances of any nature, particularly to insight, to the translation of 
insight into action, and to a working relationship with the therapist. 

2. Defense mechanisms of various types—their nature, purpose, mani- 
festations and origin. 

3. Indications of transference, especially those aspects that serve as re- 
sistance. 

4, Personality traits and patterns—their form, expression, purpose, genetic 
origin and contradictions. 

5. Conflicts, impulses, feelings, attitudes and other repressed aspects of the 
psyche of which the patient is at least partially aware. 

6. Current sources of stress and their interaction with personality needs 
and defenses. 

7. Early experiences as revealed by the patient in relation to conflicts, de- 
fense mechanisms, transference and personality patterns. 


INTERPRETIVE ACTIVITIES 


The manner of presentation of interpretations is as important as the con- 
tent. The following points may prove helpful: 

1. The language in which interpretation is couched should be as simple 
as possible, employing terms familiar to the patient. 

2. Most patients integrate short, pointed interpretations rather than elab- 
orate ones. However, certain patients seem to require long intellectual explana- 
tions. Sometimes the use of analogies and illustrations from the problems of 
other people are helpful. Interpretations should, if possible, be related to a 
basic theme. 

3. Too many interpretations or scattered interpretations should be avoided, 
since the patient can learn only a little at a time. 

4. Tentative and even authoritative interpretations should be tactfully pre- 
sented in such a way that the patient has a right to reject or accept them without 
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feeling he is offending the therapist. Under no circumstances should the therapist 
argue with the patient or act chagrined if his interpretations are not accepted. 

5. Before making an interpretation, the therapist must be reasonably con- 
vinced of the verity of his assumptions. To advance an opinion in a hit or miss 
manner, hoping that it will touch something off in the patient, is worse than 
useless. 

6. The timing of interpretation is important. The patient must be pre- 
pared sufficiently for an interpretation so that it does not take him too much by 
surprise, One index of preparation is pre-conscious awareness of a trend or 
pattern. The dynamics of the patient's problem may soon become known to the 
therapist. It may require an enormous amount of restraint to withhold interpre- 
tations until the patient displays a certain amount of insight, thus indicating a 
degree of ego strength favorable to understanding. Interpretations prematurely 
presented to the patient will create resistance, since they act as a warning to the 
ego that its defenses have been penetrated and that a further attack is impending. 

7. Attitudes and beliefs of the patient should never be ridiculed, nor 
should interpretations be made in such a manner that the patient assumes them 
to be accusations, Where attitudes and patterns are to be undermined because 
they wield a pernicious influence on the patient, he may be shown that he has 
been forced to employ these devices as defenses. For instance, a woman com- 
plains that she is never able to keep the interest of men because she is much too 
eager to make an impression on them. She relates an incident in which she 
forcefully attempts to establish a relationship with a new male acquaintance. 
An incorrect interpretation would be: “See what you are doing; you are throw- 
ing yourself at the man.” This interpretation involves an accusation and a moral 
judgment. A better interpretation would be: “Perhaps you are acting too anxious 
here about setting up a relationship.” This poses a problem the patient must 
ponder. 

8. Interpretation is most effective where there is good rapport between 
patient and therapist. Where a patient feels negatively toward the therapist, 
he will usually be unable to accept interpretations. 

9. Some therapists believe that a “terminal interpretation” is useful at the 
end of each session, summarizing the important material of the session. Other 
therapists find no need to employ this procedure. 

In reconstructive therapy, where interpretation of very deep unconscious 
needs and defenses is deemed necessary, special handling will be required. 
Neurotic defenses are elaborated in early life by a weak ego threatened with 
overwhelming anxiety. The mature accretions that later invest the ego may not 
destroy the core of helplessness laid down in childhood. The patient, afraid of 
being overwhelmed by feelings of catastrophic helplessness that once threatened 
to destroy him, will, when an anxiety experience is imminent, attempt to over- 
come the threat by employing the same defenses that protected him originally. 
Logic plays no part in this process. 

The rational approach in dealing with an ego that has swathed itself in im- 
penetrable defenses is through an analysis of resistance. Interpretation of the 
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resistance accomplishes the purpose of confronting the patient with the question 
of what he is defending himself against. This leads to an uncovering of un- 
conscious impulses, fears and conflicts, and opens the way of access to deeper 
and deeper material. The dangerous nature of the material again stimulates 
anxiety and mobilizes further resistances, usually of an unconscious nature. It 
is essential to demonstrate to the individual the manifold disguises that his re- 
sistances may assume, for unconscious resistances can crumble only when their 
conscious derivatives are repeatedly presented to the patient. The interpretation 
of layers of resistance progressively exposes the deepest drives and impulses and 
ultimately leads to original resistances. Only through such work is the patient 
able to appreciate the purpose of his resistance, its historical origin, his active 
participation in maintaining it, and, finally, the unconscious impulses the re- 
sistance is opposing. This permits him to tolerate more and more undisguised 
derivatives of his impulses and eventuates in a gradual recovery of repressed ele- 
ments of the personality. 

How aggressive the attack on the resistances should be, depends upon the 
quantity of anxiety that is present, and upon the ability of the ego to withstand 
the attack. Interpretation of resistances will often produce tension, anxiety and 
hostility. If the patient is already suffering from as much anxiety as he can stand, 
the additional emotional burden may be too difficult for him to bear, and he may 
react with an increase of resistance. In such cases it is essential to proceed more 
cautiously. On the other hand, if the patient manages to repress his anxiety 
through the operation of neurotic defenses, a more aggressive attack on the re- 
sistance will be necessary. This must be undertaken as early as possible in order 
to mobilize anxiety for the purpose of increasing self-observation. 

The technique by which interpretations are presented is also of vital im- 
portance in determining the acceptance of components that the ego is warding 
off. The patient may present evidences of hostility, erotic strivings, castration 
fears and penis envy. To interpret these as such to the patient may accomplish 
little or nothing, As a general rule an interpretation is futile if the patient does 
not have an idea of what is going on. Interpretation will produce no real change 
until the unconscious is represented by pre-conscious material familiar to the 
patient. Consequently, when an unconscious derivative makes its appearance in 
the field of awareness, the patient’s attention may be directed to considering 
what may be behind the derivative. For instance, one patient, while discussing 
his relationship to me in glowing terms, became aware, through my calling his 
attention to it, of the clenching of his fists and the tension of his muscles. At 
first he denied these facts, but as I repeatedly called his attention to his man- 
nerisms, and as I presented him with the possibility that there might be a reason 
why he became tense and clenched his fists, he thereupon became aware of 
hostile feelings. 

It is essential to demonstrate to the patient the connection between his 
symptoms, feelings and attitudes, in order to show him how a purposeful trend 
runs through his life. He must learn that his behavior is not a series of random 
events, but that it has continuity and meaning. He must also realize that his 
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symptoms are not fortuitous and that he is actually bringing about what he be- 
lieves he is experiencing passively. He must become aware of the purpose of his 
evasions, of how he fallaciously draws the past into the present, of what com- 
promises he makes with life, and of the consequences of these compromises on 
his functioning. It is also often essential to trace his symptoms back to their his- 
torical origins. Here the manner in which interpretations are made is also of the 
greatest importance. It matters little how accurate our interpretations may be 
if the patient is unable to understand their meaning and to integrate them within 
himself in the form of insight. 

In tracing genetic origins of drives, defenses and conflicts there is often a 
tendency to interpret present behavior as if it were a mere stereotyped repetition 
of earlier patterns in the relationship with the parents. As a practical matter, this 
type of explanation usually has little effect on the patient. It is true that the in- 
dividual carries over in his character structure attitudes and patterns molded out 
of specific conditionings in his early interpersonal relationships. It is true also 
that he reacts to people as if they were virtually reincarnations of his parents, 
with attitudes, fears, and demands such as he expressed in his early relation- 
ships. However, such a repetitive process does not occur automatically. It is 
dynamically motivated by needs in the individual which are so intense that no 
amount of logic can swerve him from his purpose. To say to the patient that 
he has hostilities or erotic wishes directed toward the therapist, because the latter 
is a symbol of his mother toward whom he once had an erotic urge that was re- 
ptessed, is not really a helpful interpretation. What is essential is that he under- 
stand what motivations underlie the present emergence of hostile or erotic 
feelings toward the therapist. Ultimately, of course, we are concerned with why 
and under what circumstances the patient developed certain attitudes toward his 
parents that have functioned as nuclei of his later interpersonal strivings. Ex- 
plaining to the patient that unresolved strivings in relation to his parents must 
be present, because the therapist is a parental surrogate toward whom he has 
irrational feelings, arouses merely an intellectual acknowledgment without any 
deeper understanding. 

Once we concede that all behavior serves a dynamic purpose, we must at- 
tempt to define the purpose behind the patient’s present behavior. For instance, 
we must discern the reasons why the patient feels erotic in the therapeutic situa- 
tion. In analyzing the motives behind his erotism, we may find that he is becom- 
ing more and more anxious about the therapist and that his erotic feelings con- 
stitute a wish to absorb the latter within himself in order to gain exclusive love 
and support. Or the patient may have become more and more fearful of the 
therapist, and may wish to disarm him by expressing extreme devotion and 
sexual love. 

If the patient acts in a hostile manner toward the therapist, it is not suf- 
ficient to show him that he is using the therapist as a father substitute, creating 
a new childhood situation in the present. It would be more meaningful to dis- 
cover the immediate circumstances associated with the hostility. Thus, the patient 
may feel frustrated by the therapist, for no apparent reason. Upon investigation 
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the therapist may discover that the reason behind the frustrated feeling is a 
secret desire to engage in an extramarital affair, along with a fear that the ther- 
apist will frown on such a venture. 

To interpret the patient's strivings as related to something that is happen- 
ing to him in the present helps provide him with a picture of his interpersonal 
attitudes in operation. It permits him to see how his drives relate to feelings 
that actually have no source in present-day reality. He comes to realize that his 
feelings do not arise out of nowhere and that he is not working with intangibles. 
Eventually he may be able to appreciate how similar impulses operated also in 
his relationships with important persons in the past, and that there too they 
served a vital purpose, of a sort similar to the purpose they serve now. Con- 
siderable activity on the part of the therapist may be necessary, since the patient 
usually has a tremendous amount of resistance to divulging the motives behind 
his feelings. The patient’s drives, neurotic as they are, constitute for him a way 
of life that he may not desire to relinquish. 

One of the tasks of reconstructive psychotherapy may be the recovery of 
important unconscious memories and experiences. The mere revival of forgotten 
traumatic events will not in itself correct the damage that has been done to the 
ego. While it is true that the ego has been rendered weak by inimical childhood 
happenings, other defensive attitudes have also been elaborated on the basis 
of experiences relating to persons and circumstances in the patient's later life. 
Interpersonal reactions are composed of a chain of patterns that show a con- 
tinuity, each link predisposing the individual to later reactions. If the patient is 
to understand how his early inimical experiences relate themselves to his present 
behavior, it is necessary to analyze and to interpret the intermediate links. This 
does not mean a discarding of important deep material that is brought up during 
therapy. It means that the patient himself must be given the task of working 
back from his immediate character patterns and interpersonal attitudes to dis- 
close the connection with the deeper experiences and impulses. 

The proper interpretation of the transference makes it possible to establish 
the connections with these deeper impulses. It must be emphasized again that in 
interpreting the transference, it is not enough to tell the patient that he is acting 
out an irrational striving that has its origin in what happened in his early re- 
lationships with his father, mother or siblings. Such an explanation is interest- 
ing and possibly true, but practically judged it is without therapeutic value. 
What is important is to demonstrate to the patient the reason why such infantile 
reactions persist, and what purpose they serve in the present. 

In a certain number of patients the therapist will be overwhelmed with 
unconscious material while no effort is made by the patient to relate this mate- 
rial to the present malfunctioning. In such persons there is probably a dissocia- 
tion of the past from the present. There may be a minimization of current 
feelings in the desire to conserve the secondary gain derived from the neurosis. 
The outpouring of unconscious material here is somewhat in the nature of a 
confessional. The patient may seek to relieve his sense of guilt and to avoid 
responsibility for his symptoms through the absolution obtained in divulging his 
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past. It is always essential to get the patient to realize that his current problems 
cannot be solved merely by revealing unconscious material. The material must 
be related to what is happening to him in the present. Hidden wishes, conflicts, 
fears, and early traumatic experiences certainly condition the individual's 
habitual behavior patterns, but it is essential to work out with him an under- 
standing of how they manifest themselves in every act and thought in his daily 
life. 

The exploratory process is likely to bring out an enormous amount of sexual 
material, and one may get the impression that the only existing difficulties are 
of a sexual nature. The therapist will certainly be led into a blind alley if he 
takes unconscious symbolisms at their face value. Presentation to the patient of 
raw oral, anal, and phallic material may be very confusing to him, not only be- 
cause he will want to repress the implications of this material, but also because 
the language of the unconscious is inscrutable to his conscious mind. Emerging 
from unconscious strata, it is like foreign speech. The material is, of course, 
valid, but it must always be translated into constructions that are meaningful to 
the patient in terms of his relationship to others. 

It is not enough to demonstrate to a female patient beyond any vestige of 
doubt that unconsciously she desires to possess a penis. It is essential to correlate 
this wish with her envy of men and with her rivalry and destructiveness in re- 
lation to them. It is particularly important to understand what the desire for a 
penis signifies in terms of the current needs of the patient. It may, for example, 
be a means of refuting a fantasy of being irreparably injured, or it may constitute 
a striving for superiority that is rooted in a sense of helplessness. 

Desire for, or fear of castration must also be explored from the standpoint 
of what purpose these strivings serve in the psychic economy. It is not sufficient 
to assume that preoccupation with castration is the mere continuance of an in- 
fantile fear or wish that has never been completely resolved. The persistence of 
such an impulse indicates that it serves some purpose in the present. For ex- 
ample, a castration fear may originate in a current feeling of loss of self, a 
solution for which is sought in strivings for passivity and dependency, which 
ate equated with femininity and castration. Again it must be emphasized that all 
conscious and unconscious behavior is dynamically motivated, and has a definite 


meaning and function. 


RESPONSES TO INTERPRETATION 


Inexperienced therapists, impressed by readings in dynamic psychology, 
often operate under the illusion that they need merely to bring the patient to an 
awareness of his problems for these to come to some kind of dramatic halt. In 
practice this does not happen. Indeed, the effect may be, not an amelioration of 
distress, but its exaggeration. 

The individual's reaction patterns have already been set up in an almost 
reflex way. Many values accrue to his manner of life, no matter how disturbed 
this may be. Knowing that he reacts with certain patterns and appreciating why 


450 THE TECHNIQUE OF PSYCHOTHERAPY 


they exist does not eliminate his need for such patterns. A confronting of the 
patient with interpretations may do nothing more than to create a sense of hope- 
lessness, because the patient feels powerless to inhibit his customary responses. 

The patient’s reactions to interpretations will depend on a number of fac- 
tors, including his intelligence and his capacity to understand the interpretive 
meanings. They are conditioned by how basic his neurotic patterns are to his 
security and self-esteem. The manner in which interpretations are presented, and 
the quality of the existing relationship with the therapist are other important 
items. Any interpretation may seriously unbalance the equilibrium between the 
patient’s defenses and the repressed conflicts. The responses to interpretation 
may, therefore, reflect an upset in homeostasis, and contain customary defensive 
efforts to restore homeostasis as well as experimentation with new and better 
defensive devices. 


1. Acceptance of Interpretations 


Possible signs of acceptance of an interpretation are expressions of sur- 
prise, enthusiasm, relief, excitement, increased flow of associations, and confir- 
mation of the validity of the interpretation. An immediate acceptance does not 
necessarily mean that the patient will continue to subscribe to the accuracy of 
the interpretation or to put it into operation. Indeed, untoward later responses 
may be the consequence of interpretation due to resistances that are set into 
motion by the challenging of primary and secondary neurotic gains and the 
mobilization of anxiety. This is why such phenomena as apathy, depression or 
defiance may follow a successful session during which the patient accepts and 
responds well to interpretations. On the other hand, the acceptance of interpre- 
tations may sponsor a working-through of the particular pattern under explora- 
tion, in the course of which new trends are uncovered, requiring further in- 
terpretation and working-through. 

The ability of a patient to accept an unpalatable interpretation will be pro- 
portionate to his positive response to the therapist. If he trusts the latter, if he is 
convinced of the therapist's good will, if he realizes he has the right to reject 
the interpretive offerings, he will usually be able to tolerate the interpretation 
more readily, without undue transference reactions. Resistance to interpretation 
is most common in the absence of a good working relationship, and is often 
caused by a fear of succumbing to the therapist, of being overwhelmed and 
dominated, and of losing one’s independence. 


2. Stimulation of Tension and Anxiety 


Since interpretation upsets the balance between the repressed and the re- 
pressing forces, it is bound to mobilize anxiety which may express itself in 
nascent form or may release depression, hostility, aggression or psychosomatic 
symptoms. This effect may be desirable where there is little activity in the thera- 
peutic process. Here, interpretation may provoke anxiety which in turn will 
stimulate movement. The arousal of anxiety, however, may not be intended, or, 
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if calculated, the quantity of anxiety may be so great that it threatens the work- 
ing relationship. Here, the therapist will have to stop the investigative process 
temporarily and attempt to stabilize the patient, perhaps using supportive meas- 
ures if the integrative capacities of the patient show signs of shattering. Such 
undue anxiety may be the product of the improper timing of interpretations, 
of the inaccuracy of the interpretive effort, or of the presentation of the interpre- 
tation in an accusatory, belittling or derisive manner. 


3. Rejection of the Validity of the Interpretation 


The immediate rejection of an interpretation may mean that the patient's 
capacities for insight are not yet sufficiently developed, that resistance is being 
mobilized to protect the status quo, or that the interpretation is incorrect. Forms 
of rejection are many, such as outright denial, shifts in the content of verbaliza- 
tions, inability to think, evasions, anger or detachment. More deceptive is a sur- 
face intellectual acknowledgment of the possible accuracy of the interpretation 
with no real emotional conviction. The rejection of an interpretation does not 
preclude its therapeutic effect. There may be an uncalculated absorption of the 
interpretation and an activation of conflicts with a marshalling of defensive 
forces. A delayed reaction occurs here, the working-through process operating 
on an unconscious level, resistance being resolved slowly, with an eventual re- 
structuring of patterns. 


4. Handling Untoward Effects of Interpretation 


If the patient responds to interpretation with anxiety, rage or other disturb- 
ing reactions, he may have to be reassured to offset a deterioration of the working 
relationship. The following excerpts from treatment sessions are suggestive of 
how this may be done. 

Interpretation to a patient of a pattern of destructive aggression toward 
persons with whom the patient became friendly brought this response and reply: 


Pt. I feel ashamed and hopeless when I realize what I've been doing to people. 
I can hardly face myself, but I can’t stop myself. (cries) [The patient may be utilizing 
a masochistic defense here to support survival of his pattern.} 

Th. The fact that you see the problem doesn’t make you bad, or any worse than 
you were before. But in seeing your problem more clearly, your guilt is being aroused 
and you may want to torment yourself. Actually you can do something about your 
problem if you do have a desire to get well. But it will take a little time, and you must 


try not to be impatient. 
Another patient presented the following dream: 


My wife left me, I cried uncontrollably and my mother came in to console me 
and pet me. I wanted consolation and somebody’s sympathy. Then my mother’s face 
changed to that of my wife, but her face had a Roman nose. She wanted sex. She 
wanted to go down on me. I said no, but she insisted and I succumbed. The room 
was filled with people, and as I looked at her she seemed taller. She said, “Don’t 
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forget to get in touch with me. My name is Janet James and I am at the Edison 
Hotel.” Then I overheard a conversation about my wife, Flossie. I heard she was preg- 
nant. I was astonished. I felt it was impossible unless she was unfaithful. 


In his associations the patient interpreted the dream as a need for a mother 
figure in his wife. He expressed disappointment with the mothering his wife 
had given him. When asked to associate to “Janet James,” he remarked that 
James was the name of a boyhood friend with whom there had been mutual 
masturbation. This friend, who had a Roman nose, had written to the patient 
last week saying he planned to visit New York in the fall and requesting that 
the patient make arrangements to meet him. At this point I made a tentative 
interpretation that disappointment with his wife might cause the patient to 
regard with favor an earlier form of relationship with a boy friend. In response 
to this interpretation the patient blanched and complained of panicky feelings. 
An excerpt of the interview follows: 


Pt, Does this mean I want to be homosexual? My God, if that’s true! (Patient 
is obviously upset.) b 

Th. Of course not. You know the mind thinks in symbols. When a person is 
disappointed in his wife, the mind may say, “Oh, the hell with women; maybe a man 
would be better.” (I laugh and the patient rapidly overcomes his panic and laughs 
with me.) [Months later the patient began working on his homosexual impulses.} 


ILLUSTRATIVE CASE MATERIAL 
Example 1: 


The following session illustrates the technique of helping a patient make 
her own interpretations. The patient, a young newspaper woman with a homo- 
sexual problem, with symptoms of frigidity and vaginospasm whenever she at- 
tempted sexual relations with men, translates the meaning of her symptoms from 
her dream symbols. 


Pt, I had a complicated dream last week. The first part concerned a ship in dry- 
dock. It was surrounded on either side by land, but was pointed toward the sea. It 
was being repaired to go out to sea. 

Th. Mm hmm. 

Pt. And the rear end of the ship was like one of the landing ships that were used 
for tanks or something like that. It had sort of a drawbridge drawn down to the 
drydock. 

Th. Mm hmm. 

Pt. And it opened from the bottom of the ship, not from the deck. It opened 
actually into a dry river bed. It had a lot of pebbles and stones, and there’s no vegeta- 
tion around any place. (pause) 

Th. Rather stark and drab. 

Pt. Yeah, and the problem was to get this ship repaired before this enemy army 
arrived and. . . 

Th. There was a war going on? 

Pt. There was a war of some kind going on. And, they were approaching from 
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the other side of the river. When it became apparent that we wouldn’t have time to 
finish getting the ship ready to go to sea, we decided something had better be done 
for defense against the enemy. (pause) 

Th. Mm hmm. 

Pt, And I was more or less in charge of the project and decided that the thing to 
do was to build up the hill on the other side of the dry river. 

Th. As a defense? 

Pt. As a defense and disguise. So that the enemy might be confused, And I was 
in the process of doing it when a man came along, an unidentified person, and said, 
“Well, I think I can do a better job. I have some bulldozers that can build the thing 
up.” So I said, “Fine,” and I didn’t actually see the bulldozers in operation, but 
the hill began to build up. And it had a, a series of sort of turrets on it, made out of 
earth, probably phallic symbols. 

Th. Phallic symbols? 

Pt. Yeah. 

Th. Why do you say that? 

Pt. Well, because of the way they just sort of rose out of the ground. 

Th, I see. You mean their shape? 

Pt. Yeah. And when he got that built up, I saw it was a magnificent job. And then 
I tealized that there was danger of a flood, and asked him what should be done in 
those circumstances about the ship. And he said “Well, we could close all the doors 
and windows on the ship and tie it down to the drydock and just let the water flow 
over it.” 

Th. You mean a flood was about to happen? 

Pt. It was about to happen. 

Th, In addition to the invasion. 

Pt. Yeah. And I asked him about water on the deck, and he said, “Well, that 
happens all the time and there wouldn't be any damage there. So we'd be quite secure 
stdying on the inside of the ship.” The character of the flood was sort of a flash 
flood that would be over in a very short time. We knew that the waters were backed 
up. 

Th. Mm hmm. 

Pt. And we didn’t know whether, whether the flood would hit, but we had to be 
prepared in case it did, Then we went back to the ship, and I couldn’t get the door at 
the rear end to work properly. It wasn’t opened quite far enough. Either someone had, 
had knocked a lever and it had closed a little bit, or a spring had slipped. But it 
wasn’t wide opened, and there were several levers and I was confused as to which 
one to use. I asked the man which one to use, and he told me, and I tried it, and the 
door began to close more, and I said, “Here, I want it opened.” And he said that you 
have to push another lever as well. 


Th. Mm hmm. 
Pt. So I did and the door came on opened. And in that circumstance I felt a little 


helpless, as if I didn’t quite know what it was that I needed to do. 

Th. And this man came along to help you. [The thought occurs to me that the 
man may represent the therapist.) 

Pt. Yeah. And it was the same one who helped build the hill. 

Th. Oh, yes. 

Pt, Then the next dream had to do with a big courtyard, cobblestone courtyard 
with stone buildings around it, European style, completely deserted. And, again, an 
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army was going to make an invasion. And this dream also was very stark. It was like a 
drawing rather than like an actual scene. And a woman came into the courtyard and 
she was sort of an animated cartoon and not a real person. And it could be seen that 
she'd been drawn with charcoal, actually. She came in to the courtyard, obviously 
fleeing the armies. I knew that she was hunting a place to hide, and I knew that there 
was no place really to hide. Well, she went into the ladies room. The door for it was 
on a flat stone wall, and shaped like a Gothic window with the point at the top, very 
narrow, so narrow that you had to turn sideways to get into it. And I knew that she 
was going to be found anyhow, and that when she was found, that all kinds of 
horrible things would happen. Because it was the Communist army that was coming 
in, and she was known as a very active anti-Communist. 

Th. Mm hmm, 

Pt. And it was more as if I were watching a movie that was going on. (pause) 

Th. Mm hmm. Any other elements to the dreams ? 

Pt, I think that’s all. 

Th. Well, now, what associations do you have to those dreams? 

Pt..Well, the first one in the ship, my parents are at sea on a, on a ship now. I 
don’t know whether it has anything to do with them or not. But certainly the ship 
lying in a drydock, again it’s sort of like a vaginal canal. (pause) And it needed 
repair and wasn’t ready to go to sea. Perhaps going to sea, is sallying forth in a, a 
sexual light. 

Th. Mm hmm. 

Pt, And, who the enemy was I don’t know. But it was very stark and very cold 
and, no vegetation of any kind, no real warmth. 

Th. It sounds very bleak. 

Pt. And, the bleak feelings, I think, are the same bleak feelings that I have 
about my sexual life. 

Th. Uh, huh. 

Pt. And about relationships with men. (pause) 

Th. All right, now, what about the bleak feelings that you have about your sexual 
life and relationships with men? And what is there that may have inspired the bleak 
feelings? Do you have any idea? 

Pt. It might have been our discussion the other day about Howard. (Howard is a 
married man with whom the patient started having a sexual affair.) 

Th. Mm hmm. 

Pt, I have feelings of not quite knowing where I stand in the relationship. 

Th. Not knowing where you stand in the relationship with him. 

Pt. No. 

Th. How could that have stirred up the feeling that you were about to be 
attacked ? 

Pt. Gee, I don’t know. 

Th. What else did we talk about the other day? 

Pt. We talked about the, the seduction scene in the “Ways of Love,” which I 
feel is, is a matter of an attack. In fact, it probably means that to me very much. I 
know whenever a pass is made at me, I feel as if it’s, it’s kind of an assault. 

Th. Mm hmm. 

Pt, And, less a compliment than the reverse. And I fi ; i 
against me rather than, than for me. S S a A 

Th. Mm hmm. 
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Pt, And that it’s something I have to fight. 

Th. You're conscious of a feeling of danger when anybody makes a pass at you? 

Pt. Yeah, very much. 

Th. Well, now specifically in terms of what we have been talking about in the 
past couple of weeks, what danger might there be related to facing something you 
pethaps want to face? 

Pt. Yeah. (laughs) The going out and making an acquaintance with a man that 
would come to a satisfactory relationship. [There was evidence that the patient con- 
ceived of a relationship with a married man as safe. Unmarried men frightened her 
since she feared being trapped by them in marriage. } 

Th. Do you think that that could have stirred up the dream? 

Pt. I think it very probably could. I know it could. 

Th. So that in the face of our talking about the necessity of not marking time 
with a safe situation, Howard, and experimenting with unmarried men, there may 
have been anxiety. 

Pt, Yeah. 

Th. Now what could those anxieties be in terms of the dream? 

Pt. Well, I felt that the ship which is, I think, obviously me had to be repaired. 

Th. The ship had to be repaired. It wasn’t yet completely repaired. 

Pt. Yeah, 

Th. And? 

Pt. And the door at the rear end of the, of the ship, I think is certainly a symbol 
of the genital area. 

Th. Mm hmm. 

Pt. And that was where the entrance and exit from the ship were made. It’s 
obvious that it’s in a sexual sense the repairs have to be made, and a feeling that the 
enemy is going to arrive before the repairs are made. 

Th. Mm hmm. 

Pt. Before the ship is really secure, and ready to sail, on the sea itself. 

Th. The enemy being symbolized by the war? 

Pt, Yeah. 

Th. And the actual invading enemy was what? 

Pt. The flood. 

Th. The flood, and in previous dreams water had meant what? 

Pt. It’s a sexual symbol. 

Th. The flood is a sexual symbol. Now here you were then in charge of your- 
self and your own sexual functions, and the feeling was that repairs had not been 
completely made and, as such, you would be vulnerable to attack? 

Pt, Yeah, 

Th, Or to drowning. And you go off on to the shore and procure the help of a 
man. Now what does that bring to your mind? 

Pt, Well, he came up to me and volunteered to help. And my feeling about it 
was one of, uh, I was very happy that he had, because I felt that I needed help. I 
welcomed it. And then when he built up the defenses against the flood and against 
the enemy, I felt that he'd done a very adequate job. 

Th, Mm hmm. 

Pt, And it had given me time, and it had helped to know what to do. You see, 
the flood came along, but still I felt secure. 

Th. But what kind of defenses were they that he had built up? 
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Pt, The phallic. 

Th. Phallic? Now what would that mean in terms of your own defenses? 

Pt. Homosexuality. 

Th. Homosexuality and also masculinity? [The patient had assumed masculine 
attitudes, dress and mannerisms. } 

Pt. Yeah. 

Th. So that in the masculine facade that you might have displayed, there was a 
defensive attitude, wasn’t there? 

Pt. Yes. 

Th. Which might explain perhaps the wearing of the masculine cut clothes, the 
assumption of a kind of masculine role in life. 

Pt. Yeah. 

Th. As a defense against what? 

Pt. Against a pass. (laughter) 

Th. Against a sexual approach by men, against war, against invasion. It seems 
that your mind conceived of masculinity as something behind which you could hide. 

Pt. Yeah. 

Th. All right. Now in the dream the man assures you that you could seal up. 

Pt. Mm hmm, 

Th. What does that remind you of? 

Pi, Mm, of the conversion hysteria, the tightening of the vaginal canal, the 
spasm and pain. 

Th. The tightening of the vaginal canal. The vaginal spasm. The sealing up, and 
also other elements of detachment from men. 

Pt. Yeah, keeping a distance from men. 

Th. That is, keeping a distance, keeping a cloak around yourself, making yourself 
invincible, a fortified city that no man can approach. Not making dates with men, 
keeping away from men, all that as a defense against invasion. All right, now let us 
examine the next part of the dream, that is, the second dream. This involves also a 
war, and you're in an open court and there are many buildings around. There is this 
woman who's playing some kind of a role, she’s drawn into this thing. 

Pt, Mm hmm. 

Th. What is going to happen to her? 

Pt. She’s about to be captured. 

Th. Captured, and what are the horrible things that might happen to her if she is 
captured ? 

Pt. Probably death. 

Th. Death? 

Pt. But torture before. 

Th. Torture and death. Now, in terms of the previous dream, what is the torture 
and death equated with? 

Pt, With sex. 

Th. With sex. 

Pt. Yeah. 

Th. If there is an emotional attitude toward sexuality that equates it with torture 
and death, understandably it would have very little pleasure value for you. 

Pt. Yeah, that’s right, and that’s how it's been. 

Th. And if your feeling toward sex was that emotionally it was like torture and 
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death, well, nobody could blame you for wanting to run away from it. All right, now, 
what did this woman in the dream do to escape? 

Pt. She went into the ladies room. 

Th. The ladies room. She goes into the ladies room thinking this would be her 
sanctuary ? 

Pt. That maybe it would be, but knowing that she probably would be caught 
anyway. 

Th. That was escape into femininity? It was like a church, a Gothic structure? 

Pt. The door was, but yet I think the door was nearer a phallic symbol than a 
church. 

Th, Like a phallic symbol? 

Pt, Yeah, uh huh. It was, it was narrow. She had to go into it sideways, and it was 
twice as high as she was tall. 

Th. I see. What type of symbol would that be? 

Pt. I think a male phallic symbol. 

Th, Male phallic symbol? So that no matter what escape she tried, the outcome 
was inevitable, wasn’t it? 

Pt. Yes. Well, in this dream, I was, I was sort of a spectator and didn’t really 
take part in it, I just watched these things going on. I'd had some fear for my own 
safety, But I seemed to be separated from the dream. I wasn’t really taking part in it. 
[Detachment is one of the patient's characterologic defenses.] 

Th. Yes. 

Pt. And my concern was for this woman who had really stood up and asserted the 
things she believed in. 

Th. Mm hmm. 

Pt. And I felt that she was unjustly going to be caught and tortured. 

Th. Yes. Well, now in terms of your own feelings, how did you feel in the dream? 
Was there anxiety? 

Pt. Um, not so much anxiety as a sort of detached feeling, a feeling that the whole 
thing was going on sort of coldly and relentlessly. 

Th. And you had no way of controlling it? 

Pt. In the, in the first dream I felt that there were some means of control, and in 
the second one I really didn’t have anything to do with the dream, with what went 
on in it. 

Th. Do you think I’m pushing you too hard in therapy? [I ask this question to see 
if the patient feels threatened by what is happening in treatment and to probe for 
transference. } 

Pt. Uh, I don’t feel I’m being pushed too hard. 

Th. Because, in the dream the inevitability that you feel about what is going to 
happen, and the fact that you're helpless in the situation, would seem to indicate that 
maybe if you did get yourself involved with an unmarried man, it would be to please 
me. That old pattern of compliance? 

Pt. Mm hmm. 

Th. The old pattern of not being able to resist. I’m just throwing this out to you 
because it may complicate your feelings for me if you feel yourself pushed into a 
relationship without your wanting it. 

Pt. No, I don’t feel pushed. I think I see the inevitability of it from my own 
standpoint. 
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Th. How? 

Pt. Well, it comes down to a choice between I guess the boat being overcome by 
the flood and closing itself off, and going forth and maybe facing it. A choice be- 
tween having no relationship with a man and having one. 

Th. Mm hmm. 

Pt. Dissociating myself from what's going on or getting into the swing of it. 

Th. In other words, either detaching yourself the way you have previously or 
facing the dangers you've invested in sex. 

Pt, Yeah. 

Th, And in running away from men you would be letting all your sexual emotions 
drain off in a relationship with a woman. 

Pt. Yeah. 

Th. Well, how do you feel about that? I mean, which of these choices do you feel 
you want? 

Pt, Well, I want to make the heterosexual choice. 

Th. You do? 

Pt. Yeah. 

Th. But it may be awfully hard. [anticipating resistance} 

Pt. Yeah, and I, I, I feel that it will be. I feel that I’m going into, I think like 
that second dream, that I’m going into a world that I don’t really have any feelings in. 

Th. Mm hmm. 

Pt. Um, except maybe feelings of torture and fear of death. Um. (pause) I feel 
reluctant to do it. [The patient has good insight into her resistance.} 

Th. Mm hmm. 

Pt. But I feel that, that it has to be done. 

Th. Why do you feel it has to be done? 

Pt, Well, I don’t think I can mature as a person unless I do it. 

Th. Yes. And you really feel that you want to make a try at it? 

Pt, Yeah. 

Th. It may be hard. You may feel as if you're being invaded and may want to run 
away. The emotions certainly are powerful, as the dreams would seem to indicate. They 
might impel you to just break off the relationship, break off therapy, return to the old 
status quo of homosexuality, and all that sort of thing. [Mention of possible setbacks 
helps forestall disappointment if setbacks occur.} 

Pt. No, I don’t think so. (laughs) 

Th. Well, what do you think? 

Pt. I don’t know. I know that T'I], I’ll resist making the relationships. 

Th. Mm hmm. 

Pt. And I anticipate going through anxiety states. 

Th. Mm hmm. 

Pt. As I try to make the relationships. 

Th. Mm hmm. 

Pt, I think that I’ve got enough of a one track mind that I'll stick to it, (laughs) 
until I get it done, by golly. And, I, I feel like I’ve started something, and I feel the 
need to finish it. 

Th. Wanting to get it done is nine-tenths of the battle. The fears and the panicky 
feelings which are so vivid inside, and which you've undoubtedly experienced, or have 
prevented yourself from experiencing by detaching yourself; the hysterical defenses of 
spasm and frigidity, and all that sort of thing, you feel you can begin to handle? 
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Pt. Yeah. 

Th. Now, the intensity of your feeling will probably still be there. You can 
anticipate that you’re going to get scared, because, after all, this is an emotional thing. 
You may not even know where the feelings come from. All you'll feel is a vague kind 
of panicky feeling, or a cold feeling that there’s nothing in sexuality. Or another feel- 
ing may be that in some inscrutable way you may be damaged or hurt in a sexual role. 

Pt. Yeah. 

Th, This isn’t absolutely definite. You may now have the strength and the 
motivation to experiment with men and see just what actually does happen, always 
anticipating the old defenses, which are what? What are your old defenses against 
heterosexuality ? 

Pt. Well, homosexuality mainly. 

Th. Homosexuality. That's one defense, certainly, because it keeps your sexual 
energies drained off, and it keeps you in a dependent relationship, as we've seen. 

Pt. Yes, and the other defenses are there too, the sealing off, vaginal spasm, the 
running away and acting masculine. 

Th, And the whole assumption of a masculine role. Now all these things you may 
find operating insidiously as you begin to function in a heterosexual role. 

Pt, Mm hmm, 

Th. And it may be awfully hard. The temptation to go back to homosexuality 
may be terribly great, because the starker the fields on this side, the more green the 
fields seem across the river. 

Pt, (laughs) Well, I've had sort of flash backs insofar as dreams are concerned, 
and once in a while in terms of conscious feelings, toward homosexuality. I've always 
known that, that it was in relationship with Howard, if I felt helpless, or felt that I 
was being aggressed against, then immediately the homosexual thing would happen. 
It would just sort of be like pushing a button. (laughs) Not only that, but almost as 
if, whenever there was any kind of heterosexual involvement of any kind, that it was 
just like pushing a little button and a picture would come on the screen, 

Th. And the fields may possibly begin to grow and get greener and even abundant 
with vegetation, as experimentation proceeds. With Howard, which was really a break 
in this homosexual pattern, you experienced, at first, pain, and then no pain, but no 
feeling. 

Pt. With Howard I was able to make that break because I felt safe in that rela- 
tionship. I felt very safe in it. 

Th, In what way? 

Pt, Well, a lot because of his attitude. I didn’t feel that he was overly aggressive. 
I didn’t feel that he was possessive. 

Th. Mm hmm. 

Pt. And I didn’t feel that he'd force himself on me when I didn’t want him to. 

Th. Mm hmm. 

Pt. And often when he would come to see me, he would ask me, “Are you busy?” 
or “Do you expect someone else?” or “Is there something else that you had planned 
that I'd be interfering with?” And I always knew that if I said, “Yes, I am busy,” or 
“Yes, I am expecting someone,” he’ d go away. 

Th. I see. So he was not a formidable enemy. 

Pt. No. (laughs) I felt that he was rather cooperative. 

Th. Mm hmm. And that gave you an oppottunity to begin to handle some of your 
anxieties about men. But you may have doubts about other men. You have doubts that 
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they are gentle, or could be handled as easily or that you'd have as many escape routes 
as with Howard. 

Pt. Yeah, well, the escape routes were always there with Howard, and I was 
always conscious that they were there. 

Th. Mm hmm. 

Pt, In fact I pretty well had to be conscious that they were there in order to be 
able to make a relationship with him. 

Th. Yes, after all, he was tied down to a wife, if you ever wanted an escape route. 

Pt, (laughs) Yes, that was true. 

Th. Envisaging a relationship with another person, however, who was not tied 
down, and who would not perhaps be as diffident, and, as he fell in love with you, 
would be more insistent about seeing you when he wanted to see you, this might pro- 
duce a little more anxiety, mightn’t it? 

Pt, I imagine it would. 

Th. Yes. On the other hand, a relationship need not be entirely made up of 
anxiety. There may be some positive values there for you, as you begin to work this 
thing out. 

Pt. I find that in my general relationships with, with men, that their personalities 
come through. Which didn’t happen at all before. Before it was sort of like dealing 
with someone in an animated cartoon. It was a person without personality or life. 

Th, Almost as in the last dream, this woman sort of going through motions like 
an animated cartoon. 

Pt, Yeah, 

Th. Going through a sexual attack perhaps. It'll be very interesting, when you get 
a man who's worthwhile, to begin experimenting to see just whether the feelings still 
duplicate the feelings in the dream. It will be rather interesting to sce that. 

Pt. Well, I felt in the dream that this woman was an admirable person because 
she had stood up for her rights. 

Th. Mm hmm. 

Pt. And my sympathies were with her. 

Th, Yes. 

Pt, She was very aggressed against and helpless in the situation. And the things 
she really stood for were going to be killed, which I think is myself in a heterosexual 
relationship. 

Th. And the things she stood for that were likely to be killed in a heterosexual 
relationship were what? 

Pt, Yeah, my own aggressiveness, my own creativeness and my own plans toward 
my personal life. 

Th. Your creativeness, your aggressiveness, your plans, which are symbolized by 
what? 

Pt. By masculinity. 

Th. By masculinity. And in a feminine role your masculinity is likely to be taken 
from you? 

Pt. Yeah. 

Th. And that which you have cherished so ardently may possibly just be smashed 
to smithereens if you get into a female role. Now that’s a rather dismal concept. 

Pt. I should say it is. 

Th. That creativeness, aggressiveness, productivity, being worthwhile, are so 
equated with masculinity is interesting. It is something we may have to work out very, 
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very carefully, in order to permit you to go on. Because, if it is really true that your 
creativeness and aggressiveness and productivity will be crushed in a female role, 
there is no reason why you should want a female role. But this is a misconception and 
a challenge, Why there has been this equation, what the meaning of it is, are interest- 
ing things we may begin to explore. 


Example 2: 


A man, with a reputable position in the community, allowed himself to 
be picked up by a prostitute. Falling in love violently with this woman, the man 
abandoned his wife and his three children, and, to the horror of his friends, 
took up residence with the prostitute. Of all persons, only his minister was able 
to make enough of an impression on the patient to get him to seek psychotherapy. 
After three months of treatment, the patient, realizing how destructive his be- 
havior was to himself and his family, left the prostitute and returned home. This 
was accomplished without pressure from me. However, I had the feeling that 
the patient felt resentful that therapy had deprived him of a source of intense 
sexual excitement. This anger was not openly expressed, but I intuitively sensed 
it. In the following fragment of a session, the patient presents enough material 
for me to make both tentative and authoritative interpretations of his resentment. 


Pt. I know I shouldn't want Marie (the prostitute) as bad as she is. The whole 
thing is silly, the kind of a person she is, I mean. 

Th. But you do seem to want her in spite of her faults. [Reflecting underlying 
attitudes, } 

Pt, I know she is bad for me, Rita (Ais wife) is so much more of a real person. 
But I can’t get Marie off my mind. I don’t want to go back to her though, because 
that same mess will happen all over again. I would like to be able to think about Rita 
all the time, to be thrilled by her. But I can work better now and would like to help 
Rita get the art training she wants. (Jong pause) 

Th. I see. (pause) What are you thinking about? 

Pt. A flash came to me, a fantasy of my standing on the subway platform. A 
person in front of me, As the subway approaches, I imagined myself pushing this 
man off, 

Th, What kind of a person is this? 

Pt. Unidentified. I couldn’t identify the man. I seem to see him with a blue suit. 
He seems sinister for some reason, Sometimes when I stand on the platform of a sub- 
way, I have a fear I may jump off, or that someone may push me off. 

Th. But in your fantasy you push this man off. You're angry with him? 

Pt. Oh no, I don’t feel . . . I didn’t feel anything. Just felt like pushing him off. 
(yawns) I'm kind of tired today. I had a hard day at the office, all kinds of pressures. 
I thought of cancelling my appointment today, because my secretary had forgotten to 
mark it and I forgot it, and I was supposed to talk to one of the out-of-town adver- 
tising people. [This sounds like resistance. | 

Th. How do you feel about coming here? Do you feel it’s an inconvenience to 
you? [handling his mention of wanting to cancel bis appointment} 

Pt. (laughs) It is. I come because I think it’s necessary, not because I want it. 
There isn’t anything enjoyable in it. 

Th. So maybe you resent coming here. [a tentative interpretation} 


462 THE TECHNIQUE OF PSYCHOTHERAPY 


Pt. No, I don’t think I resent it, because I know I should come. [He rejects the 
interpretation. } 

Th. Mm hmm. 

Pt, But it is a lot of work to get here; it does take time. It isn’t anything I would 
do for fun. And then I feel that I have the responsibility to my family to get this thing 
straightened out. 4 

Th. But how do you feel about doing it for yourself ? 

Pt. Frankly I’m doing it for my family. Indirectly, I suppose, I benefit from it. 

Th. You know, I get the feeling that you really resent coming here. [an authori- 
tative interpretation] Let's take that fantasy. Here in fantasy you do an aggressive 
thing to someone in a blue suit. 

Pt. Yes. 

Th. What kind of suit do I have on? 

Pt. (startled) Why your suit is blue! [The patient seems astonished.} 

Th. Maybe I’m the man in the fantasy and you want to get me out of the way. If 
so you do seem to resent me. [tentative interpretation | 

Pt. Oh, I almost forgot. [Reaches in his pocket and pulls out a check.} I've been 
carrying this around for two weeks and always forget to give it to you when I’m here, 

Th. There must be a reason for that. 

Pt. (blushes) You mean I might not have wanted to pay you? 

Th. That’s possible. (pause) 

Pt. But I did have the intention to pay you. I just forgot. 

Th. People forget for definite reasons very often. Could you possibly not have 
given me the check because you felt critical of me? [a tentative interpretation] If that's 
the case, then your giving me the check now is making up with me for being critical. 

Pt. (laughs) Well, TI tell you, I have been annoyed having to come here. I’ve 
even resented your good intentions. Not that you've ever told me to stay away from 
Marie, but I’ve been ashamed to go on the way I did. I've even wanted you to tell me 
Rita was better than Marie for me. But, damn it, the pull is there, the excitement. I 
can't go back, but I can’t seem to push myself forward either. 

Th. You see, there is a contradiction in some of your strivings. Your present 
stalemate is a result of being wedged in between your desire for Marie and your guilt 
and sense of responsibility to the family. You want me to make the choice for you and 
you are angry if I don’t. {authoritative interpretations} 

Pt. Yes, I can see that, and I know that attractive as Marie is, life with her would 
be poison for me. I don’t need you to build up Rita because she’s a person with quality. 

Th. Now were I to make the choice for you, you'd have trouble. For instance, if 
I told you to give up Marie, I'd become the repressing authority you've been fighting 
all your life. As a matter of fact, you may find Marie attractive and want to kick over 
the traces to defy this authority and to do as you please. Then our relationship would 
get bad, because you'd probably want to defy me. On the other hand, if I encouraged 
you to give up Rita and to yield to your desires, you would be contemptuous of me. 
‘And if you went back to Marie, you'd blame me for exposing you to something from 
which you got pleasure, but which was very destructive to you. {more interpretations} 


The Handling of Resistances to Cure 


THE INTERPRETATION OF THE DEFENSIVE MECHANISMS OF THE PATIENT 
leads him gradually to an understanding of his neurotic patterns and to a dis- 
covery of what vicarious satisfactions he gains from them. In this way he be- 
comes better acquainted with his neurotic tendencies, and he learns to master 
the anxiety that has made his defenses necessary. However, because neurotic 
trends serve a protective function and yield intense gratifications, the individual 
is apt to fight treatment desperately. Inevitably he interprets therapy as an attack 
on his philosophy of life, as an assault on his secret wishes and expectations. 

Destructive as they are, many neurotic symptoms protect the individual 
from catastrophic helplessness and anxiety. To yield them promises exposure 
to dangers far greater than the inconveniences the patient already suffers. Fur- 
thermore, the ego gains, through neurotic illness, certain advantages of a posi- 
tive nature, and resistance to cure is often based upon the fear of abandoning 


these secondary gains. 


FORMS OF RESISTANCE 


During treatment, consequently, the patient will feel that his secret hopes 
and expectations are under attack. He will sense danger and almost intuitively 
he will retreat or rebel. In spite of his better judgment he will throw up smoke 
screens and camouflages to confuse the therapist and to block his own progress. 

In supportive therapy, resistance may be manifested in a refusal to ac- 
knowledge environmental disturbance, or in a defensiveness about one’s life 
situation. There may be a greater desire to cope with present known vexations 
than to chance unknown and perhaps grievous perils. There may be a reluctance 
to yield inimical conditions that gratify needs for self-punishment and justify 
one’s recriminations against the world. In reeducative therapy, resistance to the 
changing of modes of relating to people cannot be avoided. New interpersonal 
relations are, in the mind of the patient, fraught with danger. They can be ap- 
proached only tentatively and with great hesitation. The patient may accord- 
ingly remain oblivious to his interpersonal distortions, no matter how frequently 
they are brought to his attention, and how thoroughly they are interpreted. He 
will repeat the same patterns, with continuous bouts of suffering, and seemingly 
little insight into what is going on. In reconstructive therapy, impediments are 
even more manifest. A most complex array of resistances may materialize. This 
is especially the case where a weak ego creates an inability to face and to master 
anxiety related to unconscious conflicts. 
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1. Suppression and Repression 


Any material which is emotionally disturbing to the patient will be sup- 
pressed or repressed by him until he gains enough strength to handle the anxie- 
ties evoked by its verbalization. This material may seem, and actually may be, 
insignificant or innocuous. It is essential to remember, however, that it is not 
so much the events or ideas that are disturbing, but rather the emotions that are 
related to them. Thus a patient suffering from feelings of hopelessness and de- 
pression, relieved through excessive alcoholic indulgence, could talk about her 
present homosexual and heterosexual exploits, and her bouts of antisocial be- 
havior which bordered on the criminal, with little disturbance; yet she required 
one year of therapy before she could relate an experience of removing the cloth- 
ing of her younger brother, and observing and handling his penis. The excite- 
ment of this experience and the guilt engendered by it, were so intense that 
she had isolated the memory in her mind. Only when I had proved myself to 
be a non-condemning person, who would not punish or reject her for the desires 
that produced this incident, was she able to bring it up, and to reevaluate it in 
the light of her present-day understanding. 


2. Intensification of Symptoms 


One of the earliest symptoms of resistance to cure is a reenforcement of 
those neurotic devices that had previously kept the individual free from anxiety. 
Something to anticipate, consequently, is an acute exacerbation of neurotic symp- 
toms. An explanation that the patient may possibly get worse before he gets 
better is often a safeguard against interruption of therapy. 


3. Self-devaluation 


An insidious type of resistance is that of self-deyaluation. Here the patient 
refuses to concede that there is anything about him of an estimable nature or 
that he has any chance whatsoever of standing on his own feet. To every in- 
terpretation, he responds with the allegation that he is lost, that there is no 
need for him to continue, that he is hopeless, that it is too late in life to expect 
a change for the better. The inner image of himself is often that of a hideous, 
contemptible person, and any attempt to show him that this is a distorted picture 
usually serves to throw him into a panic; his self-contempt is used as a bulwark 
to progress in therapy. There may be, in addition, a deep wish to be cared for 
like a child by rendering himself helpless. The desire to depreciate himself may 
be in the nature of escaping criticism by anticipatory self-punishment. A masoch- 
istic indulgence is also a cover for a fear that if one acknowledges himself to 
be an able person, active and independent efforts will be expected of him. Pa- 
tients with this misconception will hang on to their self-contempt with a de- 
termination that is astonishing, and only painstaking analysis of this resistance 
can lead them out of their morass. 
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4. Forced Flight into Health 


Another form of resistance is “forced flight into health.” Here the individ- 
ual tries to convince himself and the therapist that he is well and that he no 
longer needs treatment. Any implication that he is not making a good adjust- 
ment is resisted with vigor. Actually the patient may conduct his affairs with a 
semblance of normality in that he appears to be confident, self-reliant and nor- 
mally assertive. Yet the trained observer may detect a false note and often can 
perceive the tremendous effort that is needed to maintain the illusion of health. 
This form of resistance is usually associated with the need to maintain a rigid 
watch over everything one says for fear he will lose control. 


5. Intellectual Inhibitions 


The urge to ward off the therapist may result in an inability to think, to 
talk, or to feel. The patient, if he yields to this urge, will insist that there is ab- 
solutely nothing on his mind, and he will exhibit a singular sterility in his as- 
sociations and in his ability to think constructively about his problems. 

The patient may break appointments, come late, forget to mention sig- 
nificant aspects of his day, block off memory of his dreams and fantasies, mani- 
fest inattention, show an inability to concentrate or to remember what has gone 
on before, relapse into silence during the interview, or display a mental fogging 
that persists both inside and outside of therapy. 

The following excerpt from a session illustrates this phenomenon. The 
patient, a divorcee of thirty-two, with an hysterical, infantile personality, in- 
volved sexually with two men who were supporting her, came to therapy after 
making a suicidal attempt. After one year of treatment, her recognition of her 
dependency caused her to decide to get rid of her lovers and to get a productive 
job. The patient came one-half hour late for the session that follows: 


Pt. (apologetically) Tve been forgetting things lately. Absent-mindedness for 
about six months, Last week I forgot to go to an important meeting. I will make ap- 
pointments and completely forget them. I forget things to do. 

Th, Let's explore that and see if we can learn something about it. 

Pt. I keep forgetting names and telephone numbers. I don’t know why. Maybe 
I'm so preoccupied with what's to become of me. 

Th. Are you preoccupied? 

Pt. I am. I can’t remember anything. 


Th. What is on your mind? 
Pt. I have the constant worry that I better hurry and do what I have to do, I am 


concerned with dying. I keep thinking I may not be here long. I noticed yesterday that 
my shoes on the floor were empty. I then said, “What will people do with my shoes 
when I die? I wonder who'll go over my papers.” 

Th. What's this all about? Do you feel the life you are now living is not worth 
living? 

Pt, I feel threatened by giving up these people who are supporting me. I wonder 
if I can live and get along. What will become of me? 
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Th. Maybe you resent giving up these dependent patterns? 
Pt. I must resent it; yet even though I do, I can’t tolerate them any longer. I’ve 


gotten to the point where I can be casual with my supporters and tell them exactly 
what I feel. I told Max that I can’t go to bed with him; he’s too old for me. This is 
terribly threatening for me because the instant I do that my income is cut off. 


Th. Mm hmm. 
Pt. And Max told me he would give me money without strings tied to it. 


Th. This must be a great temptation. 
Pt. It is, and I see myself not wanting to give it up. I’ve accepted it in my mind to 


try it out. 
Th. You may be in a great conflict between being dependent and being active 


and independent. 
Pt, Yes, I don’t know which to do. 
Th. That’s something that you yourself will have to work through. 
Pt, I suppose my mind is in a fog because I don’t know what to do, but somehow 


I feel I’m getting stronger. [The mental fog and her coming late for the session are 
apparently signs of resistance. | 


Vety frequently, negativistic resistant states develop several weeks ot 
several months after the patient appears to have entered into the spirit of treat- 
ment, spontaneously analyzing his difficulties and making what appears to be 
good progress. Suddenly, without warning, he will go into a blocked, inhibited 


pattern. 


6. “Acting-out” 


Along with his unwillingness to verbalize ideas and impulses, the patient 
may indulge in irrational acts and behavior in his everyday life. This “acting: 
out” appears to be a way of supporting his inability to talk during treatment. 
The acts serve to drain off anxiety and leave little energy available for ideational 
processes during the treatment hour. 


7. Superficial Talk 


Another form of resistance is a veering around one’s problems in superficial 
talk. Here verbal comments ate used as a defense to ward off basic issues. The 
patient may spend the entire time of treatment in talk that embraces topics of 
the day, current events, or past experiences portraying personal tragedy and 
martyrdom, There is little of deep significance in his conversation, and, if he is 
allowed to, the patient may continue for years to discuss material that is interest- 
ing enough, but that actually has little to do with his deeper problems. Often he 
will want to monopolize the interview, and he will resent the therapist getting 
a comment or an interpretation in edgewise. Rarely will he talk about his atti- 
tudes toward the therapist, who may begin to feel that he is merely an audience 
for the patient’s boasts and diatribes. It is almost as if in superfluous conversa- 
tion the patient defies the world to make him talk about his innermost self. 
Associated with this there may be an attempt to intellectualize his problems, 
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to figure out connections, and to present a rigid and logical system of what must 
have happened to him. 


8. Insight as Resistance 


A device that is apt to be confusing to the therapist is the use of insight 
as a form of resistance. Here the patient will routinely go through a detailed 
accounting of how well he understands himself, using the best accepted termi- 
nology, presenting the dynamics and mechanisms of his disorder in approved 
textbook style. To all appearances he has gained complete insight into the origin 
of his problems, into his compulsive trends and distorted relationships, and into 
the consequences and destructive influences of his neurosis. Yet in his daily 
experiences, he goes right on with his usual neurotic modes of adjustment, mani- 
festing the same symptoms that originally brought him to treatment. It is prob- 
able in such cases that the patient’s insight is a highly intellectualized affair that 
he employs to confuse himself and the therapist. 

There are many reasons why he utilizes insight as a smoke screen behind 
which he can indulge his customary neurotic trends. One of the most common 
reasons is desire to escape criticism and detection. Here, a dissociation exists 
between how the patient thinks and how he feels. It is often easy for the therapist 
to minimize the seriousness of the patient's disorder when confronted during 
treatment with a beautiful recitation of psychopathology. Behind the camou- 
flage of insight, it is apparent that the patient uses his knowledge of mechanisms 
as an instrument to allay his guilt and to forestall criticism in regard to his daily 
actions. 

This mechanism is often found in the extremely dependent patient who 
has magical expectations of what therapy will do for him. The chief motivation 
for his coming to treatment is the feeling that the therapist will bring about 
those neurotic objectives that he, himself, has failed to obtain through his own 
efforts. Compliance here is the keynote, and the patient, by reciting his spurious 
insights, will feel that the therapist must reward his aptitudes in learning with 
anticipated bounties. This facade is at least partially unconscious, and the patient 
may really believe that he understands himself thoroughly. The clue to what is 
going on is usually furnished by the tremendous hostility and aggression that 
eventually is exhibited toward the therapist when, after months of precise and 
punctilious performance, the patient does not magically get what he originally 
set out to achieve. 


9, Dissociating the Treatment Hour from Life 


Sometimes resistance takes the form of the patient’s utilizing the treatment 
hour as a special event dissociated from life. Regarding it as such, he will go into 
the mechanisms of his interpersonal relationships with complete freedom, but it 
is obvious that with the therapist he is operating under a set of standards entirely 
different from those that he uses with people in general. There seems to be some- 
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thing recondite about the treatment hour, for it is set apart from all other experi- 
ences. The special resistance here is that of not seeing how the material that is 
uncovered in the treatment hour relates to his everyday situation. This isolation 
of treatment from life is often rationalized by the patient to himself on the basis 
that the therapist is a scientist who does not condemn him for acts for which he 
would be punished by others. In this way he will lead a dual existence and seem- 
ingly be unable to fill the chasm between what happens in treatment and his ex- 
periences outside of treatment. 


10. Contempt for Normality 


An insidious kind of resistance expresses itself in a fear of, or a contempt 
for normality. Associated is a refusal to assume responsibility or to make an 
effort on one’s own. By substituting new patterns for old, the patient believes 
that he is yielding up something valuable, something he may never be able to 
replace, that he will become a prosaic bore, or that he may be exposing himself 
to dangers with which he will be unable to cope. This type of resistance appears 
most intensely after the patient has gained insight and is ready to execute it into 
action. 

A patient with a phobic reaction extended to subway travel made a trip to 
my office by subway for the first time since treatment had started. She entered 
the room sullenly and remarked fretfully that she was furious with me. Her 
anger had started when she discovered that she had no great anxiety riding on 
the train. A fragment of the session follows: 


Pt. I am so angry and resentful toward you. (pause) 

Th, I wonder why. 

Pt. I feel you are gloating over my taking a subway. I feel mother is gloating too. 
I resent her too. I felt she was pushing me, trying to force me to break away from her. 
She gloats if I do something that makes me independent. I feel that when I go ahead 
you gloat too. [The patient had become so pathologically dependent on her mother 
that she was scarcely able to let her out of her sight. Mastering some dependency and 
walking alone was achieved previously in therapy, although the patient was very 
reluctant to give up this aspect of her dependent relationship.} 

Th, It sounds as if you are angry about being able to travel on the subway. 

Pt. Mother seems to be anxious to give up her responsibility for me. I resent that. 
But I also don’t like the idea of my being so close to mother, too. 

Th. I see, as if you want to continue being dependent and yet resenting it. 

Pt, When I get sick at night, I ask her to make me some tea; and then I resent 
her patrician attitude when she does this. 

Th, But what about your feeling about me? 

Pt, It's like giving in to you. But yesterday I felt liberated by the idea that I’m in 
the middle of a conflict and that coming here offers me hope. I realize that my neurosis 
is threatened by my getting well. (laughs) 

Th. What part of your neurosis do you want to hold onto? 

Pt, (laughs) None. But I have a feeling that I don’t want to be normal, that in 
giving in to you, I'll be like anybody else. Also that you'll expect more things of me. 
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And (laughs) that if I get too well you'll kick me out. {Here the patient verbalizes a 
variety pf resistances; namely, a desire for uniqueness, a contempt for normality, a 
fear she will be expected to face more anxiety-provoking situations, a reluctance to 
give up her dependence on me, a punishing of her mother and of me by refusing to 
acknowledge improvement, and an unwillingness to yield her masochism and the 
various secondary gain elements accruing to her neurosis.} 


Occasionally a psychosomatic complaint may be a manifestation of re- 
sistance, as illustrated in the following fragment from a session with a male 
patient: 


Pt. Everything was going well until this morning when I got stomach cramps. It 
has been with me all day. 

Th. Mm hmm. 

Pt. I find it hard to concentrate because my stomach bothers me so much. Mondays 
I always have a hard time for some reason. It’s happened the last few Mondays. 

Th, Seems like an unlucky day for you. (pause) 

Pt, I was thinking about how long it takes to get well, and I was wondering if 
others did any better than I do. Of course, things are a lot better now, and I was 
thinking of taking a course in journalism up at the New School. The only thing is that 
it comes on Mondays, and that’s hard. I... uh... uh... (Patient brings 
hand to his abdomen.) I had something I wanted to say . . . but I can’t think of 
anything but these cramps. (He takes a cigarette from a pack, reaches into his pocket 
for matches but cannot find them.) Do you have a match? 

Th, I believe so. Here’s one. (pause) 

Pt. Well . . . (coughs) 

Th, You were saying that Mondays ate pretty tough on you? Perhaps something 
happens to you on Mondays that upsets you. 

Pt.t...I1... Idon't know. 

Th, You do come here on Mondays. 

Pt. Why... yes... yes... I mean do. 

Th, Maybe something is upsetting you in coming here? 

Pt, I don’t know what it might be. (pause) Maybe I’m upset that you feel I'm 
not doing well. [We discuss bis feelings that he is not living up to expectations, This 
is what has been giving him anxiety. His cramps are manifestations of internalized 
resentment and act in the service of resistance. } 


11. Reluctance to Yield the Pleasure Values of the Treatment 
Hour 


A form of resistance that is frequently overlooked is one that involves 
reluctance to yield the positive pleasures the patient gets out of the treatment 
itself. He may derive such comfort from the therapeutic hour that other gratifica- 
tions seem dubious, and he may refuse to give up his neurosis because of a desire 
to continue to see the therapist. This is frequently the case in a very dependent 
patient who looks forward to the hour to get a “lift,” who perhaps pays lip 
homage to all the dynamic principles uncovered during treatment, but whose 
chief motive for therapy is to get suggestions and courage to carry on with his 
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daily routines. Unless the therapist watches himself carefully he will fall into a 
trap laid out for him by the patient, and he may, by the patient's helplessness 
and apparent inability to do things voluntarily, feel forced to load the patient 
with advice and admonishments which the patient absorbs as if there were pro- 
nouncements from the Diety. 


12. Transference Resistances 


Perhaps the most common and disturbing of resistances are those that are 
produced in response to the relationship with the therapist or that take the form 
of transference. Contact with the therapist is understandably disturbing, when it 
mobilizes attitudes, impulses and feelings that threaten the repressive forces. The 
patient will, in the attempt to escape from the associated anxiety, exhibit his 
usual characterologic defenses to detach himself, to control and overwhelm the 
therapist, or to render himself invincible, In supportive and some types of re- 
educative psychotherapy, the patient will manage to restore his equilibrium 
through the medium of such defenses, and he will, more or less successfully, 
repress disturbing irrational, unconscious drives. In reconstructive therapy, 0n 
the other hand, the therapist constantly interprets the nature and purpose of the 
various defenses as they arise. This constitutes an assault on the integrity of the 
repressive system and will precipitate much tension. Eventually the patient can- 
not help coming to grips with the emotions and drives that he has hitherto suc- 
ceeded in avoiding. He will then mobilize further protective devices to reinforce 
his shattered repressions. 

One of the earliest manifestations of this struggle is an intensification of 
symptoms, which seems to setve a desperate function of restoring psychic equi- 
librium. Soon the struggle becomes more personalized, as the patient realizes 
that his relationship with the therapist is the womb of his distress. Resistance 
may be exerted against the original unconscious material or to its projected and 
animated representations in the transference. 

The patient may exhibit a clinging dependent attitude toward the therapist 
who is regarded as a godlike individual, the embodiment of all that is good and 
strong and noble in the universe. This kind of resistance is often found in indi- 
viduals who are characterologically submissive, subordinate and ingratiating, and 
who strive to adjust to life by clinging parasitically to a more powerful person. 
It is as if the individual had an amputated self that could be restored only by 
symbiosis with a stronger individual. There is an associated tendency to over- 
value the characteristics and qualities of the therapist. This type of relation- 
ship is extremely shaky, because the patient regards therapy as a magical means 
to security and power. Consequently, the therapist must always live up to the 
inordinate expectations of the patient, which are so sheerly in the realm of 
fantasy that they are beyond possibility of fulfillment. The patient will demand 
more and more of the therapist, and, failing to get what he secretly wants, will be 
filled with hostility and contempt. It is essential that the therapist recognize a 
dependency trend, in order that he may point out to the patient the need for 
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activity and the necessity of avoiding acceptance of interpretations on the prem- 
ise of faith. 

Another form of relationship that may develop is based on an intense fear 
of the therapist as one who is potentially capable of injuring or enslaving the 
patient. This attitude stems from a hostile image of the parent and is usually 
applied to all authoritative individuals. Treatment in such cases proceeds only 
when the patient realizes that the therapist does not desire to punish or condemn 
him for his ambitions or fantasies, but instead is benevolently neutral toward 
them. Little progress is possible until the patient accepts the therapist as a friend. 
Until then resistance will be intense. 

Sometimes the patient displays a need to be victimized and unfairly treated. 
He will maneuver himself into a situation with the therapist in which he feels 
that the latter is taking advantage of him. He may exhibit various symptoms 
that he attributes to the harmful effects of therapy. In order to reinforce his 
waning repressive system, he may seek to transform the therapist into a stern 
authority who commands and punishes him. Where this happens he will experi- 
ence severe anxiety if the therapist is tolerant and condones his inner impulses. 

Resistance is frequently displayed in the form of hostility. The resulting 
reaction patterns depend on the extent to which the patient is able to express 
aggression. Where the character structure makes it mandatory to inhibit rage, the 
patient may respond with depression and discouragement. He may then want to 
terminate therapy on the grounds that he has no chance of getting well. He 
may mask his aggression with slavish conformity, and perhaps evince an interest 
in the therapist's personal life, assuming an attitude of comradery and good 
fellowship. There is in such efforts a desire to ally himself with the therapist in 
order to lessen the danger to himself. 

On the other hand, where the patient is able to express hostility, he may 
exhibit it in many ways. He may become critical, then defiant, challenging the 
therapist to make him well. Irritability is often transmuted into contempt, and 
the patient may accuse the therapist of having exploitative or evil designs on 
him. Feeling misunderstood and humiliated, he will manufacture, out of insig- 
nificant happenings in his contact with the therapist, sufficient grounds to justify 
his notion of being mistreated. He will become suspicious about the therapist’s 
training, experience, political convictions, and social and marital adjustment. He 
may enter actively into competition with the therapist by analyzing the latter, 
by reading books on psychoanalysis to enable him to point out the therapist's 
shortcomings. He may become uncooperative and negativistic to the point of 
mutism. 

Sometimes hostility is handled by attempts at detachment. The need to keep 
the therapist from getting too close may burn up a great deal of the patient's 
energy. He may refuse to listen to what the therapist says. He may ridicule in his 
mind proffered interpretations. He may forget his appointments or seek to 
discontinue therapy, inventing many rationalizations for this. He may strive to 
ward the therapist off by discussing irrelevant subjects, or by presenting a 
detailed inventory of his symptoms. In his effort to keep aloof he may attempt 
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to take over therapy, interpreting in advance his unconscious conflicts, the 
existence of which he suspects. An insidious type of defense is a preoccupation 
with childhood experiences. Here the patient will overwhelm the therapist with 
the most minute details of what must have happened to him when he was little, 
presenting a fairly consistent and logical survey of how previous inimical ex- 
periences must have produced all of his present difficulties. 

Occasionally the impulse toward detachment is bolstered by contempt for 
the therapist’s values; the patient will feel that his own values are what really 
count. Because of this he will be convinced that the therapist cannot like him and 
will “let him down.” He will rationalize these feelings and say to himself that 
the therapist is no good, or incompetent, or of no importance, or that psycho- 
therapy is nothing but nonsense. 

The desire to control the situation may reflect itself in many ways. The 
patient may seek to shower the therapist with gifts and favors, or he may de- 
velop a sentimental attachment that assumes a sexual form. Therapy may be 
regarded as a seduction, the patient experiencing in it intense erotic feelings. 
One of the motives involved in falling in love with the therapist is to put him 
in a position where he will not pry too closely into the patient's deepest secrets. 
There are often hostile components associated. The incentive may be to de- 
valuate the therapist, to enslave him, to test his convictions, or to fuse with 
him; in this way taking a short-cut to cure. Progress may suddenly stop as the 
patient blocks himself in his love experience. The real purpose of this type of 
attachment is resistance, although the patient will seek other gains; such as the 
living out of fantasied neurotic gratifications. 

Many patients come to treatment, not because they desire to function more 
adequately in their interpersonal relationships, but rather because they seek to 
obtain from treatment the fulfillment of neurotic demands they have been un- 
able to gratify through their own efforts. In such cases resentment and resistance 
develop when the patient does not receive from the therapist the specific type of 
help that he has expected. 

Upon analyzing the evidence as to what the patient seeks from the therapist, 
it turns out that what he wants is not a cure for his neurosis, but an infallible 
method of making it work. He particularly desires to achieve his neurotic ex- 
pectations without having to pay the penalty of suffering. The individual with 
a power drive may thus insist on a formula whereby he can function in an in- 
vincible manner in all activities in which he participates. The perfectionist will 
want to find a way to do things flawlessly, with as little effort as possible. The 
dependent individual will expect to amalgamate himself with the therapist and 
to have all of his whims gratified without activity on his own part. The detached 
soul will seek the fruits of social intercourse, though he wants at the same time 
to keep his distance from people. When these drives are not gratified in therapy, 
when the patient senses that they are instead being challenged, he will become 
tremendously resistive. 

Frequently, resistance is exerted against accepting the idea that it is possible 
to function adequately without repairing a fantasied injury to the genital organs. 
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In the female the resistance may be to continuing life without the possibility of 
ever procuring for herself a penis, which she regards as the bridge to activity 
and self-fulfillment. In males the assumption of a passive role is often interpreted 
as equivalent to being castrated, and resistance may be directed against assuming 
any role that does not involve aggressive fighting. Even accepting help from the 
therapist may symbolize passivity. 

Psychotherapy may produce other unfavorable resistance reactions in pa- 
tients with immature ego structures. The transference becomes so dramatic and 
disturbing to the patient that he responds to it in an essentially psychotic manner. 
He will accuse the therapist of being hostile, destructive and rejecting, and he 
will refuse to acknowledge that his attitudes may be the product of his own feel- 
ings. The reasonable ego here is very diminutive and cannot tolerate the implica- 
tions of unconscious drives and conflicts. The patient acts-out his inner problems 
and constantly avoids subjecting them to reason. To him the therapist is actually 
a cruel or lecherous or destructive being who threatens him with injury or 
abandonment. Any action or interpretation on the part of the therapist is twisted 
around to justify his convictions. The entire therapeutic procedure is interpreted 
in the light of this delusional system. Fear and anxiety issuing from the function- 
ing of his irrational strivings lie like boulders in his path, barring the way to a 
more congenial therapeutic relationship. In such cases therapy will be prolonged, 
and the relationship must be worked on actively so as to constitute for the 
patient a gratifying human experience. 


METHODS OF HANDLING RESISTANCE 


As soon as the therapist realizes that resistance is interfering with therapy, 
he must concentrate on it to the exclusion of all other tasks. He may do this in a 
number of ways: 


1. Calling the Patient’s Attention to the Resistance Itself and 
Exploring Its Manifestations 


For example, a patient has for the past few sessions arrived five to ten 
minutes late. The sessions are spent in a discursive account of family events, in- 
cluding the impending marriage of his son, the forthcoming graduation of his 
daughter, and the attacks of “gall-bladder trouble” suffered by his wife for 
which she may need an operation. The responsibilities imposed on him by his 
business and social position also occupy his attention. He mentions having sug- 
gested a two-week vacation in Florida, but his wife promptly vetoed the idea. 
He pauses in his conversation and then remarks that there is nothing on his 
mind. Sensing resistance, I direct the interview along the following lines: 


Th, I wonder if there is something on your mind that bothers you that you are 


not talking about. 
Pt. Why, no, not that I’m aware of. 
Th, The reason I bring this up is that you have been coming late to your sessions, 
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and during your sessions you have kind of rambled along, not talking about things 
that bothered you too much. At least I have that impression. [pointing out possible 
resistances| 

Pt. Why no, I mean you want me to talk about anything on my mind. I’m sup- 
posed to do that, am I not? 

Th. Yes. 

Pt, Well, I haven't had anything else bothering me. 

Th. Perhaps not, but have you had any symptoms that upset you? 

Pt. No. I've noticed though that my jaws tighten up sometimes. And my wife 
tells me I'm grinding my teeth in my sleep. 

Th. Mm hmm. That sounds like tension of some kind. 

Pt. I know I feel a little tense. 

Th. A little tense? 

Pt, I’ve been upset that I have to do, do, do for other people, give, give, give, and 
get little in return. 

Th. As if people expect things from you and do not want to give anything? 

Pt. Yes, I'm getting fed up with my life, the way it’s been going. 

Th. I see. This could be upsetting. 

Pt. I suppose you'd say I feel frustrated. 

Th. Well, what do you say? 

Pt. (laughs) It's hard to admit it, but I am. Sometimes I’d like to chuck up the 
whole thing, and be single again, without responsibilities, to do what I want to do. 

Th. I should think you would feel frustrated that you can’t. 

Pt. Lately I've been getting this way. [The patient discusses his secret ambition of 
wanting to be a writer and admits that he was embarrassed to talk about this. He was 
also, he remarks, afraid to admit that he resents being tied down to a routine family 
life. His resistance to talk about these things along with his internalized rage at his life 
situation seemed responsible for bis muscular symptoms. } 


2. Pointing Out Possible Reasons for the Resistance 


This is done where the patient is cognizant of his resistance, but does not 
recognize its purpose. The therapist may interpret the defensive objects of the 
resistance along with the various facades the patient elaborates to block himself. 
The patient may be shown that his resistance protects him against the threat of 
change. Thus, a patient blocks repeatedly during a session; the periods of silence 
are not broken by the usual interview techniques. 


Th. I wonder what the long silences mean. 

Pt, Nothing comes to my mind, that's all. I kind of wish the time was up. 

Th. Perhaps you are afraid to bring up certain things today. [suggesting that her 
silence is a resistance to prevent her from bringing up painful material} 

Pt. Like what? 

Th. Well, is there any event that happened since I saw you that you have not 
mentioned to me? 

Pt. (silence) Yes, there was. I met a man last Wednesday who sent me. I made a 
big play for him and am going to see him Sunday. [The patient's infidelity to her 
husband is one of her symptoms, of which she is ashamed.} 

Th. I see. 
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Pt. I have wondered why I did this. I realized you wouldn't tell me not to, but 
I feel guilty about it. 

Th. Was that the reason why you were silent? 

Pt. (laughing) Honestly I thought there wasn’t much to talk about. I minimized 
the importance of this thing. But I realize now that I didn’t want to tell you about it. 

Th. What did you think my reaction would be? 

Pt. (laughs) I guess I thought you'd think I was hopeless, or that you'd scold me. 


3. Reassuring the Patient in a Tangential Way about That 
Which He Is Resisting 


This necessitates an understanding by the therapist of the warded-off 
aspects. For instance, a woman with an obsessional neurosis comes into a session 
with symptoms of exacerbated anxiety. She has no desire to talk about anything 
but her suffering. This seems to me a sign of resistance. Inquiring about dreams 
she may have had, the patient reveals one which, in a disguised way, indicates 
murderous attitudes toward her offspring. The idea occurs to me that she is at- 
tempting to suppress and repress thoughts about her children. A significant por- 
tion of the session follows: 


Th. I wonder if you haven't been overly concerned about thoughts of your 
children, 

Pt. I’m frightened about them, the thoughts. 

Th. You know, every mother kind of resents being forced into playing the role 
of housewife. This is a cramped life to many persons. Most women may resent their 
children and from time to time wish they weren't around. It’s natural for them to feel 
that. [reassuring the patient about possible hostility) 

Pt. (rapidly) That's how I feel. 

Th. They may even get a feeling sometime that if the children pass away, that 


will liberate them. Not that they really want that, but they look at it as an escape. [more 


reassurance} 
Pt. That’s what I didn’t want to say. I've felt that it was horrible to be like that. 


4. Bringing the Patient's Attention to the Material Against 
Which the Resistance Is Being Directed 


This must be done in a very diplomatic way, preferably by helping the pa- 
tient to make his own interpretation, or by a tentative interpretation. A patient 
with a problem of dependency complained of an intense headache and a general 
feeling of disinterest in life. The interview was rather barren, but enough ma- 
terial was available to bring the patient to an understanding of what he was try- 
ing to repudiate. 

Pt. My wife has been telling me that I just am not like the other husbands, I 
come home and read the newspaper and don’t go grubbing around in the garden. 

Th. What does that make you feel like? 

Pt. I guess she’s right. But as hard as I try, I know I'm being a hypocrite. I just 
gave that up. 
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Th. But your wife keeps pounding away at you. 

Pt. Well, what are you going to do. I don’t help her around the place. She resents 
my being as I am. 

Th, But what do you feel your reaction is to her pounding away at you? 

Pt. (fists clench) It drives me nuts. I'd like to tell her to stop, but I know she’s 
right. 

: Th. Is it possible that you resent her attitude nevertheless and would prefer her 
laying off you when you don't do the chores? [a tentative interpretation of the mate- 
rial against which there is resistance} 

Pt. God damn it. I think she is being unreasonable when she sails into me, [The 
patient takes courage from my interpretation and expresses resentment. } 

Th. Mm hmm, 

Pt. After all, I come home tired and I find no interest in planting cucumbers. 
Besides, it’s crazy. My neighbors plant dollar tomatoes. Each tomato costs them a dol- 
Jar. It’s no economy. The whole thing is silly. [Te patient continues in a diatribe, 
venting his resentment about his wife's attitude. At the end of the session his headache 
has disappeared} 


5. Handling “Acting-out"’ 


The appearance of acting-out will require special handling. This resistance 
is commonly stimulated by the transference situation, energy from the latter 
being drained off through behavioral manifestations. Because the patient refuses 
to verbalize prior to acting-out, it is difficult to bring him to an awareness of the 
sources of his conduct, He may, for instance, engage in random, multiple sexual 
affairs to the point of satyriasis, or involve himself in dangerous, but exciting 
aggression-releasing situations that are potentially disastrous to him. One patient, 
for instance, whenever provoked by hostility toward his therapist, of which he 
had profound guilt, would get into his car and drive recklessly. Only when he 
would narrowly escape an accident, would he slow down. 

Whenever the therapist recognizes acting-out, it is necessary that he bring 
this to the attention of the patient. The therapist may suggest that there are 
reasons why the patient feels forced to engage in certain deeds. Talking about 
his feelings prior to putting them into action will help the therapeutic process. 
Acting compulsively the way he does tends to interfere with therapy. Should the 
patient accept these statements and verbalize, he will usually drain off enough 
energy in the interview to forestall acting-out. Interpretation may also help to 
dissipate the need for unrestrained behavior. 

Should acting-out persist, and should this be potentially dangerous to the 
patient, the therapist may direct the patient to desist from the acts on the basis 
of their destructive nature, while enjoining the patient to talk about his impulses. 
Of course, in some instances, it may be impossible for the patient voluntarily to 
stop acting-out. Homosexuality, voyeurism and other sexual perversions are ex- 
amples. However, with persistence it may be possible to get the patient to talk 
freely about his “temptations” and to help him, through more insight, to gain 
some voluntary control over them. Increasing the frequency of sessions to five 
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times weekly, and giving the patient the privilege to telephone the therapist 
whenever the impulse to act-out occurs, are often helpful. As a last resort, if the 
patient continues dangerous acting-out, the therapist may threaten to withdraw 
from the therapeutic situation unless the patient exercises control over his 
impulses. 

It goes without saying that acting-out within the therapeutic session, like 
physical attacks on the therapist and love-making gestures toward him, are to 
be prohibited. The patient may be told that he can talk about anything he pleases, 
but that unrestrained actions are not permitted by rule in therapy. Experience has 
shown that they interfere with the therapeutic process. 


6. Handling Transference Resistances 


Where transference has developed to the point where it constitutes resist- 
ance to treatment, it will have to be resolved. If it is not dissipated, it will seri- 
ously interfere with the working relationship. Treatment may become intermin- 
able, the patient utilizing the therapeutic relationship solely as a means of gratify- 
ing neurotic impulses at the expense of getting well. Frustrated by the absence 
of what he considers to be the proper response to his reasonable demands, the 
patient may terminate treatment with feelings of contempt for, or antagonism 
toward the therapist. 

Superficial manifestations of transference may often be adequately handled 
by maintaining a steadfast attitude and manner, constantly bringing the patient 
back to reality. Sometimes a studied avoidance of the role the patient wants the 
therapist to play, or acting in an opposite role, minimizes transference. For 
instance, if the patient expects the therapist to be directive and controlling, on 
the basis of a conviction that all authority is this way, the therapist deliberately 
acts permissive, tolerant, and encouraging of those activities toward assertiveness 
and freedom the patient himself cherishes, but which he believes his parents 
wanted him to repress. 

A patient, conditioned to expect punishment for infractions by a punitive 
parent, appears for a session depressed and guilt-ridden. He seems to demand 
that the therapist scold and punish him for having drunk to excess the evening 
before and for having acted sexually promiscuous. Not being able to stimulate 
this reaction in the therapist, the patient launches into an attack, upbraiding the 
therapist for his passivity. The therapist continues to react in a tolerant and non- 
judgmental manner, but interprets the responses of the patient in terms of his 
desires for punishment and forgiveness to propitiate aroused guilt feclings. 

Severe manifestations of transference being rooted in infantile condition- 
ings will usually require prolonged “‘working-through.” Strategically timed in- 
terpretations of the sources of transference in childhood experiences and fan- 
tasies, and of its present functions, will be required. 

Among the most disturbing of transference resistances is that of the sexual 
transference, which takes the form of insistence that one can be cured only 
in a sexual relationship. While therapy may set off a temporary sexual attraction 
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toward the patient, this fascination usually disappears as therapy progresses, 
or upon the simple structuring of the therapeutic situation. However, in some 
patients, the sexual preoccupation becomes intense and persistent. The patient 
will pick out from the behavior of the therapist minor evidences that she will 
enlarge to justify her belief that the therapist must love her. The protestations 
of the patient may greatly flatter the therapist, and the urgency of the expressed 
demands may tempt him to respond partially by touching or holding the patient. 
These advances are most provoking to the patient and incite greater sexual 
feeling. Should the therapist engage in any kind of sex play with the patient, 
this can have only the most destructive effect on both participants. Once the 
patient has even partially seduced the therapist, she will develop contempt for 
his weakness, and for his abandonment of ethical principles. The therapeutic 
situation will obviously terminate with any expressed intimacy. 

It is important in handling sexual transference not to make the patient feel 
guilty about her sexual feeling. Rather, the feeling should be accepted and an 
attempt made to find out what it means in terms of the patient’s past sexual 
attitudes and behavior. For instance, sex may indicate being accepted or pre- 
ferred by someone. It may perhaps have the connotation of vanquishing or hu- 
miliating others. Sometimes reassuring comments are helpful in abating the pa- 
tient’s reactions. Thus the patient may be told: “It is usual for persons to develop 
such feelings for their therapist,” or “It is good that you have these feelings 
because they will enable you to work out important attitudes and relationships,” 
or “The feeling you have toward me is a step in your ability to feel and to relate 
to other people,” or “This will serve as a means toward better relations with 
others.” Where the patient brings in dreams and fantasies, it may be possible to 
interpret, with all the precautions already mentioned, the sources of the patient's 
transference reactions. 

Another disturbing resistance is that of the hostile transference. Here the 
patient will react to the therapist as if he is convinced of the reality of the ther- 
apist’s unfriendliness, destructiveness, ineptness, seductiveness and malicious- 
ness. He will be importunate, irrascible and insistent that it is the therapist who 
misinterprets and not he. He may become retaliatory or destructive in response to 
the therapist's fancied hostility, or he may experience panic, depression or psy- 
chosomatic symptoms. A resolution of hostility by the introduction of reality and 
by interpretation is indicated, following some of the suggestions given for the 
management of the sexual transference. 

Where transference cannot be handled in any other way, active steps will 
have to be taken to minimize it. Such measures include a focusing in the inter- 
view on the current life situation rather than on early childhood experiences, 
avoidance of dreams and fantasies, discouraging discussion of the patient’s rela- 
tionship to the therapist, abandonment of the couch position and free association 
if these have been employed, decreasing the frequency of the interviews, pre- 
senting interpretations in terms of the character structure and current life situa- 
tion rather than in terms of genetic determinants, and greater activity in the 
interview. 
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THE NEED FOR WORKING-THROUGH OF RESISTANCE 


Resistance may burn up the entire energy of the patient, and he may con- 
centrate solely on fighting the therapist, or defending himself, or proving the 
therapist to be wrong, or winning him over with gestures of helplessness, praise, 
or love, or seeking various means to escape or to evade treatment. The struggle 
is an intense one and usually goes on below the level of awareness. 

When one appreciates the purpose of resistance, one realizes that patience is 
a great virtue. The therapist must bear with the neurotic individual as he pro- 
gresses, and as he takes refuge over and over again in his customary defenses. 
Resistance is yielded only after a great struggle, for change is a painful affair. 

Since resistance has a dynamic function, an effort is made to help the patient 
to yield it up slowly. Too sudden removal may produce severe anxiety and may 
provoke a reinforcement of the neurotic defenses intended to protect the indi- 
vidual. Relinquishment of resistance will thus be blocked by a threat of repeti- 
tion of the anxiety experience. 

Resistance is best managed by demonstrating its presence, its purpose, its 
ramifications, its historical origin, and the manner of its operation in the patient's 
present relationships with the therapist and with people in general. As resistances 
are gradually analyzed and resolved, repressed material appears in consciousness 
in a less and less disguised form. Resistances require a constant working through. 
A single interpretation of a resistance is hardly effective. 

The therapist should allow resistance to evolve fully before he takes it 
back to its origins. If a second resistance develops, he must handle it by returning 
to the first one and demonstrating to the patient the interrelationship of the two. 
Tackling the patient’s defensive reactions inevitably causes him to feel threatened, 
and to resist interpretations of his resistance. This reaction is opposed by a con- 
trary motive, that of retaining the good will of the therapist. Often the patient 
will attempt to satisfy both of these motivations at the same time by abandoning 
his defense in the forms recognized by the therapist and changing it to a less 
obvious type. The understanding of these elaborations and their continued ex- 
posure forces the patient to take a real stand against them and, finally, to abandon 
them entirely. 

It is always essential to remember that resistance has a strong protective 
value. The patient will usually reject any insight that is too traumatic, or he 
will toy with it for a while, then forget it. However, through careful handling, he 
may gain insight as to how and why the resistance is operating. First of all he 
must be made aware of the resistance. Merely calling his attention to it makes 
him concentrate on a specific task. It prevents him from burning up all his 
energy in maintaining the resistance; it enables him to use some of his energy in 
tracing down its meaning. 

Once a resistance develops, it is essential to abandon other tasks until it is 
analyzed, because the patient will not be productive while battling the therapist. 
It is best at first not to probe too deeply for unconscious material, but rather to 
work intensively upon the immediate interpersonal relationship. To aid in the 
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process, the patient must be impressed with the fact that there is nothing morally 
bad about his showing certain defensive attitudes in the form of resistance. 

The dealing with transference resistances may be a prolonged affair in the 
personality disorders. Here, the ego seems blocked in absorbing the full meaning 
of the unconscious material as it becomes apparent. The patient may acknowl- 
edge the presence of certain drives. He may even understand their irrational 
nature and historical origin, but this pseudo-insight provokes little change in his 
customary life adjustment. The entire therapeutic process is intellectualized, the 
patient using his insight to fortify himself against pain. His relationship with the 
therapist never proceeds to a level of positive feeling, shorn of hostility and 
inordinate expectations. 

In infantile, narcissistic character structures particularly, intellectuality 
serves as a defense against unconscious impulses. Habitually there is a repression 
of the feeling aspects of the patient’s personality, and mastery is sought through 
intellectual control. Any experience of feeling is regarded as catastrophic. By a 
curious transformation, the defense itself may become a vicarious means of 
gratifying non-permissible drives as represented in hostile and sexual impulses. 
Another secondary gain hoped for from this façade is that of acceptance by the 
therapist. 

Patients who have a tendency to isolate emotional components from emerg- 
ing unconscious material may make the latter acceptable to themselves by re- 
pressing the affective content. Frequently they strive to neutralize their panic by 
means of foresight and reason. During therapy they give the impression of being 
very active, and at first seem to work extraordinarily well. Even though they 
make a brilliant feat of minutely analyzing their inner mental processes, little 
change occurs. The patient may involve the therapist in long dialectic arguments 
that take on the nature of debates. Words replace experiences and constitute a 
defense against feelings. 

Interpretation of this type of defense is bound to create great turmoil in the 
patient. The patient is prone to feel attacked and criticized by the therapist. 
“Negative therapeutic reactions” are common, the patient responding to impor- 
tant interpretations not with insight or relief, but with depression and dis- 
couragement. Hostility may be directed at the therapist in an effort to annihilate 
his therapeutic work. 

It is essential to remind every patient not to get too distressed if cure is not 
immediate. Some patients are confounded and depressed when they find, in spite 
of their own wishes, that they go on reacting to their various trends. It may be 
necessary to explain that reaction patterns that have become established over a 
long period cannot be removed in a few sessions. They are habits that call for 
extended working-through and reeducation. 


ILLUSTRATIVE CASE MATERIAL 
Example 1: 


In this session a female patient with a homosexual problem introduces a 
number of different resistances which block her progress. 
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Pt. I keep losing my keys constantly. My mind can't seem to concentrate lately. 
I notice that the only time I want to think about my problem is when I come here. 
The minute I get out I feel relieved. When I leave here I notice my hands are very 
cold. [This sounds like resistance in the form of intellectual inhibition.} 

Th. I see. Can you tell me more about this? 

Pt, When I get out of the office, in waiting for the elevator, I push myself up 
against the wall pretending the wall to be Helen (the patient's homosexual love ob- 
ject). I actually kiss that wall and I say, “Who does he think he is, trying to pull me 
away from my darling Helen. I won't have it, I just won’t have it.” {This device seems 
to be a magical way of neutralizing therapy, which she interprets as a threat to her 
homosexuality. | 

Th, What does it remind you of when you do that? 

Pt, Like being united with my mother. Everything seems to be O.K. again, and 
I can go on living. [Having lost her mother in childhood, the patient's homosexuality, 
in part, is a neurotic attempt to reunite herself with her mother.) 

Th, Mm hmm. 

Pt, You see. I do that. 

Th. But why do you think I want to take you away from your mother? 

Pt. I see that. You see, the information I get here, I feel, is going to get rid of 
the old regime and bring on a new regime. 

Th. And the old regime is what? 

Pt, Homosexuality. That’s strong. It’s easier to live in than the new regime. 

Th. And the new regime? 

Pt. Is getting rid of the mother fantasy and working it out. 

Th. So that you would consider any insights that you get here in a certain way. 

Pt, As dangerous to my ability to function (pause) for the moment. 

Th. So when you come here, I upset the balance and you may want to go to the 
opposite extreme. 

Pt. I shift to the opposite extreme so I can function. 

Th. You must perhaps think of me as a terrible person to do this to you. [probing 
our relationship} 

Pt. You are a horror. (said facetiously) I adore you, you know. 

Th, You do? Why? 

Pt. You know I do. [Our relationship, though ambivalent, seems good.) 

Th. In spite of what I do? 

Pt. In spite of it. (coughs) 

Th. Maybe I better stop doing*this to you. {challenging her desire for health} 

Pt. Hell, no. I don’t go wild. There is a certain amount of control. 

Th. The fact that you know all the reasons that exist for your problem . . . 

Pt, (interrupting defiantly) Doesn't do me any good. 

Th. You are still the arbiter of whether you'll do anything about the situation or 
not. But at least you have the right to know all the facts. There is no magic about this. 
The whole thing is your choice. Nobody is going to take anything away from you, 
you don’t want to let go of. 

Pt, But I don’t have the ability to make a choice rationally. (yawns) 

Th. Right now your choice would be irrational. 

Pt. Yes, I'd choose homosexuality. But, not really. You know, my mind is wander- 
ing. I’m trying not to listen to you. You know what I’m doing now? I'm trying to 
figure out my school homework. [Patient is aware of her resistance. } 

Th. Not paying attention to what I'm saying. 
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Pt. Isn't that awful. First I yawn and then my mind wanders. And I wasn't even 
aware of what I was doing. [Again she recognizes her resistance. } 

Th. But now you've caught yourself. 

Pt. I caught myself. 

Th. There must be a reason why it’s dangerous for you to integrate what we 
talk about. [pointing out possible reasons for her resistance} 

Pt. I just won't listen to you. (coughs) TIl bet this throat business has something 
to do with it. Obviously. 

Th. You sense your own resistance. Do you want me to leave you alone? 

Pt. No, no. But I do want to get well. 

Th. It may take time for you to overcome this problem. It started far back in 
your childhood. And you have been reacting automatically since. 

Pt. You know, I didn’t hear a word you said. My mind keeps wandering. {more 
resistance} 

Th. Do you remember anything we talked about the last session? 

Pt. Nothing. My mind's a complete blank. I can’t pull myself together at all. 
(coughs) And you know why I can’t do this? 

Th. Why? 

Pt. Because you are sitting back and judging me on my little speeches. 

Th, I'm judging you? 

Pt. It’s not true, but that’s how I feel. I sort of feel I’m on trial and that I’m likely 
to do things wrong. The same thing happens when I get up and speak in class. It's 
funny that I don’t remember a damn word of what you said today. 

Th. How about what I said to you last time? 

Pt. Oh, I remember that, but I can’t put it together. 

Th, Suppose you try. 

Pt. It’s like the only thing that can give me pleasure is my homosexuality, and my 
torture fantasies with masturbation. I feel that you will take these from me. I say 
to myself that if I let you take these things away, the time will come when I'll need 
them and I'll be without them. Take life’s last spark away. 

Th, No wonder you can’t concentrate here, if you think this is what really is 
going to happen. As if there can’t be a good substitute for your present pleasures. 

Pt. But it’s not entirely what I feel, because I do want to get well. But I can’t 
seem to do it today. When I leave here, I suppose I'll kiss that wall to get my equilib- 
rium back. Or I will get a hopeless desire and sexual attraction for you. I don’t want 
to listen to what you have to say. I just want to be close to you. [transference re- 
sistance} à 

Th, In a way that’s the same thing as clinging to and kissing the wall? 

Pt. It is exactly the same thing. It’s the same thing I have about Helen. Intel- 
lectually I’m not interested. I want to get into bed with her. So stop talking and let’s 
have sex. That’s how I feel about you. Same kind of feeling. 

Th. Sex appeases your tension? Is that what you really want exclusively? 

Pt. Obviously not, but I can see how this operates. And another crazy thing I do. 
When I leave here and get onto the street, I imagine you are watching me from 
the window. I get into my car and roar off. 

Th, What does that mean to you? 

Pt. It’s like I get my masculinity back again. 

Th, Which means you feel you lose it when you come here? 

Pt, (laughs) Yes, I really do. I know that’s silly. I say, “I'll show him. I'll roar 


THE HANDLING OF RESISTANCES TO CURE 483 


off. ’ll show him he can’t make me into a woman.” I try to get my feeling of power. 
(laughs) How silly can you get? 


Example 2: 


A patient comes in with a hoarseness so severe that she can hardly talk. 
This symptom came on her several hours prior to her session and was not ac- 
companied by any other signs of a head cold. Exploration reveals the symptom 
to be a manifestation of various resistances. 


Th. I wonder if you have been at all emotionally upset prior to this hoarseness. 
[focusing on possible emotional sources of the symptom} 

Pt. I don’t know what you mean. 

Th. Are you aware of anything emotional that is happening right now? (long 
pause) What about your feeling about therapy? 

Pt. The only thing I can say now, which is nuts, is that I’m scared to death of 
you. (pause) 

Th. The way you look at me is suggestive that you are afraid of me. (The 
patient has a frightened expression on her face.) 

Pt. I was always aware that I had a tenseness before, but it never was like this, 
(The patient is so hoarse it is difficult to make out what she is saying.) 

Th. What do you think this is all about? 

Pt. I don’t know. (pause) 

Th. Have you had any dreams? 

Pt. Yes, I had one dream I can hardly remember. It's scrambled, (pause) I 
dreamed I was in some sort of clinic. It was your clinic. (pause) And there was a 
young chap there who was very attracted to me. He was there for treatment too. I 
liked him and he liked me. But I was a patient at the clinic and I was working there, 
both, I talked to a group of people on the stairs. You were there as an onlooker in a 
benevolent way. And I was kidding. I said I want to go to Paris and live a couple of 
years. But this guy I liked and I decided we would have to take you with us. We have 
to take Dr. Wolberg with us because we have to finish this treatment. I looked at you 
and said, “That’s involved for you, isn’t it?” You laughed. It was all said in fun. Then 
this young chap and I decided to go home, and we walked and walked, And all of a 
sudden it occurred to me that I was walking without any trouble at all. (Among the 
patient's problems are muscular pains and arthritis complaints in both legs which make 
it hard for her to walk.) 

Th. Mm hmm. 

Pt. (pause) And then I was back in the clinic and this young chap said he wanted 
me to do his analysis. I said that’s impossible. And he sort of grinned at me and 
disappeared out of the door. That’s all I can remember. [The thoughts that come to 
my mind are that the patient may represent herself in the dream as her feminine com- 
ponent, and the young man as her masculine component. She wants to return to nar- 
cissism (loving the man) and feels she can function this way (being able to walk). 
However, she is unwilling to give up her dependency on me (returns to the clinic) 
and she relinquishes her masculine component (the man disappears out of the door). 
Another possibility is that the young man is a disguised symbol for me toward whom 
the patient feels she can express an erotic feeling. In this way she can dissociate her 
sexual feeling for me from her therapy.) 

Th. When did this dream occur? 
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Pt. Last night. 

Th. What are your associations to it? 

Pt. (pause) I’m blocked off on associations, (pause) I'm blocked off on thinking. 
I'm in a complete state of suspension. {intellectual resistance | 

Th. What in the dream might give you clues about your fear of me? What might 
you be planning or thinking of that would make you afraid of me? 

Pt. Well, when I said I want to go to Paris, I might want to run away. 

Th, What does Paris mean? 

Pt. If I could do what I want to do, I'd go to Paris for a couple of years. I love it, 
just adore it. I love the French people, their relaxation and acceptance. It was won- 
derful. 

Th. What does Paris symbolize to you? 

Pt. Fun and sex. It’s a sexy place. 

Th. And here you wanted to go with this young man. 

Pt. Yes, he was cute, (laughs) 

Th. Was there a sexual feeling about that dream? 

Pt. Oh, yes, sure. I was all for this guy. I'll tell you who he was. I never thought 
of it until now. He was a guy I met at Bob’s party last Wednesday night. He turned 
out to be a young psychiatrist and he knew you. Which is connected with you. So 
there you are. 

Th. So you really felt attracted to him. 

Pt. Yes, but had to take you along. 

Th. Why do you think you had to? 

Pt, Obviously you two are the same. 

Th. So that you may have sexual feelings for me and project them onto another 
person, or you have a fear of sex and also fear disappointment. [tentative interpreta- 
tion} 

Pt. (sighs) Couldn’t that be the same thing? 

Th. It might. There may also be a desire to leave your therapy and run off and 
have fun, and wonder about my disapproval of that. There may be many things. What 
do you think? [tentative interpretations} 

Pt, Consciously I’m not aware of wanting to run away from therapy. It’s very 
painful to me as you can see, I wouldn’t be happy getting out of it; I'd only be happy 
getting through with it. But the sexual thing troubles me. 

Th, What about any sexual feelings toward me? 

Pt. I think I’ve always had that. I block off though and can’t talk about it. It’s 
almost impossible. [She recognizes her resistance.} 

Th, What does talking about the feelings do? 

Pt. Make me scared of you. I don’t want to talk about it. I’m sure that’s what's 
happening to me now, (pause) I'm just preventing talking, that’s all. (pause) And I 
feel silly. [This indicates an awareness that her hoarseness may be a form of resistance 
against verbalizing sexual feelings toward me.} 

Th. Silly about your feelings? 

Pt. Mm hmm. I think it does. All my life I’ve covered up important things, so to 
let it out is an almost impossible thing. I talk about sex often in a pseudo-sophisticated 
way. I can make smart cracks faster than anybody I know, but it has nothing to do with 
me. To talk about my sexual feelings—no, no, The minute it touches me, I clam up. 

Th, Yet you haven’t been too inhibited in your sex life. 

Pt. I think I was a great deal, even though I didn’t act it. (pause) I just thought 
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of a dream I had in which you kissed me. I told you about it two months ago. From 
that time on I haven’t been able to talk about my sexual feelings for you. 

Th. Mm hmm. 

Pt, When I’m lonesome I say you are very attractive to me sexually. (pause) I 
feel sexual contact with you is forbidden, like it would be with a father. (The patient's 
voice is much clearer now, as if her hoarseness is vanishing.) 

Th. If it’s true that you feel extremely guilty about having sexual thoughts about 
me, that would cause you not to want to tell me your thoughts. {interpreting her 
resistance | 

Pt. That comes close to it, I think, It’s silly. (Jawghs) I’m beginning to see through 
you. (The patient’s voice is very clear at this point, her hoarseness having subsided 
considerably.) 

Th. What do you mean? 

Pt. You're trying to make me talk about you. All right. (laughs) I have varying 
emotions about you. First, I say, “To hell with that bastard, I won’t go back to see 
him.” Then I say, “That's what he expects me to do, so I shall go back to see him.” 
And then I say you are trying to be my friend, trying to do something decent. Then I 
get contrite about having had bad thoughts. All of which is a bunch of crap. I know 
it as well as you know it. 

Th. So you must feel resentful toward me sometime. 

Pt, I feel, (long pause) I feel now and I have for the last few times T’ve seen you 
that all of the threads that have bothered me have all come together in one knot, which 
knot has become you. If I can get that knot untied, then I'll be free. All the other 
things that bothered me are minor. I’m pulling out everything I have to resist you. 

Th. Resist me in what reference? 

Pt. Horribly enough I’m afraid it’s a resistance to getting cured, [recognition of 
resistance to normality} 

Th. You sound disgusted with yourself. 

Pt. I am. 

Th. What might cure do to you? 

Pt. Well, it could put me back to work. It could eliminate all my excuses for not 
doing things. It could make me take an aggressive and active role. It could make me 
stop drinking and take that fun away from me. It could make me take a decisive 
action about George (her husband). I've come through the labyrinth and I’m up to the 
door, and I’m just resisting like hell. [The patient elaborates her many resistances 
against normality. | 

Th. You must be frightened. Because that door is the door people want to reach, 

Pt. That’s what I’ve been coming here to reach. 

Th. And now that you're approaching it, you are a little afraid of it, 

Pt. I’m scared as hell, but I’m beginning a little to understand it. 


The following is an excerpt of the very next session which brings out some 
interesting points: 

Pt. I had a very peculiar reaction. Of course, it is almost impossible for me to say 
it, a very peculiar reaction last time. And I don’t know what it was that was said, 
whether it was something I said or something you said, I don’t know. But it was some- 
thing in connection with our conversation, our relationship. Then all of a sudden I got 
a “cat-and-canary” deal, which you knew perfectly well, because you couldn’t help but 
see it on my face. I don’t see how you couldn’t, and then just as I left, I said, “I feel 
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like you're laughing at me.” I knew that you weren't laughing at me in the sense of 
being nasty, but you knew damned well I wouldn’t tell you what was on my mind. 
And, of course, that’s the hell of the “cat-and-mouse” thing, because I’m perfectly 
aware that you know what's on my mind. Or at least you know very well whether I’m 
holding something back and won't say it or not. And I know that you know, so there- 
fore I get into one of these, as I say, “cat-and-mouse” deals. 

Th. What makes you feel that I can read your mind, that I know what you're 
holding back? 

Pt. T'Il bet 99 times out of a hundred you do. It’s very difficult and I feel very silly. 
Whatever it was, whether that was a part of it or something else, I got a reaction of 
being very silly and ingenue, and very ridiculous, and I couldn’t get over that feeling. 
Now what tossed me into that? 

Th, When did you get this feeling? 

Pt. Sometime during the last part of our conversation last time. I don’t remember 
very much what we said, only that I think you asked me how I feel about you. 

Th. How do you feel? 

Pt. Giddy. 

Th, Giddy? 

Pt. Yeah. I think when I use the word “silly” I probably mean that. (pause) 

Th. How did you feel J must have viewed you? Was it that you thought 7 thought 
you were silly? 

Pt, Yeah. I imagine that's it. 

Th, Well, why? 

Pt. (pause) My reaction when I left was that I wanted to put my arms around 
you and kiss you. Now whether that is a little-girl reaction or not, I don’t know. But 
that was the feeling I had. 

Th, You felt affectionate? 

Pt. Yeah, And then I think that’s probably why I felt embarrassed. I felt I 
(laughs) wanted to go over and sit on your lap, like a little girl,and I'm probably 
older than you are. 

Th. You think I think you're silly if you want to do that? 

Pt, Probably because I had the idea that you've been trying to make me grow up. 
And goddamn it, I don’t want to grow up. 

Th. If this is what you feel, this is what you feel. Let’s try to understand it. Sup- 
pose you do feel like putting your arms around me or sitting on my lap, do you think 
there is something wrong with that? 

Pt. Apparently I do. I don’t think so, but I feel there is. I must or I wouldn't react 
that way. And when I get the “‘cat-and-canary,” as they say, the “cat-that’s-robbed-the- 
canaty-look” on my face, I usually have something in my head, which I entertain, which 
I think is not in order. (pause) 

Th. You know it is rather interesting that you find it so hard to mention to me 
what had happened. [focusing on resistance} 

Pt. Sometimes I'll go for months and won’t mention some things to you. And it 
isn’t because I want to hide something. That’s the god-damned mechanism of this 
thing. I blurted out and told you the last time, but, of course, by the time I get to 
talking about things, it’s just when I’m putting on my coat. Like last time I kicked 
myself around the block when I got outside. I thought, why that’s perfectly silly, 
why shouldn’t I have said that; I’ve said every other god-damned thing. It’s a wonder 
I came back today and said it. Because sometimes I might go for months and I might 
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talk about every subject in the world. But some little thing like that which apparently 
has significance for me, I can’t talk about. 

Th. Perhaps it had such deep significance to you for a special reason? 

Pt. Well, I find you attractive. (laughs) It's silly, but I have a thought it would 
be nice . . . last time what I failed to say was that I thought it would be nice to go 
to bed with you. But it kills me to tell you that. [sexual transference} 

Th. Perhaps you wonder what my reaction would be. 

Pt. I can remember one instance now. I don’t suppose it was the type of person. 
It was probably the way I was feeling at the time. But usually men have approached 
me and I pretty much took what I wanted and left what I didn’t want alone. That's 
always the case. A few times I thought someone was awfully cute, and I have 
deliberately gone after it, trying to look undeliberate. The exception was this once, 
and I can’t remember who this man was. I think I’d read it in a novel, and I decided to 
try to ask a man to sleep with me, and did. And the result was disastrous. He ran like 
he was hit by a poisoned arrow. 

Th. I see. 

Pt. This guy ran. I don’t think I ever did see him again. I remember now. Yeah. 
To show you that I’m embarrassed about it, I can’t remember his name. Anyway, he 
was a guy that I went to Virginia with. I was going on my business. He was going on 
his business, He was trying to make a business deal with me. He was very good looking 
and he was my type. He was dark and not too damned tall and big, and I thought he 
was very attractive. I had lunch with him several times. And so I was going to Rich- 
mond. And I said at lunch one day that I was going to go to Richmond on such and 
such a day. And he said, “What are you taking?” And I told him the train number. 
And I got on the train, and he had the compartment right next to me. That I’ve never 
figured out. Maybe it was just luck. So anyway, he started making love to me. He came 
in to my compartment, and we were having a couple of drinks, and we were talking. 
And he started making love to me and all in a roundabout way, an inch at a time, an 
inch at a time. He put his arms around me first, and all the pow-wow they go through. 
So I thought this is going to be silly. I'd been thinking about it for weeks, That looks 
good. I’d like to have that when I can get a hold of it. So I just turned and looked at 
him. I said, “You don’t have to go through all this, because I want to sleep with you.” 
And it scared the hell out of him. 

Th. Do you feel that maybe you're afraid of being outspoken with me too? 

Pt. God damn it, yes. (laughs) I see it now. I must be afraid. You will run off and 
leave me if I’m too outspoken. My parents never let me speak my mind, Everything I 
learned I got out of being on the go with the other kids on the street. [We continue 
to explore her sexual feelings toward me.} 


42 


The Management of Untoward Attitudes 
in the Therapist (Counter-transference) 


AMONG THE MOST CONFOUNDING DETERRENTS TO TREATMENT ARE 
transference responses in the therapist that are directed toward the patient 
(counter-transference). Here the therapist projects onto the patient revived 
elements of attitudes, misconceptions, fears and impulses derived from his own 
emotionally significant past relationships. The patient’s appearance, gestures, 
manner, age, sex, personality structure and symptoms are apt to excite prompt- 
ings in the therapist, some of which are unrealistically determined. Never static, 
these reactions vary with different patients. Toward some, the therapist may 
display affectionate feelings. Toward others, he may manifest irritation and even 
hostility. He may be impressed by certain patients, and he may be bored by 
others. Such responses are usually more or less automatic, being nurtured by 
motives that operate outside the awareness of the therapist. 

Where the therapist is disciplined in self-observation, he may become 
cognizant of troublesome attitudes and feelings toward his patients before he 
expresses them in behavior. The more insight he has into his interpersonal 
operations, the more capable he is of exercising any necessary control. Where 
the therapist has little understanding of his unconscious dynamisms, he is most 
apt to respond with unmanageable counter-transference. 

An illustration of how counter-transference may act to the detriment of 
therapeutic competence may be cited by the case of the therapist who, well- 
trained and endowed with more than the usual warmth toward people, was able 
to achieve good results in psychotherapy with most patients. Notably defective, 
however, were his results with male patients who had serious difficulties with 
women. The therapist himself was involved in conflict with his wife, the details 
of which he was not at all loath to verbalize. This was undoubtedly a manifesta- 
tion of his unresolved problems with women. Whenever his male patients 
divulged their difficulties with their wives, the therapist would immediately 
respond with rancor, and vehemently denounce the chicanery of scheming 
females. This attitude, while temporarily comforting to some patients, ultimately 
resulted in their distrust of the therapist, engendered by a realization that they 
could never work through with him some of their basic life problems. 

It is rare indeed that a therapist, irrespective of how free from personality 
blemish he may be, can respond with completely therapeutic attitudes towards 
all patients. With some, he may display an adequate degree of sensitivity, flexi- 
bility, objectivity and empathy, so helpful to good psychotherapy. With other 
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patients he may manifest a lack of these qualities and an inability to petceive 
what is happening in the treatment process. There will be a failure to recognize 
neurotic projections in the relationship, and to remain tolerant in the face of the 
patient’s irrational and provocative behavior. Thus, infantile requests by the 
patient for exclusive preference or sexual responsiveness, or expressions of re- 
sentment and hostility, or unfounded complaints of being exploited, may bring 
out in the therapist attitudes that interfere with a working relationship. 

The specific display of counter-transference will vary with the problems of 
the therapist. Thus a need in the therapist to be directive and authoritarian, 
while advantageous in supportive approaches, tends, in insight therapy, to inter- 
fere with the individual's growing sense of self, with his expanding assertiveness 
and with his independence. Authoritarian attitudes also pander to dependency 
strivings in the patient, and coordinately nurture rebellious tendencies in him. 
Some therapists are driven by pompousness to make too early and too deep in- 
terpretations, which they hope will impress the patient with their erudition and 
perceptiveness. They may also attempt to force the patient into actions before 
the latter is ready for them. However, this playing of a directive role with the 
patient to satisfy certain emotional needs in the therapist must not be confused 
with a deliberate extension to the patient of emotional support when this is 
therapeutically indicated. The former is usually based on the motivation to 
parade one’s power and omniscience; the latter is a studied, measured giving of 
help that is inspired by the needs of the patient. 

Tendencies toward passivity and submissiveness in the therapist may also 
have a detrimental effect on treatment, since it is sometimes necessary to be firm 
with the patient, as in helping him to avoid retreat, in enjoining him to execute 
insight into action, and in offering him essential guidance and reassurance. Sub- 
missive traits in the therapist furthermore operate to bring out sadistic, hostile 
attitudes in the patient. 

Impulses toward detachment may develop in the therapist as a defense 
against entering into close contact with some patients. This trait is particularly 
destructive to the therapeutic relationship. The patient may be able to establish 
some sort of relatedness with a domineering or a passive therapist, but he is 
totally unable to relate to one who is detached. 

A therapist who, because of personal anxiety or a depriving life situation, 
is thwarted in the expression of certain basic drives may attempt to live them 
through vicariously in the experiences of the patient. He may, therefore, tend 
to overemphasize certain aspects of the patient's behavior. Thus, if the patient 
is in a position of fame, or is financially successful, or is expressing sexual or 
hostile impulses, the therapist, if he has the unconscious need to satisfy such 
strivings, will focus unduly on these perhaps to the exclusion of other vital 
psychic aspects. This loss of perspective is particularly pronounced where there 
is any overidentification with the patient. 

Neurotic ambitiousness may cause the therapist to glory in the patient’s ac- 
complishments and to push him inexorably into areas that are calculated to lead 
to success and renown. Overambitiousness may also be extended toward seek- 
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ing rapid results in treatment. Here the therapist will be unable to wait for the 
gradual resolution of resistance. Accordingly, he will promote the exploratory 
process too hurriedly at the beginning of therapy. Perturbed by the slowness 
with which the patient acquires insight, the therapist may interpret prematurely, 
and then respond with resentment at the oppositional tendencies of the patient. 
The therapist may also propel the patient too vigorously toward normal objec- 
tives, and then become frustrated at the patient’s refusal to utilize insight in the 
direction of change. 

Due to anxiety or guilt, it may be difficult for the therapist to countenance 
certain needs within himself. When such needs appear in the patient, the ther- 
apist may exercise attempts to inhibit their expression. Difficulties here espe- 
cially relate to impulses toward sexuality, hostility and assertiveness. Should the 
patient introduce these topics, the therapist may act disinterested, or he may 
deliberately focus on another area. The therapist may be unaware of these per- 
sonal psychic blind spots which prevent him from exploring anxiety-inspiring 
conflicts in the patient. Thus, if he himself has problems in dealing with hos- 
tility, he may, upon encountering hostile expressions, reassure the patient com- 
pulsively or channelize verbalizations toward a less threatening topic. Fear of 
hostility may also cause the therapist to tarry, to lose initiative, and to evidence 
paralysis on occasions when the patient attempts to act in an aggressive or as- 
sertive way. Fear of other aspects of the patient’s unconscious may cause the 
therapist to circumvent the discussion of pertinent material to the detriment of 
reconstructive therapeutic goals. 

Other counter-transference manifestations may reflect themselves in neu- 
rotic attitudes toward money with an overemphasis of fees and payments, in an 
inability to tolerate acting-out tendencies in the patient, and in a tremendous 
desire for admiration and homage. Perfectionistic impulses may cause the ther- 
apist to drive the patient compulsively toward goals in treatment that are beyond 
the patient's capacities. Sometimes the therapist, under pressure of his own 
neurotic drives, may set up a situation in treatment that parallels closely the 
traumatizing environment of the patient's childhood. When this happens, trans- 
ference may become extreme and perhaps insoluble. Certain patients may mobil- 
ize in the therapist strong feelings of rejection and intolerance, which will de- 
stroy the emotional climate that is so important for personality development. 
Other therapists, burdened with narcissism, and needing to impress the patient 
constantly with their brilliance, may utilize interpretation too freely and water 
down the therapeutic process with intellectualizations. 

At certain phases in therapy, counter-transference may become more openly 
pronounced than at others. For instance, during periods of resistance, the ther- 
apist may respond with aggressive or rejecting behavior. Some actions of the 
patient may also stimulate counter-transference. A patient who is frankly seduc- 
tive may stimulate sexual feelings in the therapist; one who is openly antagonis- 
tic may precipitate counter-hostile attitudes. The patient may be sensitive to the 
moods of the therapist and work on these for his own specific gains, the most 
insidious effect of which is a sabotaging of the treatment effort. 

Because counter-transference may result in therapeutic failure, it must be 
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handled as soon as possible. Where recognized, the therapist may be able to 
exercise some control over it. There are therapists, who, though unanalyzed 
themselves, have an excellent capacity for self-analysis and an ability to restrain 
annoying expressions of counter-transference. This permits the therapeutic proc- 
ess to advance unimpeded. A therapist who has undergone successful personal 
psychotherapy or psychoanalysis will still be subject to counter-transference from 
time to time. Nevertheless, he should, by virtue of his training, be capable of 
detecting and of managing troublesome reactions as soon as they develop. 

Detection of counter-transference, unfortunately, is not always possible, 
especially where deep unconscious needs are pressing. It is this unawareness of 
his inner drives that so frequently causes the therapist to rationalize them. In- 
deed, the very selection of certain methodologies and kinds of therapeutic prac- 
tice may be determined by unconscious motivations. Thus a therapist, basically 
passive, who fears human contacts and has evolved a detached manner as a de- 
fense, may be attuned to schools in which extreme passivity and non-directive- 
ness are the accepted modes. Or, if he is by personality domineering and aggres- 
sive, he may be inclined toward endorsing the doctrines of those schools that 
advocate directive or coercive techniques. 

In order to sensitize himself to manifestations of counter-transference, the 
therapist may advantageously subject himself to self-examination throughout the 
course of therapy. Such questions as the following are appropriate: 

1. How do I feel about the patient? 

Do I anticipate seeing the patient? 

Do I overidentify with, or feel sorry for the patient? 

Do I feel any resentment or jealousy toward the patient? 
Do I get extreme pleasure out of seeing the patient? 

Do I feel bored with the patient? 

Am I fearful of the patient? 

Do I want to protect, reject, or punish the patient? 

. Am I impressed by the patient? 

Should answers to any of the above point to problems, the therapist may ask 
himself why such attitudes and feelings exist. Is the patient doing anything to 
stir up such feelings? Does the patient resemble anybody the therapist knows or 
has known, and, if so, are any attitudes being transferred to the patient that are 
related to another person? What other impulses are being mobilized in the ther- 
apist that account for his feelings? What role does the therapist want to play 
with the patient? Mere verbalization to himself of answets to these queries, per- 
mits of a better control of unreasonable feelings. Cognizance of the fact that he 
feels angry, displeased, disgusted, irritated, provoked, uninterested, unduly at- 
tentive, upset or overly attracted, may suffice to bring these emotions under con- 
trol. In the event untoward attitudes continue, more self-searching is indicated. 
Of course, it may be difficult to act accepting, non-critical and non-judgmental 
toward a patient who is provocatively hostile and destructive in his attitudes to- 
ward people, and who possesses disagreeable traits which the therapist in his 


everyday life would criticize. 
The ability to maintain an objective attitude toward the patient does not 
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mean that the therapist will not, on occasion, temporarily dislike many of the 
things the patient does or says. Indeed, he may become somewhat irritated with 
any patient on certain occasions, especially when he is being subjected to a bar- 
rage of unjust accusations, criticisms and demands. The stubborn resistances of 
the patient to acquiring insight and to translating insight into action, and the 
clinging of the patient to attitudes and action patterns that are maladaptive and 
destructive, will tax the endurance of any therapist, no matter how well- 
integrated his personality may be. But the capacity of the therapist to understand 
his feelings will help him better to tolerate the neurotic strivings of the patient 
and to maintain a working relationship. 

To illustrate how a therapist may control counter-transference, we may con- 
sider the case of a patient who is having an affair with the wife of his best 
friend, and feels exultant about this situation. The therapist is repulsed by the 
enthusiasm and sexual abandon displayed by the patient. He may, therefore, 
have a temptation to interpret the situation as a disgraceful one, with the object 
of putting pressure on the patient to give up his paramour. With this in mind, 
he may enjoin, order or suggest that the patient stop seeing the woman in ques- 
tion, or desist from having sexual relations with her. Should the therapist step 
in boldly in this way, his interference will probably be resented by the patient. 
Indeed, transference may be mobilized, the patient regarding the therapist as a 
cruel, depriving, dangerous father who prohibits him from having sex or free- 
dom. An artificial note will thus be injected into the relationship, the patient 
utilizing his affair as a means of defying the therapist. Not only will the patient 
continue in his infatuation, but the therapeutic situation may deteriorate. Or the 
patient may yield to the therapist's suggestion and give up the relationship with 
the woman, and then become depressed and detached, as if he has been forced 
to relinquish something precious. He will feel that his independence has been 
violated. 

In attempting to control his responses, the therapist may indulge in self- 
searching. Realizing that he feels moralistic, the therapist is better capable of 
keeping in the forefront the general principle that, right or wrong, the patient 
is the one who must make the decision about continuing in the affair or giving 
it up. Accordingly, instead of suggesting to the patient that he stop the illicit 
relationship, the therapist may say: 

“Now here is a situation that seems to have a good deal of value for you. 
You get fun out of seeing your friend’s wife, but you also see that there are 
difficulties in the situation. Now suppose we discuss the good and bad sides of 
your predicament.” The patient then will verbalize his feelings about the virtues 
as opposed to the liabilities of his intrigue. Thereupon the therapist may remark: 
“Here, you see, there are values as well as liabilities in the situation, It is im- 
portant for you to consider all the facts and then decide the course of action you 
want to take.” In this way the therapist strives to keep his own feelings from 
influencing the patient. The patient is then better equipped to evaluate what is 
happening and to plan his own course of action. 

It is unnecessary for the therapist to feel that he must strap himself into 
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an emotional strait-jacket to avoid upsetting the patient. Nor is it essential 
that he be a paragon of personality virtues to do good psychotherapy. So long 
as he is reasonably flexible, objective and empathic, and provided that a working 
relationship exists, he may indulge a variety of spontaneous emotional responses, 
even some that are neurotically nurtured, without hurting the patient or the 
therapeutic situation. Actually the patient will adjust to the therapist’s specific 
personality, if he senses that the therapist is a capable, honest, non-hostile person 
who is interested in helping him get well. 

For example, a therapist may be inclined to be active and somewhat dom- 
ineering. The patient may then exhibit toward the therapist his usual attitudes 
toward domineering and authoritative people: he may become fearful, or hostile, 
or submissive or detached. As the therapist interprets these reactions without 
rancor, the patient may challenge the therapist's overbearing manner. The ther- 
apist, if not threatened by this stand, will acknowledge the operation of some 
domineering tendencies. The very fact that the therapist admits responsibility, 
may give the patient a feeling that he is not dealing with the same kind of im- 
perious authority with whom he has always involved himself. He may then ques- 
tion the facades and defenses he automatically employs with authority, and he 
may countenance a new kind of relationship. In working out this aspect of his 
problem, he will undoubtedly see connections with other personality facets and 
begin working on these also. 

If, on the other hand, the therapist is a quiet, non-domineering person, 
basic attitudes toward passive people may emerge. Thus, the same patient may 
become disappointed, sadistic or depressed. The therapist, observing such reac- 
tions, will be able to bring the patient to an awareness of why he is manifesting 
these tendencies. The patient will learn by this that the therapist is really not 
an inconsequential person, in spite of a quiet manner. Indeed, the patient may 
discover that he seeks a godlike authority, and that he has contempt for any 
lesser kind of human being. The patient will learn then that he can respect the 
therapist, and the therapist's personality, even though this happens to be passive. 
He will then have resolved one important part of his problem. With this resolu- 
tion other aspects will come in for consideration; such as his attitudes toward 
domineering people. Thus, even though the patient deals with two entirely dif- 
ferent people in the two distinct therapists, he will have been able to work out 
basic difficulties with each. 

The important thing therefore is not whether the therapist has an im- 
peccable personality, but rather that counter-transference reactions can be suf- 
ficiently reduced or controlled to provide the patient with a suitable medium in 
which to work through his neurotic patterns. 
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Translating Insight into Action 


IMPROVEMENT OR CURE IN PSYCHOTHERAPY IS POSITED ON THE FOLLOW- 
ING PROPOSITIONS: 

1. The patient successfully acquires an understanding of the nature of his 
problem by developing the capacity to conceive of it in terms that are mean- 
ingful to him. 

2. On the basis of his understanding, he begins to execute his insight into 
positive action. He acquires symbolic controls, replaces destructive with adaptive 
goals, and propitiates these in accordance with the mores of society. 

Insight is, therefore, a liberating and an enabling force; it upsets the balance 
between the repressed and repressive psychic elements; it creates motivations 
to test the reality of one’s attitudes and values; it gives the person an opportunity 
to challenge the very philosophies with which he governs his life. But insight 
is not equivalent to cure; by itself it is insufficient in arresting the neurotic proc- 
ess and in promoting new and constructive patterns. 

Indeed, the development of insight may surprisingly produce not relief 
from distress, but an accentuation of anxiety. For the ensuing challenge to change 
his modus operandi, and the sloughing off of neurotic protective devices, make 
the possibility of exposure to hurt all the more real. No longer is he capable of 
hiding behind his defense mechanisms. He must face his facades, and he must 
proceed to tackle life on new assertive terms. Prior to his acquisition of insight, 
he may have envisaged “normality” in fantasy as a desirable quality, but the 
approaching “showdown” fills him with a sense of impending doom. 

Thus a man with an impotency problem may learn in therapy that his im- 
potence is a defense against a fear of being mutilated by destructive, castrating 
women. Realizing that his defense is realistically unfounded, he must still expose 
himself to intercourse. This will continue to be extremely frightening to him 
until he convinces himself through action that the imagined dangers will not 
come to pass. A woman, working in an advertising agency, may discover that a 
fear of competition with men is due to her repudiation, on the basis of anxiety, of 
a desire for masculinity. Her knowledge then opens up the possibility of her 
being able to stand up to men. Specifically, she may practice her new insight on 
a man in her office who has advanced himself professionally over her because 
she had assumed a retiring and passive attitude. The understanding that she is 
playing a role with men akin to the subordinate role she had assumed as a child 
with her brother, does not ameliorate the anxiety she feels at having to compete 
with her office associate. 
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To protect himself from facing the threatened perils of action, a patient 
may throw up a smokescreen of resistance. He may reinforce old and employ 
new defensive mechanisms. He may devaluate strivings for health even though 
these had constituted strong incentives for starting therapy. The original moti- 
vations may be submerged under the anxiety of impending fulfillment and the 
patient may then interrupt treatment. 


MODERN LEARNING THEORY AND PSYCHOTHERAPY 


The difficulties that invest the resolution of old patterns and the elaboration 
of new ones, make it necessary for the therapist to use every stratagem at his 
disposal. Since psychotherapy invoives a learning process in which the patient 
acquires abilities to abandon his neurotic adjustment in favor of an adaptation 
consonant with reality, it may be interesting to consider the therapeutic situa- 
tion in the light of the theory of learning. A number of attempts have been made 
tò coordinate psychotherapy with the principles of modern learning theory. 
None of these has proven successful, since the various propounded theories— 
including the stimulus-response and cognitive theories—are unable to account 
for the complexities of ego functioning, both normal and pathological. The ego 
seems to operate under laws of its own which have scarcely been embraced by 
any of the learning theories. Furthermore there are various kinds of learning to 
which different postulates may be applied. The unsolved problems of learning 
would seem too diffuse to permit of any real application of learning theory to 
the phenomena of psychotherapy. 

Yet it is interesting to consider certain aspects of learning theory in rela- 
tionship to what happens in the yielding of abnormal patterns and their replace- 
ment by adaptive behavior. From a purely speculative point of view, therefore, 
the following premises may be pertinent: 

1. The basis for acquisition of new patterns is generally a strong need or 
drive that motivates the individual toward responses of a goal-directed nature. 

2. Multiform actions are exploited which are meaningful to the individual 
in that they are calculated to satisfy the need. A successful response which re- 
duces the motivation tends to be repeated whenever the original need recurs. 
Continued satisfaction of needs that follow the same response may lead to fixa- 
tion of the specific response and to a suppression of other responses. Eventually 
this results in the establishment of a habit. Mere repetition of a response with- 
out adequate reward does not encourage continuance of action; conversely it may 
minimize the response. However, reinforcement is not always necessary to main- 
tain a “good” response, nor will lack of reinforcement extinguish the response. 
The meaning of the response to the individual is what determines its contin- 
uance. 

3. Associated stimuli and cues often become linked with the goal-attaining 
response. These incidental stimuli may eventually elicit the response through 
conditioning. Such conditioned responses make it possible for the individual 
to react in anticipation of a real need. Established responses thus do not confine 
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themselves to a specific stimulus; they are evoked by a wide variety of stimuli, 
symbolically similar to the rewarded stimulus. Learning may eventually produce 
anticipatory responses to mere hints of stimuli. 

4, Anxiety is one of the strongest motivants to learning. It stimulates re- 
sponses intended to reduce or eliminate its force. Great problems in learning 
develop when new habits that are being evolved stimulate anxiety. The latter 
emotion will evoke strivings that inhibit the new responses (resistance). Even- 
tually, resistance may cause habits to undergo extinction. Since anxiety is present 
in most forms of learning, its proper handling constitutes an important ped- 
agogic principle. 

5. Each person exhibits a unique learning pattern, in both method and 
speed of learning, in relation to the understanding and integration of stimuli, 
and in regard to the pursuit of goal-directed actions. 


BUILDING MOTIVATION FOR ACTIVITY 


If empirically we are to pay credence to these concepts of learning, we have 
to abide by the rule that the first step in helping a patient to translate insight into 
action is to build adequate incentives toward the abandoning of old patterns 
of living. A constant analysis of the individual’s habitual drives—their purpose, 
their origin, their contradictions, and the conflicts they inevitably inspire—en- 
ables the patient to doubt their values. Gradually he realizes that his strivings 
do him more harm than they do him good, that they are responsible for much 
of his maladjustment and promote many of his symptoms. Eventually he under- 
stands that the pleasures he derives from the fulfillment of his patterns are 
minute indeed compared to the devastation they produce in his life. He then 
becomes willing to challenge the validity of his customary modes of adjustment. 

For example, a woman with a strong dependency drive discovers that her 
need for dependence dominates every aspect of her thinking and feeling. Find- 
ing an omnipotent person on whom to lean fills her with a sense of “goodness” 
and security. Life then becomes a bountiful place; she is suffused with vitality, 
imagination and creativeness. But not long after this metamorphosis, a curious 
change takes place in the way she feels. Fear and panic begin to overwhelm her; 
she becomes sleepless and she feels depressed; headaches, dyspepsia and muscle 
tension develop. To her consternation she seems to invite suffering, masochist- 
ically assuming the manner of a martyr, and then undermining the person who 
acts as her host. She appears also to want to capitalize on her plight, by holding 
forth physical weakness and infirmity as reasons for her avoidance of responsi- 
bility. 

These patterns become apparent to her during psychotherapy. She learns 
that while she is driven to submit herself to a powerful parental agency, this 
crushes her assertiveness and fosters feelings of helplessness. Exploration of the 
genesis of her patterns may show her how her dependency resulted from sub- 
jugation by an overprotecting mother who stifled her independent emotional 
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growth. This knowledge gives impetus to her desires for freedom. She sees how 
continued pursuit of dependency since childhood, causes reflex helplessness and 
crushing of independence. Such insights are fostered in a non-judgmental and 
tolerant treatment atmosphere, the therapist never holding himself out as an 
authority who orders the patient to change her way of life. 

On the basis of her new understanding, much dissatisfaction may be created 
in the patient with her present life situation. She will also be motivated to ex- 
periment with different modes of adjustment. The desire to give up dependency 
as a primary adaptive technique, may, however, be blocked by a fear of, and a 
contempt for normal life goals. Anxiety here may mask itself as anhedonia—an 
indifference to, or boredom with pleasures and impulses accepted as valuable by 
the average person. For, compared with the ecstatic, albeit spurious, joys of 
neurotic fulfillment, customary routines seem uninspiring indeed. The therapist 
accordingly engages himself in a constant analysis of misconceptions about 
normality in terms of their anxiety-avoidance components. 

When our patient, for instance, manifests disinterest in certain people, 
it may be possible to show her that she harbors contempt for any individual who 
does not possess a glamorous omniscience. She may actually classify people into 
two categories: those who are “superior” and who potentially can serve as 
parental substitutes; and those who are “inferior” and therefore are “utter 
bores.” The immense narcissism and grandiosity inherent in her attitudes about 
herself may become apparent to the patient as she realizes how she strives to 
gain omnipotence through passive identification with a godlike figure. At this 
point the patient may become awate of why she refuses to have children. She 
realizes that she does not want to be replaced as the favorite child of her hus- 
band. She does not want to “give” and be a parent to a child, since she herself 
wants to be that child. She conceives it her right to take from others. 

This analysis of anxieties and expectations, and the continued verbaliza- 
tion by the patient of fears and anticipated pleasures, provides increased motiva- 
tion to attempt a different life expression. But no new patterns can be learned 
unless the motivation to acquire them is greater than the motivation that pro- 
motes the survival of the existing neurotic habits. Therapist activities, therefore, 
must embrace encouragement of any desires the patient voices for mental 
health, emotional growth and freedom from suffering. The therapist must at- 
tempt to undermine the pleasure and security values the patient seeks from the 
prosecution of her neurosis. Thus, the therapist may show the patient that the 
rationale of her dependency need is inescapable if one accepts the premise that 
she is incortigibly helpless. While it is true that conditions in her childhood 
made dependency and related patterns necessary, she now continues to operate 
under assumptions that are no longer true. Her expectations of injury approxi- 
mate those of a child. If she analyzes her situation today, she will see that con- 
ditions no longer necessitate anachronistic reactions that are so destructive to her 
adjustment. She is challenged to revise her assumption of life as a repetitive 
phenomenon that is blackened by shadows of her past. 
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PROVIDING A FAVORABLE ENVIRONMENT FOR ACTION 


With expanding insights, neurotic strivings become linked in the mind of 
the patient with his suffering and maladjustment. Their operation and even their 
appearance begin to evoke discomfort. This provides motivation for their in- 
hibition. Involved in the inhibitory response are incidental stimuli or cues which 
are associated with the neurotic patterns and which once could initiate them. 
More and more the patient becomes capable of controlling his reactions and of 
engaging in productive responses. 

It may be necessary for the therapist to prepare the patient in advance for 
any foreseen disappointments that may occur in the course of executing a new 
response. Thus, if our dependent patient decides that she must assert herself 
with her husband, she may resolve to do this by asking him for a regular allow- 
ance weekly, from which she can budget her household expenses, purchase her 
clothing and provide for certain luxuries. Hitherto her husband has doled out 
funds whenever she needed to make a purchase, requesting an itemized account- 
ing in order to check on her spending. He has considered his wife irresponsible 
—an attitude the patient has sponsored, partly out of ignorance and partly out 
of hostility—because she has made many unnecessary purchases. He has for this 
reason restricted her spending. We may, therefore, anticipate that he will react 
negatively to her suggestion that he provide her with a weekly sum, and that she 
be entrusted with the family purchasing. Because she has chosen this area as a 
test for her assertiveness, a negative or violent reception of her assertive gesture 
will probably mobilize anxiety and result in defeat. She may then suffer a de- 
cisive setback in her therapy, and perhaps never again dare to approach her hus- 
band assertively. 

To forestall this contingency, the therapist may, when the patient presents 
her plan, ask her to anticipate her husband's reaction. In her reply, the patient 
may be fully expectant that her husband's response will be negative. She may 
then be asked to anticipate her own reaction should he refuse to cooperate. The 
therapist may even predict for the patient a violent response on the part of her 
husband, and get her to verbalize how she would feel if he became recalcitrant 
and punitive. Once the patient accepts the possibility that her request may bring 
forth hostility, and once she recognizes that her husband may, on the basis of 
her past performance, perhaps be justified in his refusal to trust her manage- 
ment, the therapist may encourage her to approach her husband on a different 
basis. Discussing with him the need for practice in making herself more in- 
dependent, she may suggest that he allow her to assume greater responsibility 
in the handling of finances. However, since even this prudent method of pres- 
entation may be rejected, the patient should be prepared for a disappointment. 
What is accomplished by this tactic is that the patient is desensitized to failure 
and musters the strength to cope with an absence of rewards for her new re- 
sponses. 

In most patients insight is translated into action without too great activity 
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on the part of the therapist. In some patients, however, considerable activity 
may be required before therapeutic movement becomes perceptible. 


1. Psychodramatic Techniques 


In occasional instances, role-playing may be efficacious, the therapist taking 
the role of the individual with whom the patient seeks to relate on different 
terms. Or the therapist may suggest that the patient assume the role of the per- 
son, while the therapist himself takes the part of the patient. The patient, in 
addition to building up immunity to rebuffs, enjoys in this technique an oppor- 
tunity for emotional catharsis. The therapist is in turn availed of a means of 
bringing the patient’s undercurrent feelings and responses to his awareness. 


2. Conferences with Family Members 


Where a patient lives in a close relationship with another person, like a 
mate, parent or family member, and his security is bound up with this person, 
his ability to respond with different patterns toward this person will be circum- 
scribed by the permissiveness extended to the patient by the person. In the event 
the person has problems that interlock with those of the patient, and if the per- 
son utilizes the patient as a means of insuring his own neurotic adjustment, the 
person is bound to react with anxiety when the patient threatens to upset his 
routines. Thus the mate of our patient with the dependency problem will prob- 
ably regard any change in the patient in her striving for freedom as an assault 
on his own rights. He may then attempt to undermine the patient’s treatment, 

Surmising such a contingency, it may be expedient to arrange for a talk 
with the person in question. The consultation will have to be arranged with the 
knowledge and even cooperation of the patient. One or several conferences with 
the person can often make the difference between success or failure in the pa- 
tient’s initial effort at a new response. Once the person sees the rationale of the 
new plan of action, and senses that he is not being blamed by the therapist; 
once he realizes that his own problems and needs are being taken into account, 
he may voluntarily cooperate. Even hostile reactions of the patient may be tol- 
erated by him, if the person is alerted to the possibilities of such reactions. In 
our dependent patient, for example, an interview may be geared around the 
discussion with the husband of what he has noticed about his wife. Any trouble- 
some attitudes and behavior mentioned may then be pointed out as manifesta- 
tions of her problem of lack of assertiveness. In order for her to overcome this 

roblem, which is so crippling to her adjustment, including her marital adjust- 
ment, it will be necessary to give her an opportunity to grow. Even though she 
may make mistakes, the husband is enjoined to exercise tolerance, since this is 
how people learn and grow. It would be better for her to make a few mistakes, 
for instance, in the way she budgets her allowance, and to help her to learn 
through her mistakes, than to let her continue in her present state of turmoil, 
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Obviously, in order for the husband to adjust to the patient's assertiveness, 
it will be necessary for him to master some of his own needs that are being satis- 
fied by the patient’s passivity and dependence. A fear for his own masculinity, 
a compulsive striving for superiority and power, may demand that his wife relate 
to him as a subordinate. Consequently, the husband may have to experience a 
therapeutic change himself in order to allow his wife to exercise assertiveness 
in the relationship. He may go through an emotional crisis before this happens, 
even though he appreciates the purpose behind the plan as explained to him by 
the therapist. 

The following excerpt from a session with a woman whose dependency 
problem resembled that of the hypothetic patient we are considering as an ex- 
ample illustrates this point: 


Pt, And Sunday morning I was in church and I got a little nervous. Then when I 
came home my husband started acting funny, wanting to go here, wanting to go'there. 
I told him I thought he didn’t really want to go anywhere. He brought up a lot of 
things. All of a sudden I looked at him and saw hatred on his face and my mind 
stopped working. He said, “You care more about the doctor than you do me.” He acted 
very jealous and I got upset. 

Th. I see. 

Pt, And in the last few months we had been getting along so well. You know I 
just am never going to go back again to what I was. I got upset at his attitude and 
wanted to throw something at him, but instead I turned it on me. I cried and tore my 
hair, He got me so angry, I lost control. I don’t want to live with a man I have to 
appease. I told him he is a mean man and that I would leave him. 

Th. And then what happened? 

Pt. He got upset and cried. He told me it was his fault. He said he always was this 
way and that he could see he was wrong. Then I started feeling sorry for him. Then 
I got mad at him. I don’t think I can stand him. He’s brutal and mean. He isn’t happy 
until he sees me groveling on my knees. Then he’s happy. Maybe I'm not the woman 
for him. (pause) 

Th. But you could assert your tights. You could define what you feel your rights 
to be. 

Pt. But I have. I don’t see what I did to aggravate him. I know he has a problem 
in wanting to treat me like a slave. Maybe someone else could stand it, but I can’t. 
And I told him and threatened to walk out. (pause) 

Th, So what happened then? 

Pt. Surprising. He broke down and cried. Then he said it was all his fault. He 
said he could see how he treated me, that it was all his fault. He said he didn't know 
how I could stand it so long. He said he would try to treat me more like an equal. 


There are many instances in which improvement in therapy of one marital 
partner results in increasing emotional disturbance of the mate. Indeed a dis- 
turbed adaption of the patient may be a condition necessary for the equilibrium 
of the mate. Thus a man, domineered by a power-driven wife, may satisfy mas- 
ochistic needs under a domain of tyranny. He may be unable to adjust to an at- 
mosphere of cooperative equality brought about by the wife’s improvement 
through psychotherapy. Or a frigid woman, receiving treatment, may make 
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sexual demands on her impotent husband who will then develop strong anxiety. 
Where the mate of a patient has good ego strength he may possibly be able to 
progress spontaneously on the basis of new demands made on him by the patient 
toward a healthier adjustment. The outcome of psychotherapy in one partner 
then will be emotional improvement in both members. However, it may be 
necessary for the mate of the patient to receive psychotherapy also where spon- 
taneous improvement does not occur. 


3. Adjusting the Patient's Environment 


Where the patient’s environment is disturbed, it may have to be altered 
before insight can adequately be translated into action. Thus, if there is under- 
nourishment, shabby physical attire, bad housing and other consequences of a 
subminimal budget standard, which are outside of the patient’s control, a com- 
munity or private agency may have to render assistance. An individual who is 
living with a brutal or neurotic parent or marital partner may be unable to 
achieve mental health until an actual separation from the home is brought 
about. Domineering parents who resent their offspring’s self-sufficiency may 
cause a patient to feel hopeless, since compliance seems to be a condition for his 
security. 

The majority of patients are capable of modifying their environment 
through their own actions, once the disturbance is clearly identified and the 

. proper resources are made available to them. Occasionally the adjunctive services 
of a trained social worker may be required, especially with children and patients 
with weak ego structures. The therapist, with the help of a social worker, may 
materially alleviate certain problems by simple environmental manipulation. 
This is particularly the case where the people with whom the patient lives are 
capable of gaining insight into existing defects in the family relationship. Such 
factors as favoritism displayed toward another sibling, lack of appropriate dis- 
ciplines and proper habit routines, the competitive pitting of the child against 
older siblings, overprotective and domineering influences of the patient's parents 
or mate, may sometimes be eliminated by inculcating proper insights. The cor- 
rection of sources of discord and tension frequently is rewarded by disappear- 
ance of anxiety. 

Such situational treatment, while admittedly superficial, can have a definite 
therapeutic value, and may permit an individual to proceed to a more favorable 
development. Often family members become so subjectively involved with the 
problems of the patient, so defensive and indignant about them that they are 
unable to see many destructive influences that exist in the household. An honest 
and frank presentation of the facts may permit intelligent people to alter the 
situation sufficiently to take the strain off the patient. 

It must not be assumed, however, that all situational therapy will be suc- 
cessful, even when gross disturbances exist in the household. Frequently the 
family is unable or unwilling to alter inimical conditions because of severe 
neurotic problems in other members, or because of physical factors in the home 
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over which they have no control. Here the social worker, through repeated home 
visits, may start interpersonal therapy which may bring the family around toward 
accepting the recommendations of the therapist. The worker may, in specific 
instances, render material aid to the family, or may assist in the planning of a 
budget or a home routine. Direct contact of the social worker with the family 
may reveal that others need attention or therapy. 

Another function that the social worker can fulfill is to make available to 
the individual the various church, school and neighborhood recreational facili- 
ties. Persons with emotional problems frequently become so rooted to their 
homes, out of a sense of insecurity, that they fear outside contacts. Establishing 
a relationship with the patient and introducing him to groups outside the home 
may start a social experience that becomes increasingly meaningful for him, 
helping to release forces that make for self development. 

In cases where the destructive elements within the family are irremediable 
or where the individual is rejected with little chance of his eventual acceptance, 
it may be necessary to encourage him to take up residence elsewhere, Temporary 
or permanent placement in a foster family or rest home may be essential. Al- 
though there is evidence that such change of environment rarely has an effect 
on deeper problems, residence in a home with kindly and sympathetic adults 
may serve to stabilize the individual and to give him an opportunity to execute 
in action the insight he has learned. The most significant factor in changes of 
tesidence is the meaning that it has to the patient himself. If he regards it as 
another evidence of rejection, it can have an undermining rather than a con- 
structive influence. Instead of getting better, he may regress to more immature 
patterns of behavior. Above all, the patient must be adequately prepared for 
residence change or placement and should look forward to it as a therapeutic 
experience rather than as a form of punishment. 

Caution must, however, be exercised in effecting drastic and permanent 
changes in the work or home situation, and thorough study of the patient is 
essential before one is justified in advising anything that may recast his entire 
life. This applies particularly to problems of divorce and separation. 

Many patients seek therapeutic help while on the crest of a wave of resent- 
ment which compels them to desire separation or divorce. Mere encouragement 
on the part of the therapist serves to translate these desires into action. The 
therapist should therefore always be chary of giving advice that will break up 
a marriage unless he is completely convinced that there is nothing in the marital 
situation that is worthy of saving, or until he is sure that the relationship is 
dangerously destructive to the patient and that there is no hope of abatement. 
This precaution is essential because the patient may completely bury, under the 
tide of anger, positive qualities of his mate to win sympathy from the therapist 
. of to justify his own resentment. 

Where the therapist lets himself be swept away by the patient's emotion, 
and encourages a breakup of the home, many patients will be plunged into 
despair and anxiety. They will blame the therapist for having taken them so 
seriously as to destroy their hopes for a reconciliation. It is advisable in all cases, 
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even when the home situation appears hopeless, to enjoin the patient to attempt 
the working through of his problems in his present setting, pointing out that 
his mate may also suffer from emotional difficulties for which treatment will be 
required. The patient will, in this way, not only help himself, but also his mate; 
and constructive features of the relationship will be preserved. It is wise to 
get the patient to talk about positive qualities possessed by his spouse instead 
of completely absorbing himself with the latter’s negative characteristics. 


4. The Learning of New Patterns within the Therapeutic Re- 
lationship 


The reexperiencing by the patient, within the therapeutic situation, of his 
early unresolved fears, attitudes and needs, and the proper management by the 
therapist of these strivings, are important means of learning. The patient has 
an opportunity to work out, in a more favorable setting, problems he was un- 
able to resolve in his relationship with early authorities. The new patterns re- 
sulting ate gradually absorbed into the ego and become a part of the patient's 
personality. 

For this to happen, the therapeutic situation must serve as a corrective ex- 
perience, and must not repeat early disappointments and mishandlings. While 
the patient is motivated to grow and to develop within the relationship, he is 
hampered by anxiety, residual in expectations of hurt from domineering, reject- 
ing, overprotecting and punitive authorities, which he may project toward the 
therapist. The therapist may be tempted by the patient's unprovoked attitudes 
and behavior to repeat the prohibitions, penalties and retribution of authorita- 
tive figures in the patient's past. Should the therapist respond in this way, the 
patient’s convictions that authority is not to be trusted will be reinforced. No 
modifications of his attitudes can occur under these circumstances. 

Realizing that the patient must verbalize or act-out unreasonable strivings 
in order to get well, the therapist will have an opportunity to react to these in 
an entirely different way from that anticipated by the patient. The therapist acts 
in a warm, accepting and non-judgmental manner. These attitudes inspire the 
patient to retest the original traumatic situation. He does this anticipating hurt. 
If the therapist, by virtue of understanding and the ability to remain objective, 
can avoid repeating the punitive and rejecting threats, the patient may be per- 
mitted to live through in a new setting crucial experiences that he should have 
resolved as a child. The therapist will constantly have to interpret to the patient 
the latter’s expectation of hurt, and to help him to realize that the circumstances 
under which he failed to develop security and self-esteem were peculiar to his 
disturbed childhood. 

This will call for a high degree of mental health on the part of the ther- 
apist, who is bound to incorporate in his own value system many of the judg- 
ments and arbitrary attitudes residual in the culture, which, incorporated in the 
parent’s attitudes, have crushed the patient’s growth. 

Within the therapeutic relationship itself, therefore, the patient is helped 
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to find a new and healthier means of adjustment. A virtue of the working re- 
lationship is that it acts as a prototype of better interpersonal relationships. It 
fosters the patient's faith in other people and ultimately in himself. 

One way the working relationship is utilized is to resolve resistances to 
action. It is sometimes necessary to encourage the patient to face certain situa- 
tions that have paralyzed him with fear. Utilizing the relationship as a fulcrum, 
the patient may be urged to experiment with new patterns while observing his 
responses. A program sometimes may be planned cooperatively with the patient, 
the therapist occasionally making positive suggestions. While advice-giving is 
best eschewed, the advantages and disadvantages of alternative courses of action 
may be presented, the patient being encouraged to make a final choice for him- 
self. Thus, if the patient wants the therapist to decide something for him, the 
therapist may ask, “What do you feel about this?” Possibilities of failure, as well 
as anticipated reactions to entering into new situations may be explored. The 
patient may be cautioned by such statements as: “It isn't easy to do this,” or 
“This may be hard for you.” A method of stimulating action is to confront 
the patient with the question: “What are you doing about this situation?” when- 
ever he expresses dissatisfaction with his progress. 

Even with these promptings the patient may shy away from executing ac- 
tions that threaten to promote old anxieties. If the initiative is put in the pa- 
tient’s hands, a stalemate may result. Although an analysis of resistances may 
encourage him to take a cautious step into dangerous territory, he may need 
gentle but firm pushing by the therapist before he boldly approaches a new ac- 
tivity. In phobias, for instance, the patient may have to be strongly urged to face 
the phobic situation, on the basis that he will have to learn to master a certain 
amount of anxiety before he can get well. Where the relationship with the ther- 
apist is a good one, the patient will be motivated to approach the danger situa- 
tion with greater courage. 

Success and pleasure in constructive action constitute the greatest possible 
rewards for the patient. Occasionally the therapist may indicate approval in non- 
verbal or in cautiously phrased verbal terms. Conversely, whenever the patient 
fails in an attempted action, sympathy, reassurance, encouragement and active 
analysis of the reasons for the failure are indicated. The patient may be reminded 
that his difficulty has been with him a long time, and that he need not be dis- 
couraged if he does not conquer his trouble abruptly. The patient may be given 
an explanation such as the following: “You know, an emotional problem is 
often like a hard rock. You can pound on it with a hammer one hundred times 
without making any visible impression. The hundred-and-first time, however, 
it may crumble to pieces. The same thing happens in therapy. For months no 
visible change is present, but the neurotic structure is constantly being altered 
under the surface. Eventually in therapy, and even after therapy, signs of crum- 
bling of the neurosis occur.” 

Eventually the rewards of positive achievement and enjoyment issue out 
of the new and healthy patterns themselves. Surcease from suffering, reinforced 
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by joys of productive interpersonal relationships, enable the patient to consoli- 
date his gains. 


CASE ILLUSTRATION 


The following is a portion of a session in which a man with a personality 
problem of dependency, submissiveness, passivity and detachment, indicates 
how he has put his insight into action and asserted himself. 


Pt. There has been a great change in me. I haven't felt this way in my whole life. 
And it has been going on for weeks. 

Th. Is that so? 

Pt. Yes. OF course, I used to have spurts of good feeling for different reasons. 
Once I felt as happy as a lark when I was about thirteen. I had had eczema for years 
and x-tay treatments took it away. I felt grand for a short time. And then I felt won- 
derful when I met my wife; but it lasted only a short while. But all these things came 
from external causes. The way I feel now seems to be coming from inside of me. All 
my life I seem to have been a zombie, really dead. Because I carried inside of me all 
sorts of standards of other people. I was like an automaton. If you would press a 
button, I would react in a certain way. I never had a sense of myself. 

Th. Mm hmm. 

Pt. Things have happened these weeks, which I think I handled well, and my 
reactions were good too. I have never had a prolonged period like this. Several times 
I'd say to myself, “I wonder if I can keep this up?” People mean different things to 
me now, you know. They are not powerful and threatening. My daughter was operated 
on at the hospital, for example. I regarded it in a sensible way. I said, “It’s a minor 
operation. I’m concerned about her, but it’s a simple thing and nothing to be upset 
about.” I used to have a whole string of emotional responses that go along with illness. 
Now my wife has this worrying bug that was instilled in her by her mother. So I had 
to go along handling various things with her feelings which used to suck me into a 
trap before, and arouse guilt feelings in me. 

Th, I see. 

Pt. So she started to hammer at me a few days before the operation to see to it 
that the room in the hospital was a good one, that there was a television set there, and 
so on. Now this is a good hospital, I know, but their policy is annoying. I know they 
have a program and you could stand on your ear and get nowhere by ordering them 
around. So I said to my wife: “I’m not going to follow out your directions and do this 
and do that because I don’t think it’s right. Everything will go smoothly.” So I did it 
my way and everything went smoothly. 

Th, Previously how would you have done it? 

Pt. To tell you this is a revolution is an understatement. I'd always appease my 
wife like I did my mother. I'd do what she said without questioning it. This time I 
did what Z wanted and I felt no guilt. I had a sense of power. Everything went 
smoothly, When I got to the hospital my wife was frantic because they gave my 
daughter a rectal sedative and she expelled it. The nurse was all confused and didn’t 
know what to do. Then they called for her to go to the operation. I said, “I won't let 
her out of the room until she is properly sedated. I don’t care if they get the whole 
hospital on my head, I’m just not going to do it.” And I did this with ease. There was 
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nothing to it. Before this I would say, “Look, I’m making these people wait, and so 
forth, and so forth.” So the interne came up and gave her a sedative. They called the 
surgeon who agreed that the child shouldn’t come down until she was sedated. 
(laughs) Everyone was chewing their nails, but I stuck to my guns. Not that I was 
unreasonable, but I did stick to what I felt was right. 

Th. And things came out well? 

Pt. Better than well. It’s like a miracle. To think how fearful I was, before ther- 
apy, to take a stand with anybody. Especially, I wasn’t able to be firm with my wife. 
When I got home, though, my wife started on me and said that I should have acted 
more cooperative, That burned me up because that questioned my stand. I told her 
calmly (Jaughs) that I had sized up the situation and felt this is what had to be done, 
and the proof was that things turned out well, Even if they didn’t, I was sure I was 
doing the right thing. 

Th. I see. 

Pt, I then realized that my wife was under a strain, and I told her I was sorry if 
I talked rough to her. And then she said, “Yes, you're sorry,” sarcastically. I said to 
her, “Look, I said I was sorry. I'm not going to crawl; I'm not going to stand on my 
head or any god damn thing.” ‘And I didn’t feel any anxiety or any guilt or anything. 
This morning my wife was as happy as 4 lark, as if nothing had happened. 

Th. That made you feel you could take a stand, and nothing bad would happen. 

Pt, I just brought that up to show that I wasn’t drawn in; I felt I was right and 
I wasn’t going to try to dope out my wife’s neurotic reactions to things and turn my- 
self inside out trying to please her. I felt wonderful about this. So that was that. 

Th. Yes. 

Pt. I get a lot of resentment now at certain women mostly, and say, “Why did I 
have to knock myself out for years? What’s so great about them? They are just 
people, and there are plenty of them around. Why were women so important to me?” 
I know what it springs from and it seems so crazy to me now. (laughs) 

Th. What did it spring from actually? [testing his insight | 

Pt, Well, I would say that there were many factors involved and the picture be- 
comes clearer; my whole life becomes clearer all the time. I would say it all started out, 
leaving psychologic terms out, with getting a terrible deal with my mother—she 
killed me. She must have acted in such a way that I was terribly uncertain of her love, 
and I must have gotten the feeling that if I didn’t do exactly as she wanted me to do, 
she wouldn’t love me any more. And there was no approbation given to me as a person. 
I became a thing. I became something that was used as a ground for other people's 
neurotic problems. My mother, on the one hand, being defeated in her life, used me 
to a point of smothering me with affection, which, I have a feeling now, covered 
a lot of repressed hostility, and a lot of rebellion against being a mother. My father, 
on the other hand, showered on me his own lack of confidence as a man. He impressed 
me with what a man should be, that when he was with people, he wouldn’t let them 
get away with anything. If a cab driver said anything to him, he’d beat him up. He had 
a tremendous temper. He'd say, “You got to fight, don’t take anything from anybody.” 
He never gave me any affection. He couldn't. I think he has a lot more qualities than 
my mother, but he is very compulsive in the matter, as shown by the fact that he 
couldn’t be watm. He was compulsive about his own work and emphasized to me not 
to procrastinate or put off to tomorrow what could be done today. The approbation 
came from getting good marks in school. That was the big thing. 

Th. Yes. 
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Pt, So, I grew up with two big areas that were involyed—the love area with my 
mother and the work area with my father. And then, in addition to that, my mother 
presenting the picture of what a bastard an aggressive man is. My father was a bastard, 
she said, “I love you,” she said, “so don’t be a bastard to me. If you do certain things 
that I don’t like, then you are a bastard to me.” So I grew up that way with no confi- 
dence in myself, no feeling about myself as having worth. The only worth I had was 
getting good marks to please my father, and giving in to please my mother. So with 
one thing and another I started to crack up. 

Th. What happened with your wife? 

Pt, She became a mother, and the same thing would have happened with every 
woman. No matter what the woman was, she was irreplaceable, because I had no con- 
fidence I could get another woman. 

Th. How would you say your attitudes are now in that respect? 

Pt, Well I would say, number one, I know they are not irreplaceable. I think I 
use sex in an abnormal way. First, it was to prove being a man and to get this feeling 
of being approved and accepted by a woman like my wife, which after a while stopped 
working because it proved nothing. So I feel now they are not irreplaceable. I know 
they have problems, and I don’t have to get involved in their problems. I don’t have 
to be sucked in again into being an automaton who is prey to their whims. Pleasing a 
woman, no matter what her problems, is good as long as it is a reciprocal thing; but 
doing it just to please her becomes detrimental to the relationship. I suppose in our 
culture women are more insecure than men and have problems; but I don’t have to 
get involved in their problems. I also have learned that making a woman insecure by 
making her feel uncertain about you is not the answer. Because, while it works tem- 
porarily to incite her interest, it breaks up the relationship after a while. 

Th. So that you feel your attitudes are altogether more wholesome. 

Pt. My, yes. I realize that my feelings and my needs are just as important as the 
woman’s. All this time I’ve been making an intellectual exercise about resolving con- 
flict, Instead, the drives I feel now are healthy and good. After all, if it's a fifty-fifty 
proposition; you can’t be too submissive and you can’t be too aggressive. I feel a lot 
more strength within myself. I feel more alive and more vital, The reactions of other 
people don’t matter as much as my own, or I'd say better that my reactions are equally 
important as the opinions of other people. 


4 


Seen 


The “Working-through” Process 


ù% 


MENTAL HEALTH IS WON ONLY AFTER A LONG AND PAINFUL FIGHT. 
Even in supportive therapy, where goals are minimal, the person clings to his 
symptoms with a surprising tenacity. In reeducative therapy, the patient returns 
repetitively to his old modes of living while making tentative thrusts in a new 
and more adaptive direction. In reconstructive therapy, the struggle is even 
more intense, the patient shuttling back and forth, for what seems to be an in- 
terminable period, between sick and healthy strivings. 

The initial chink in the patient’s neurotic armor is made by penetrations 
of insight. The patient tries stubbornly to resist these onslaughts. He resists even 
more vigorously the implementation of any acquired insight in the direction of 
change. Only gradually, as he masters his anxieties, does he begin to divest him- 
self of his neurotic encumbrances. 

Change is never in a consistently forward direction. An insight takes hold 
and the patient improves. This improvement is momentary, and the patient goes 
backward with an intensified resistance. He reintrenches himself with all his 
previous defenses as he delves deeper into his problem. Anxiety forces a reverse 
swing toward familiar modes of coping with fear and danger. This is not a 
setback in the true sense, because new insights emerge, and the individual in- 
tegrates what has happened to him into the framework of his rational under- 
standing. Usually he will gain from this experience and take another step for- 
ward. Again, however, as he experiences anxiety, he will return to his old meth- 
ods of dealing with stress or will resort to disguised adaptations of his defenses. 
In association with this there may be discouragement and a feeling of helpless- 
ness. But this time, the reintrenchment is more easily overcome. With the de- 
velopment of greater insight there is further progress; and there may again 
be a regression to old defenses. The curve of improvement is jerky, but with 
each relapse the patient learns an important lesson. The neurotic way of adap- 
tation is used less and less, and as the patient gains cognizance of what is hap- 
pening to him, he is rewarded with greater and greater progress. 

It is discouraging to some therapists to encounter such curious reluctances in 
their patients toward moving ahead in treatment. The therapist is bound to re- 
spond with discouragement or resentment when, after having made an estimable 
gain, the patient experiences a recrudescence of his symptoms. Should the ther- 
apist communicate dismay to the patient, the latter is apt to regard this as a sign 
that he is hopeless, or that he has somehow failed the therapist. Actually there 
is no need for despondency or pessimism should the patient fumble along, repeat 
the same mistakes, or backslide when logic dictates that he forge ahead. 
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One way the therapist may maintain control of his feelings is to anticipate 
setbacks in all of his patients. He must decide that no patient will be able to 
acquire new patterns overnight. He must also recognize that each patient has 
his own rate of learning, which may not be accelerated by any technical tricks. 

Before structural psychic change can take place, it is necessary for the 
patient to amalgamate an insight he has achieved in one area with other areas 
of his personality. Analogically, it is as if in a business institution that is failing, 
specific enlightenment comes to one department of the organization. After a 
new policy is accepted and incorporated by this department, it is presented to 
the other organizational divisions for consideration. Resistance against changing 
the status quo will inevitably be encountered, with eventual painful yielding 
by department heads, executives and other administrative personnel. Many 
months may go by before the recommended reforms are generally accepted and 
put into practice. Not until then will the influence on the business be felt, In 
emotional illness, too, enlightenment produced by understanding of one facet 
of the individual’s behavior will have little effect on the total behavior until 
it is reconciled with the various aspects of the patient's personality. 

This process of “working-through” is usually extremely slow, particularly 
where basic character patterns are being challenged. One may painstakingly 
work at a problem with little surface change. Then, after a number of months 
sornething seems to “give,” and the patient begins responding in a different 
way to his environment. Gaining satisfaction from the new response, he in- 
tegrates it within his personality. The old patterns continue to appear from time 
to time, but he becomes increasingly capable of controlling them, and of re- 
placing them with new reactions. Having achieved a partial goal, he is motivated 
to tackle more ambitious aims. The investigative operation is extended toward 
these new objectives, and the “working-through” exercise then goes on with 
retreats and advances until constructive and established action eventuates. 

Thus, a patient with a disturbing personality problem came to therapy be- 
cause of the symptom of impotence. Understanding of his sexual misconception 
with a “working-through” of his fear of performance, opened up the possibility 
of more advanced objectives. A portion of an important session with this patient 


follows: 


Pt. I saw Jane after I spoke to you. Sexually we got along better than we ever had. 
She had a good orgasm, and it was really the first time. We've been seeing each other 
for about five months, so it was sort of a milestone as far as I was concerned. And yet 
I wasn’t, I didn’t feel as though Td done a great thing, as though Td “arrived” or 
anything like that. 

Th. Previously you had felt—I can even recapture your own words—that if an 
occasion ever occurred with a person like Jane where you could really function to your 
own satisfaction and to hers, it would really mean you had achieved your goal. Now 
that it's come about, it hasn’t proved to be anything like you anticipated. 

Pt. I said to myself that something seems to be stopping me almost from thinking 
about it. I said, “Now, let's think about this thing because this is supposedly very im- 
portant.” And I just didn’t grasp it, as though there’s something you want so much, 
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and you get it, and it doesn’t mean anything. I said this ought to give you a wonderful 
feeling; this should be good for you, that this happened. It was good, but it didn’t solve 
all my problems like I imagined it would. And I don’t know whether it’s because it’s 
become less important to me. It continually demonstrates this business of I could do 
such-and-such, if only this were the case. How foolish that is because I thought to 
myself, “Well, really it’s just once. Maybe it should be another time. Maybe I should 
prove myself again. Once really isn’t enough.” But I feel I could do it three or four 
times, or a hundred, and it still wouldn’t be enough. [The patient is apparently aware 
of the fact that sexual success will not solve all his problems.} 

Th, As a matter of fact, it is possible that the reason you weren’t functioning well 
sexually with her is that you weren't permitting yourself to enjoy sex for the pleasure 
value, but rather for its value in building you up. {interpreting his neurotic use of sex] 

Pt. I would guess that I have certainly changed in that respect. It bothered me 
though that it didn’t mean more to me than it did. I thought, well maybe that’s why it 
happened, because it didn’t mean so much to me. So that we're still really on the same 
basis, as far as this business is concerned. 

Th. Mm hmm. 

Pt. I say to myself, “Well, there's three women, Barbara, Martha and Jane, that 
I'm sleeping with. I have now reached a point where I, they've all been able to have 


orgasms, It made me feel comfortable, but not . . . maybe I could be better off if I 
could think, “Jesus, I'm terrific, or what a great man I am now.” But I don’t feel 
that way. 


Th, It would be a very neurotic thing to build up your self-esteem solely and 
completely, or largely, on the basis of how you function sexually. That’s a facade that 
will cross you up. 

Pt. It would be like evaluating a man on the basis of his appetite. If I would be 
with a woman and I could only have one orgasm I would think to myself, well, you're 
not as much of a man as if you had two or three orgasms. And yet, it would be like 
saying, if a man eats a plate of oysters, if he eats only one plate, he’s not as much a 
man as if he’d eaten two or three plates. I realize my attitude is ridiculous. 

Th. But still you seem to think one way and feel the other way. 

Pt. It really is a tough situation. This sort of thing seems to be pretty much the 
kernel of my difficulty. It radiates in all actions and all spheres. I mean the sexual 
element now seems to, right now, this week anyhow, seems to be receding somewhat 
into the background, and other aspects becoming important. I see where it’s necessaty 
to do more, to alter your personality and your attitudes. A whole new set of values 
have to be evolved, what's good and what’s bad, what’s right and what's wrong, the 
sort of life you want to live and what you want to do about it, which, I presume most 
people never really figure out. I have toyed with the idea before, but now I want to 
get into myself more. 


Another patient with sexual fears and problems in his marital life was, 
with continued “working-through,” able to make good progress. His relation- 
ship with his wife improved. Sexuality became less compulsive a function; he 
began to achieve greater assertiveness and a feeling of increased self-esteem. 
These changes are illustrated in the following fragment of the session that 
follows: 


Pt. Tuesday night I decided to bring some flowers home. It was like a miracle, a 
tremendous response. In fact my wife's face was so overjoyed that I really felt a little 
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sorry that—well, she'd been so miserable—it just required little things like that, not 
much to make her happy. I talked to her last night about my work, and she interpreted 
my actions as rejection. But it wasn’t so, I told her. I said the things you really want are 
the important ones. She said that it's true. I explained to her about my work and 
eventually I thought I’d be able to spend more time with the children, and I was 
working toward that end. I feel much more comfortable in the situation. I was afraid 
that I'd have a compulsion to want to do as many things as possible along these lines, 
so that she’d know I was thinking of her. And the result would be that I'd have a 
conflict between wanting to do those things and other things like my work. But I find 
it’s not so. I feel very comfortable, much more comfortable in the situation. I feel 
that I can do those things if I want to. If I think of something to make her know that 
I'm thinking of her, it’s not an effort really on my part. I don’t feel a compulsion to 
want to do them. In fact, when I got the flowers, I really enjoyed getting them. I 
would say right now that my situation, therefore, on the whole is a little better. These 
other things aren't important to me. My wife is enjoyable. I'm more in control of the 
situation, 

Th. You'll be able to make even further progress if you can think objectively 
about your situation and not act impulsively as you once did. 

Pt. Yes, I guess so. I guess being tied up in a situation makes you lose your 
perspective, but I was so interested in the things that she was actually finding fault 
with me for, I felt that I concentrated on those, taking them as a personal affront, 
instead of realizing what they were. I suppose that the situation will change again in 
some way, but right now I guess things are fairly peaceful, considering everything. I 
have a great deal of work to do, but I think I’m less neurotic about it; for the first 
time, I would say, since I've been in business, I am willing and eager to strip myself of 
as much detail work as possible. Before I was just holding on to it. I made up my mind 
that this work has to be done and that until I do it, I won't be able to take it easy. The 
work has to be done before I can take it easy. So I said to myself, “Well, it’s really 
awful because if I had three days like Saturday, where no one bothered me, in a row, 
I could do it all.” So I told my wife that I'm going to have to work a few nights and 
she said O.K. In fact, last night, I did one of the things that she complained about, I 
came home late again. But it was wonderful, she didn’t complain about it, she greeted 
me with a smile and said nothing about it. So I could see that that wasn’t the important 
thing. I would say that I feel on the whole that I sort of climbed a little and reached a 
little plateau, if such a thing is possible. 

Th. Well, let us examine that plateau, and see what incentives there are to move 
ahead, Because virtually, in terms of your goals that you came to see me for originally, 
you've pretty much achieved those, haven't you? 

Pt. I suppose so. The physical symptoms that I had, I don’t have them any more. 
I assume they'll just fade away, because I never think of them. Sexually, I'm function- 
ing much better than I ever did before. So I guess on those two counts I’ve come a 
long way. That’s true. 

Th. In your assertiveness, in your capacity to stand up for your own rights, what 
about that? 

Pt, Well, I'd say there is probably less progress made on that score. We haven't 
been working on it as much as the other thing. 

Th. Well, do you feel that it's been a problem? Do you feel that that constitutes 
a problem for you? 

Pt. Yes, definitely, but now I feel more like a person with rights and things like 
that, more of an individual than I felt before. But I think I still have a long way to go 
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to feel really an assertive person, I would say. And this may be just a temporary peace 
that I’ve achieved. All the elements that caused me anxiety for the past few months 
have reached the point of equilibrium. 


Therapeutic progress is gaged by the ability of the patient to apply what 
he has learned toward a more constructive life adaptation. The recognition of 
disturbing drives, and the realization that they are operating compulsively do 
not guarantee that any modification will occur. Nor do they mean that the patient 
has the capacity for change. The ability to progress depends upon many factors. 
Foremost is the desire for change. Among the motivating influences here, are 
a sense of frustration induced by an inability to fulfill normal needs, and grow- 
ing awareness that neurotic strivings are associated with suffering far in excess 
of compensatory gratifications. 

The detection of contradictions in the personality structure also acts as a 
powerful incentive to change. It is, however, merely the first step in the re- 
integrative process. Thus, if a patient exhibits a pattern of compulsive depend- 
ency, the mere recognition of his dependency and its consequences will not alter 
his need to cling tenaciously to others. While it may point the way to the more 
basic problem of his inner helplessness and deyaluated self-esteem, there is still 
a need to examine the meaning of his impaired self-esteem, as well as to de- 
termine its source. There is furthermore required an appreciation of the motivat- 
ing factors in the individual’s present life that perpetuate feelings of helpless- 
ness. Understanding the origins of his dependency trend, and tracing it to 
determining experiences with early authorities, are important steps, but these 
too are usually insufficient for cure. So long as basic helplessness continues, de- 
pendency has subjective values the individual cannot and will not relinquish. 
While he may recognize the irrationality of his drive or its unfortunate conse- 
quences, he will desperately cling to it, at the same time rationalizing his motives. 
He may even have partial insight regarding his dependency, but deep down 
he feels that he must become reconciled to it the remainder of his life. 

“Working-through,” as has been previously indicated, is especially difficult 
in reconstructive therapy. The releasing of the self from the restraint and tyranny 
of an archaic conscience, freeing it from paralyzing threats of inner fears and 
conflicts, is an extremely slow process. Ego growth gradually emerges, with the 
development of self-respect, assertiveness, self-esteem and self-confidence. It 
is associated with liberation of the individual from a sense of helplessness and 
from fears of imminent rejection and hurt from a hostile world. 

To encourage such growth it is necessary to cajole the ego into yielding 
some of its defenses. Within himself the individual feels too weak to do this, 
and too terrified to face his inner conflicts. Unconscious material is invested 
with such anxiety that its very acknowledgment is more than the patient can 
bear. Rooted in past conditionings, this anxiety possesses a fantastic quality, 
since it is usually unmodified by later experiences. It is as if the anxiety had been 
split off and were functioning outside the domain of the ego. In therapy it is 
essential to reunite the conscious ego with the repressed material and its attend- 
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ant anxiety, but resistance constantly hampers this process. Promoting resistance 
is the hypertrophied set of standards and prohibitions that developed out of the 
individual’s relationships with early authorities. These standards oppose not 
only the uncovering of unconscious material, but also the expression of the most 
legitimate biologic and social needs. 

“Working-through” in reconstructive therapy is accompanied by a strength- 
ening of the ego to a point where it can recognize the disparity between what is 
felt and what is actually true, where it can divest the present of unconscious 
fears and injuries related to the past, where it can dissociate present relationships 
with people from attitudes rooted in early interpersonal experiences and con- 
ditionings. Ego growth is nurtured chiefly through a gratifying relationship with 
the therapist. The exact mechanism that produces change is not entirely clear. 
However, the therapist-patient relationship acts to upset the balance of power 
between the patient’s ego, his conscience, and his repressed inner drives. The 
ultimate result is an expansion of the ego and a replacement of the tyrannical 
conscience by a more tolerant superego patterned around an identification with 
the therapist. 

The relationship with the therapist may, however, light up the individual's 
fears of injury, his inordinate demands and expectations, and his forbidden 
erotic and hostile desires. Despite the lenity of the therapist, the patient will 
keep subjecting him to tests in order to justify a returning to his old way of life. 
If the therapist is too expressive in his tolerance of the patient's deepest im- 
pulses, the patient will look upon treatment as a seduction for which he will 
pay penalties later on. On the other hand, a repressive attitude expressed by 
the therapist will play in with the patient's residual concept of authority as re- 
strictive, and therefore, deserving of customary evasions and chicaneries. At all 
times, the patient will exploit his usual characterologic defenses to prevent re- 
lating himself too intimately to the therapist. He has been hurt so frequently in 
his previous interpersonal relationships that he is convinced that danger lurks 
in the present one. Under the latter circumstance the “working-through” ex- 
periences may take place within the transference relationship itself. 

Many months may be spent in dealing with resistances that ward off the 
threat of a close relationship with, and the acknowledgment of certain irrational 
feelings toward the therapist. The therapist acts to dissolve these facades by di- 
rect attack. Perhaps for the first time the patient permits himself to feel, to talk, 
and to act without restraint. This freedom is encouraged by the therapist’s attitude, 
which neither condones nor condemns destructive impulses. The patient senses 
that the therapist is benevolently neutral toward his impulses and that he will 
not retaliate with counter-hostility in response to aggression. Gradually the 
patient develops reactions to the therapist that are of a unique quality, drawing 
upon emotions and strivings that he has hitherto repressed. The release of these 
submerged drives may be extremely distressing to the patient. Because they con- 
flict so strongly with his standards, he is bound to reject them as wholly fantastic 
or to justify them with rationalizations. There is an almost psychotic quality in 


projected inner feelings and attitudes, and the patient will fight desperately to 
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vindicate himself by presenting imagined or actual happenings that put the 
therapist in a bad light. 

As the patient experiences hostility toward the therapist, and as he finds 
that the dreaded counter-hostility does not arise, he feels more and more capable 
of tolerating the anxiety inevitable to the release of his unconscious drives. He 
finds that he can bear frustration and discomfort, and that such tolerance is 
rewarded by many positive gains. Finally, he becomes sufficiently strong to 
unleash his deepest unconscious drives and feelings, which previously he had 
never dared to express. Projecting these onto the person of the therapist, the 
patient may live through infantile traumatic emotional events with the therapist 
that duplicate the experiences initially responsible for his disorder. The latter 
phase occurs when the patient has developed sufficient trust and confidence in 
the therapist to feel that he is protected against the consequences of his inner 
destructive impulses. 

Sexual wishes, perverse strivings, and other drives may also suddenly over- 
whelm the patient and cause him to react compulsively, against his better judg- 
ment. The patient almost always will exhibit behavior patterns both inside and 
outside the therapeutic situation that serve either to drain off his aroused emo- 
tions or to inhibit them. He may, for instance, in response to feelings of rage, 
have a desire to frustrate and hurt the therapist. Accordingly he will heap im- 
precations and derisive remarks upon the therapist, minimizing the latter's 
intelligence, or emphasizing any shortcomings. He may become sullen or mute or 
negativistic. 

These reactions do not always appear openly, and may be manifested only 
in dreams and fantasies. Sometimes hostility is expressed more surreptitiously 
in the form of a sexual impulse toward the therapist which has its basis in the 
desire to undermine or to subdue him. At the same time, the patient realizes that 
he needs the love and help of the therapist, and he may feel that expression of 
hostility will eventuate in rejection. He may then try to solve his conflict by 
maintaining a detached attitude toward the therapist, by refusing to talk, by 
forgetting his appointments, or by terminating treatment. 

A danger during this working-through process is that the patient may act- 
out his inner impulses and feelings and fail to verbalize them. This is particularly 
the case where the patient is given no chance to express everything that comes 
to his mind. Such acting-out has a temporary cathartic effect, but is not conducive 
to insight. If the patient does not know what he is reliving, he will think that 
his reactions are completely justified by reality. If acting-out goes on unchecked, 
it may halt the therapeutic process. The most important task of the therapist here 
is to demonstrate to the patient what in the therapeutic relationship he is avoid- 
ing by acting-out. 

As the patient realizes that his emotions and impulses are directly a prod- 
uct of his relationship with the therapist, he will attempt to justify himself by 
searching for factors in the therapist's manner or approach that may explain 
his reactions. Inwardly he is in terror lest the therapist call a halt to therapy and 
thus bring to an end the possibility of ever establishing an unambivalent re- 
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lationship with another human being. Yet he continues to respond with con- 
tradictory attitudes. On the one hand he seeks praise and love from the therapist, 
and, on the other, he tries to injure and destroy the therapist. He resents the 
tender emotions that keep cropping up within himself. The battle with the 
therapist rages back and forth, to the dismay of both participants. 

One of the effects of this phase of the therapy is to mobilize ideas and 
fantasies related to past experiences and conditionings. The interpersonal re- 
lationship is the most potent catalyst the therapist can employ to liberate re- 
pressed memories and experiences. As the patient expresses irrational impulses 
toward the therapist, he becomes tremendously productive, verbalizing extremely 
important material. 

Sooner or later, the patient discovers that his attitudes and feelings toward 
the therapist are rooted in experiences and conditionings that have gone before; 
he realizes that they have little to do with the therapist as a real person. This 
has a twofold effect. First, it shows him why exaggerated expectations and 
resentments develop automatically in his relationships with othets. Second, it 
permits him to see that he is able to approach people from a different point of 
view. 

The transference is a dynamic, living experience that can be intensely mean- 
ingful to the patient. Recovery of repressed material is in itself insufficient. The 
material has to be understood, integrated and accepted. During therapy much 
material of an unconscious nature may come to the surface, but the patient will, 
at first, be unable to assimilate this material because it lies outside the scope of 
his understanding. In the transference relationship the patient is able to feel his 
unconscious impulses in actual operation. He realizes them not as cold in- 
tellectual facts, but as real experiences. The learning process is accelerated under 
such circumstances. 

The transference not only mobilizes the deepest trends and impulses, but 
also it teaches the patient that he can express these without incurring hurt, This 
is unlike the ordinary authority-subject relationship, in which the person feels ob- 
ligated to hold back irrational feelings. Because of the therapist's tolerance, the 
patient becomes capable of appreciating certain attitudes consciously for the 
first time. He appreciates that when he expresses destructive attitudes toward 
the therapist, these do not call forth retaliatory rejection, condemnation or 
punishment. He gradually develops a more tolerant attitude toward his inner 
drives, and he learns to reevaluate them in the light of existing reality rather 
than in terms of unconscious fantasies and traumatic events in the past. As he 
undergoes the unique experience of expressing his deepest strivings without 
retaliation, he also begins to permit healthy, congenial social attitudes to filter 
through his defenses. The therapist becomes an individual who fits into a 
special category. He is less the authority and more the friend. 

The tolerant and understanding attitude of the therapist endows him with 
a peculiar attribute of protectiveness, for the patient by himself is unable to 
accept his inner conflicts and impulses, and he uses the therapist asa refuge from 
danger. The conviction that he has a protector enables him to divulge his most 
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repulsive impulses, emotions, memories and fantasies, with an associated release 
of affect. Along with growing awareness of his unconscious drives and the 
recalling of their existence in earliest childhood, the patient sooner or later 
discovers that there is a difference between what he feels and what is actually 
going on in reality; he finds that his guilt feeling and anxiety actually have no 
basis in fact. 

The patient may bring up more and more painful material. Encouraged to 
express himself, he begins to regard the therapist as one who bears only good 
will toward his repressed drives. He will continue to exhibit all of his customary 
interpersonal attitudes and defenses in his relationship with the therapist, but 
he can clarify them to himself under a unique set of conditions—conditions in 
which he feels accepted and in which there is no condemnation or retaliatory 
resentment. 

The reorientation in his feeling toward the therapist makes it possible for 
him to regard the therapist as a person toward whom he need not have an 
ambivalent attitude. His acceptance of the therapist as a real friend has an im- 
portant effect on his resistances. These are genetically related to the hurt he 
experienced in his relationships with early authorities. The removal of resistances 
is dynamically associated with an alteration in his internalized system of re- 
straints, for, if he is to yield his defenses, he must be assured that the old punish- 
ments and retributions will not overtake him. It is here that his experience with 
the therapist plays so vital a role, because in it he has gained an entirely new 
attitude toward authority. His own conscience is modified by adoption of a more 
lenient set of standards and injunctions. 

One of the chief aims of rational psychotherapy is to render the conscience 
less tryannical and to modify its values so far as to permit the expression of 
impulses essential to the mental health of the individual. Perhaps the most im- 
portant way in which this modification can be achieved is through acceptance of 
the therapist as a new authority whose standards subdue and ultimately replace 
the old and intolerable ones. In the course of the therapeutic relationship, the 
patient tends to identify himself with the therapist and to incorporate his more 
tolerant values. The ultimate result is a rearrangement of the dynamic forces of 
the personality and a reduction in the harshness of the superego. 

The identification with the therapist also has a remarkable effect on the 
patient’s ego. Progress in reconstructive therapy is registered by the increasing 
capacity of the reasonable ego to discern the irrationality of its actions, feelings 
and defenses. The rebuilding of ego strength promotes a review of old repres- 
sions, some of which are lifted, while others are accepted but reconstructed 
with more solid material, so that they will not give way so easily to unconscious 
drives. Growth in the rational power and judgment of the ego makes it possible 
to identify these destructive strivings which, rooted in past experiences, are auto- 
matically operative in the present. 

Ego strength consequently results both from liberation of the self from 
the repressive and intolerant standards of the tyrannical conscience, and from 
identification with the accepting, non-hostile figure of the therapist. Ultimately, 
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ego growth involves an identification with a healthy group. This is, of course, 
the final aim in therapy, and this relation to the group eventually must supple- 
ment and partly replace the personal identification. 

The undermining of the superego and the strengthening of the ego give 
the patient coutage to face his fearsome impulses, such as of hate, He becomes 
increasingly more capable of expressing rage openly. The possibility of his being 
physically attacked by the therapist becomes less and less real to him. As he 
resolves his hate and fear, he is likely to experience an ontush of loving emo- 
tions. Often these burst forth in a violent form, as in a compulsive desire for 
sexual contact. In this guise they may be so loathsome and terrifying that they 
are promptly repressed. Sexuality, to the mind of the patient, involves uncondi- 
tional love or surrender or a desire to attack or to merge with another person. 
Inextricably bound up with such destructive feelings are healthful ones, but 
because the patient has been hurt so frequently in expressing tender impulses, he 
has customarily been forced to keep them under control. In his relationship with 
the therapist he learns that normal demands for understanding and affection will 
not be frustrated and that they have nothing to do with hateful and sexual 
attitudes. 

As the therapist comes to be accepted as an understanding person, the un- 
conscious impulses come out in greater force, and the patient discovers that he is 
better able to tolerate the anxiety that is created by their expression. In contrast 
to what occurs in real life, resistance to their divulgence is not reinforced by 
actual or implied threats of retaliation or loss of love. The patient then becomes 
conscious of the fact that his terror has its source within himself rather than in an 
implied threat of hurt from the therapist. This insight does not help much at 
first, but gradually it permits the patient to experiment in tolerating increased 
doses of anxiety. 

The development of the capacity to withstand pain makes it possible for 
the patient to work out more mature solutions for his problems, instead of taking 
refuge in repression, a defense hitherto necessitated by his inability to tolerate 
anxiety. The discovery that he has not been destroyed by his impulses, and the 
realization he has not destroyed the therapist, whom he both loves and hates, 
are tremendous revelations to him, lessening the inclination to feel guilty and 
to need punishment, and contributing to his security and self-respect. 

At this stage in therapy, the patient becomes more critical of the therapist 
and more capable of injecting reality into the relationship. He attempts to test 
out his new insights in real life. He does this with considerable trepidation, 
always anticipating the same kind of hurt that initially fostered his repression. 
As he discovers that he can express himself and take a stand with people, a new 
era of trust in the therapist is ushered in, with a definite growth of self-con- 
fidence. Over and over he works through with the therapist his own character- 
ologic strivings, reexperiencing his unconscious impulses and his reactions of 
defense against them. Gradually he becomes aware of the meaning of his 
emotional turmoil, as well as of the futility of his various defenses. The contin- 
uous analysis of the transference enables him to understand how his neurotic 
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drives have isolated him from people and have prevented expression of his 
normal needs. 

A new phase in his relationship with the therapist ensues. Realizing that 
the therapist means more to him than does anyone else, he seeks to claim his new 
ally for himself. He may wish to continue the relationship indefinitely, and, he 
may look upon the completion of therapy as a threat, Clinging to his illness may 
then have positive values. However, he soon begins to understand that there 
are reality limitations in his present relationship, and that he does not get out 
of it the things that he is beginning to demand of life, that the outside world is 
the only milieu in which he can gratify his needs. He finds the relationship 
with the therapist gratifying, but not gratifying enough; his reality sense becomes 
stronger and his ability to cope with frustration is enhanced. Finally, he sets out 
in the world to gain those satisfactions that he has never before felt were 
available to him. 

The working-through process is not always accompanied by the intensive 
transference manifestations such as have been described. Indeed, the relation- 
ship with the therapist may be maintained on a more or less equable level, 
the working-through of attitudes, feelings and conflicts being accomplished 
exclusively in relation to persons and situations outside of therapy. This is 
particularly the case in supportive, reeducative and psychoanalytically oriented 
psychotherapies in which a transference neurosis is more or less discouraged. 
But even in the latter therapies, it may not be possible to keep transference 
from erupting; if this occurs, some of the working-through will have to be 
focused on the patient-therapist relationship. 


CASE ILLUSTRATION 


Illustrative of the “working-through” of transference is the case of a young 
divorcée with a personality problem of detachment, whose marriage had dis- 
integrated because of her general apathy. Sexually frigid, and with little affec- 
tionate feeling for people, she had never been able to establish a relationship 
in which she could feel deep emotion. After a prolonged period of working on 
her resistances, she began to evince positive transference feelings toward me as 
manifested in the following fragment of a session: 


Pt. I had a dream yesterday. We were dancing together and then you make love to 
me. Then the scene changes and there is a fellow sitting on a bench, and you kiss me 
and in jest ask him to leave. And then you sit down and I lie down with my head 
against you. You put your arms around me. And then the scene shifts again and you 
and I are in the kitchen. And my daughter, Georgia, is climbing over the sink toward 
the window, and I pull her in. Then I’m standing there with my son, John, in the 
hallway and you very professionally ask if there is anyone else I am waiting for. You 
came to find out about John. You forget the fact that you asked me for dinner, and 
Tm very let down and wake up with that let down feeling. 

Th. What are your associations to this dream? 

Pt. I awoke with the feeling that I’m very much in love with you. I want you to 
love me very much, It’s a desperate feeling that I can’t control. 
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Th. How long has this feeling been with you? 

Pt. It’s been accumulating over a time, but it suddenly hit me last night and when 
I awoke this morning, I knew. (pause) This is a funny thing to ask you, but I feel 
sexually attracted to you. Is it ever permissible to . . . to. . . I mean (blushes) 

Th. You mean to have an affair? 

‘BEGYes; 

. Th. Well, I appreciate your feeling very much. It often happens that in therapy 
the patient falls in love with the therapist. This is understandable because the patient 
takes the therapist into her confidence and tells him things she wouldn’t dare tell her- 
self, But in therapy, for the therapist to respond to the patient by making love would 
destroy therapy completely. 

Pt, I can understand perfectly, But I felt that you responded to me, (laughs) 
that you were in love with me. I think you are the most wonderful man in the world, 

Th. You may possibly feel I reject you. It is important though to explore your 
feelings for me, no matter what these may be. 

Pt, I agree, agree with you, of course. I can’t see how this happened to me though. 
It never happened before. It's a hell of a note, but as you say, it must inevitably 
happen. 


There ensued a prolonged period of strife in which the patient veered from 
sexual to hostile and destructive feelings toward me. The following session, 
for example, reflects negative impulses. 


Pt. I'm furious at you. I don’t, didn't want to come today. 

Th. Can you tell me why? 

Pt, Because you've gotten, gotten me to feel like a human being again instead 
of a piece of wood, and there's nothing to do about it, you know very well there's 
nothing to do about it. 

Th. You mean, now you're able to feel about people and there's nothing you can 
do about expressing yourself? 

Pt. (angrily) Oh, please be quiet will you. (pause) Here you went and got me 
all stirred up for absolutely nothing. It’s like you want to torture and hurt me. 

Th. What makes you think that I want to torture you and hurt you? 

Pr, I didn’t say you wanted to. I don’t believe I've reproached you at all. I never 
reproach anybody for anything, I never have. 

Th, But... 

Pt, Have I ever implied or said one word of reproach to you? I don't believe I 
have. 


Th. No. 
Pt, No. I don’t think so. I don’t reproach anybody for anything. I don’t want you 


to do anything at all, except just let me walk out of that door. 

Th. Do you really want to walk out of that door? 

Pt, I'm going to walk out of that door. You see, what you don’t know about me 
yet is that I've a very, very strong will. (pause) You sit there in that chair, and I sit 
here opposite you, and you've got that lovely warm darn way of speaking, and, before 
I reach that door, you'll freeze like an icicle. And I can do exactly the same thing, 
exactly the same thing. 

Th. You mean just to get even with me? 

Pt, Have you ever seen me try to get even with anybody? I don’t think you have. 
I'm not a very vindictive person. 

Th. Do you think I really act icy to you? 
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Pt. But you do. 

Th. When? 

Pt. I went out of here the last time ashamed of myself. I went down that street 
crying. I was ctying. I felt you rejected me, cold to me. 

Th. You felt that I rejected you? You felt that I acted cold toward you? When 
did I act cold toward you? 

Pt. Let’s drop that rejection business, shall we? It isn’t a question of being te- 
jected. It has nothing to do with it at all. And if we get right down to it, what dif- 
ference does it make whether you do or you don’t? 

Th. It makes this difference, that I am very much interested in helping you. 

Pt, If I walked out of this room, you'd never think of me again. 

Th. You feel that if you walk out of this room I'll never even think of you again. 

Pt. That’s exactly how I feel! Exactly what I feel. Yes. Suppose you had to do 
the same thing for every patient. You couldn't last. Any more than any other doctor 
could last, any more than any trained nurse could last. They can’t. (pause) Well, I'm 
feeling a lot better getting that off my chest. 

Th. I'm glad you're feeling better. 

Pt. Yes. I'm sure. I think you owe me quite a little time. I don’t believe I’ve ever 
stayed here forty-five minutes, have I? I don’t think so. I’ve always looked at that 
clock and I've gone. I’ve gone to the second at forty minutes after I got here. [This 
is not exactly correct, but I decide not to challenge it.} 

Th, Why? 

Pt. Because I don’t want anything from anybody. Because I don’t want one minute 
of anybody’s time. 

Th. You just want to be completely independent? 

Pt. Yes, I do. 

Th. I wonder if you trust me? 

Pt. I’ve always trusted you. What do you think I’m coming here for? There isn’t 
anybody that is forcing me to come. Who is it that drags me any place on a chain? If 
I didn’t want to come, there isn’t anybody that could make me come. 

Th. Indeed. You know, too, that it’s good that there's nobody that forces you to 
be here. It has to be completely a free thing with you, a voluntary thing with you, a 
thing that you really believe in. 

Pt. I don’t know what I’m going to do when I have to leave you, when I'm 
through with this. 

Th, Why? 

Pt. I can’t depend on anybody, see? 

Th. You're afraid to get dependent on me? 

Pt. I'm afraid to get dependent on any human being, because there isn’t a living 
human being that I can trust. Not even you. I can’t trust anybody on earth. And that's 
the truth. 

Th. I can’t force you to trust me, but I hope you will. I'll do everything in my 
power to be worthy of that trust. But I can appreciate the suffering and torment that 
you must go through as you begin to feel feelings for me. 

Pt. But you do torment me. 

Th. How do I torment you? 

Pt, I think you resent me, even despise me. 

Th. Did I ever do anything to give you that impression? 

Pt. No, but . . . I guess I must think you reject me. But you really don't. 
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The “working-through” of her feelings toward a more constructive solu- 
tion is shown in this portion of an interview that occurred several months after 
the initial onset of transference: 


Pt, When I came to you, you were exactly what I needed at that moment, and you 
comforted me when I came, and for the first few weeks—it was no more than that— 
then I began to like you. I liked you more and more, and it was interesting to me 
that I could feel that way about a person, because I had not up to that point. You 
were the first person that I felt anything for since many, many years ago. So I reasoned 
it out, and I felt that you were probably . . . I didn’t know what you were like as a 
man. I knew you only from a professional standpoint, what you were like. Maybe I 
would not feel that way if I did know you, I don’t know. I was trying to tell myself I 
didn’t know enough about you to feel that way. It wasn’t anything sound. And another 
thing I felt was that you were probably a symbol of what I would like to have or feel 
for someone, that you just were a symbol. Actually, I didn’t know enough about you to 
feel that way, and I kept telling myself that, and, during your vacation when I left 
I thought I didn’t know how I was going to get along without seeing you. It was 
really the high point of my week when I came to see you. I looked forward to it, and 
I really enjoyed that more than anything else that I did. So, during the summer, I 
thought, “Well, I am going to miss him. How will I get along?” I sort of leaned on 
you, and I had gotten so much comfort. Then, something began to happen to me, and 
I felt that even if I felt that way, maybe you did like me very much, maybe you didn’t. 
I don’t know whether what you say is all professional. I felt that as far as you were 
concerned, even if you did like me, and I liked you as you said, which was what I had 
figured out for myself, that any sort of very close friendship was not possible and 
isn’t practical, I felt that I needed you much more as a doctor than a man at that 
point, and that I should forget about it. So it was something that I was putting on. I 
probably needed something, maybe it wasn’t necessarily you. So I sort of started to look 
around at men, I was aware more of the attention they paid me. I responded more, 
which I had never done. I found that I was giving them a little more encouragement, 
because I never radiated any encouragement. I felt that if I were to find someone, I 
was very happy that I could feel that way about someone. I really was, because I didn’t 
think I could any more, I just didn’t. I missed seeing you, which was very unusual 
for me, because I hadn't felt that way about anyone in many years. So I started to look 
around, as I say I have responded, but I haven’t found anyone that I do feel that way 
about, Of course, I haven't had the opportunity. 

Th. At least you are not running away and are not guilt-ridden. You may feel 
that if the right sort of person came along, there may be a possibility for a relation- 
ship. But what about me right now? 

Pt. Well, I'll tell you how I feel about that. When I first came here, not the first 
few weeks, but a little later, I felt that you did like me personally. I don’t know how 
justified I was, but I did feel that. 

Th. You mean that I was in love with you? 

Pt. Not that you were in love with me, but that you were attracted to me, that 
you did like me. But of course, again I said that maybe I was so keyed up, I thought 
maybe I had sort of colored it, which was unusual for me, because I have never in all 
my life responded to any man or made the first steps without his feeling a great in- 
terest in me. I have never, so that if it was so, it was different than it had ever been, 
because that was never so before. I have never made the first move or picked someone 
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and said I liked him and want to know him, and I'd like to be in love with him. I 
never felt that way. 

Th. It was always as a result of somebody else’s actions first. 

Pt. Of somebody radiating more than the usual amount of interest. So that I felt 
that it was different and I was rarely wrong, I mean, I was always right, but, of course, 
as I say, I was in a different state of mind than I am today. I am much calmer, prob- 
ably see things a little clearer. So that I felt that you didn’t love me, and I hoped that 
you didn’t. In a way I wanted it, and yet I realized that I hoped you didn’t because I 
might respond. I just felt it was wrong, because you were the wrong person, because 
you are my doctor. So find somebody else I said to myself. (laughs) As a matter of 
fact a vety funny thing happened. I ran into my uncle who referred me to you shortly 
after first starting with you. I was beginning to feel that way about you, and I was 
curious about you. I met him in a restaurant. We talked for a few minutes. He asked 
me how I was getting along. I said I was making progress. He asked me how I liked 
you, and I said very much indeed, you were grand. He said he thought so too. You 
were practical, and he recommended you because he thought you would be what I 
needed. So I said, “Is he married?” And I was blushing. So he said, “He has an 
awfully nice wife and some lovely children.” I realized then that probably I had 
radiated something that I hadn’t intended to, I must have radiated some interest. 

Th. Your reaction to me was one that occurs commonly in psychotherapy. 

Pt. I realize this. 

Th, Sometimes it’s necessary to have such a reaction to get well. 

Pt, That's the thing, that’s the reason I bring it up. 

Th. You might never get well if you didn’t have a positive attitude toward me. 
That attitude we can use as a bridge to better relationships with men. There is a possi- 
bility that you may not find a man right away. There is a possibility of that, but at least 
you will know that it's not because of any block in you; it’s not because you have no 
capacity to love. 

Pt. Well, it’s been, and I'll tell you it’s been an amazing thing. I used to wonder 
at it myself, because I certainly am not cold. I used to wonder at myself because it 
didn’t seem to concern me. I mean sex. That’s the truth of it, But I'm getting myself 
interested now. 


A5 


Supportive and Reeducative Techniques 
during Middle Treatment Phases 


SUPPORTIVE APPROACHES ARE EMPLOYED DURING THE MIDDLE PHASES 
of treatment under the following conditions: 


1. As a Principal Form of Therapy 


a. Where the patient possesses a fairly well-integrated personality, but has 
temporarily collapsed under severe stress, a short period of palliative psycho- 
therapy may suffice to bring the individual back to his habitual stability. Sup- 
portive techniques may also be efficacious where the problem has not yet been 
structuralized, as in behavior disorders in children. 

b. Patients who require more intensive psychotherapy, but are temporarily 
too ill to utilize insight advantageously, may benefit from supportive approaches 
as emergency measures. 

c. Supportive therapy is often mandatory in patients whose symptoms inter- 
fere drastically with proper functioning or constitute sources of danger to them- 
selves and to others, Among such symptoms are severe depression, suicidal 
impulses, homicidal or destructive tendencies, panic reactions, compulsive acting- 
out of perverse sexual strivings, severe alcoholism, drug addiction, and disabling 
physical symptoms of psychologic origin. 

d. Where motivation for extensive therapeutic goals is lacking, supportive 
treatment may prove sufficient, or may constitute a preparatory period for 
insight therapy. 

e. Where the personality has been severely damaged during the formative 
years so that there is little on which to build, the objective may be to stabilize the 
individual through supportive measures. Some patients with severe infantile, 
dependent personality disorders, and with borderline and psychotic reactions, 
may be unable to tolerate the anxieties of insight therapy. 

f. Supportive treatment may be indicated where the patient lacks adequate 
intelligence, or where the available time and finances are limited, or where there 
is extreme character rigidity, or where the personality is so constituted that the 
patient can respond only to commanding authoritative injunctions. Even though 
manifest neurotic difficulties continue in force following therapy, life may 
become more tolerable and the individual may adopt a more constructive attitude 


toward reality. 
523 
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2. As an Adjunctive Form of Treatment During Insight 
Therapy 


a. Where the coping resources of the ego are failing, as evidenced in feel- 
ings of extreme helplessness, severe depression, intense anxiety, and disabling 
psychosomatic symptoms, extension of support is usually necessary. 

b. In cases where the environment is grossly disturbed so as to impede 
progress, supportive techniques like environmental manipulation may be 
required. 


MODE OF ACTION OF SUPPORTIVE THERAPY 


Supportive therapy owes its efficacy to a number of factors: 

1. A correction or modification of a disturbed environment or other stress 
source may restore the weakened ego to its former stability. 

2. The improved situation that results may permit the individual to exact 
gratifications essential to his well-being. 

3. The patient may fulfill, in the supportive relationship with the therapist, 
important interpersonal needs, the deprivation of which has created tension. The 
supplying of emotional needs in the relationship constitutes what is sometimes 
known as “transference cure.” For instance, the patient, feeling helpless, may 
desire the protection and security of a stronger individual on whom he may 
become dependent. Finding this with the therapist, he feels the comfort akin to 
a child who is being cared for by a loving and powerful parental agency. This 
relieves him of responsibility and fills him with a sense of comfort and security. 

4. In the medium of the therapeutic situation, the patient may verbalize 
freely and gain a cathartic release for his fears, guilt feelings, damaging mem- 
ories and misconceptions which he has suppressed or repressed, having no op- 
portunity for such discharge in his customary life setting. The draining off of 
tension, that has been converted into symptoms, produces a surge of relief and 
usually a temporary abatement of symptomatic complaints. 

5. The patient may rebuild shattered old defenses, or erect new ones which 
serve to repress more effectively his offending conflicts. Supportive therapy is 
suppressive in nature, helping to keep conflicts from awareness or modifying 
one’s attitudes toward the elements of conflict. 

6. Under the protective aegis of the therapist, the patient is enabled to face 
and to master life problems that have hitherto baffled him. Greater capacity to 
deal with these problems not only helps to rectify current sources of stress, but 
also gives the patient confidence in his ability to adjust to other aspects of his 
environment. The resultant expansion of security may eliminate the patient's 
need to exploit certain inadequate defense mechanisms. 

7. There may be an alleviation of guilt and fear through reassurance, OF 
through prohibitions and restrictions which, imposed by the therapist, are in- 
terpreted as necessary disciplines by the patient. 

8. Certain measures, like hydrotherapy, drugs, and relaxing exercises may 
remove tension or moderate its effects. 
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9. An outlet for excessive energy and tension may be supplied through 
ptescribed physical exercises, hobbies, recreations and occupational therapy. 


THE THERAPIST-PATIENT RELATIONSHIP 
IN SUPPORTIVE THERAPY 


The different techniques employed in supportive therapy presuppose a re- 
lationship of therapist to patient that varies from strong directiveness, to a more 
passive permissiveness. In most cases the relationship is essentially authoritarian. 

Success in treatment is associated with acceptance of the therapist as a wise 
or benevolent authority. A consistent effort is made to establish and maintain a 
positive relationship. Because inimical attitudes oppose the incorporation of 
therapeutic suggestions, it is essential to try to avoid a negative transference. 
Hostilities are therefore dissipated as soon as they arise, and an attempt is made 
to win the patient over to a conviction that the therapist is a helpful friend. 
Whenever the patient manifests any other irrational attitudes in the relationship, 
therapy is focused on discussion and clarification of the latter; the patient is 
brought back to a reality level in an attempt to restore the original rapport. 
This may be difficult in some cases, since the patient will always try to involve 
the therapist in his neurotic structure. Much skill may be required to halt trans- 
ference as soon as it starts developing; but unless this is done, the therapist may 
find himself in the midst of resistance he is unable to control. 

Forcefulness of personality, and an ability to inspire confidence are im- 
portant qualities in the therapist. The ideal attitude toward the patient is that of 
a sympathetic, kindly, but firm authority. The therapist must be constituted so as 
neither to derive sadistic pleasure from the patient’s submission, nor to resent the 
latter’s display of aggression or hostility. He must not succumb to blandishments 
of praise or admiration. A non-condemning, accepting attitude, shorn of blame 
or contempt, secures best results. The neurotic individual may, of course, display 
impulses and attitudes which can incite pique; but if the therapist is incapable of 
controlling his resentment, he will probably be unable to do productive work 
with the patient. His irritation cannot usually be concealed by a judicious choice 
of words. 

The attitudes of the therapist are important because many of the patient's 
responses have been conditioned by the reactions of other people. At the start 
of therapy, the patient will expect the continuance of rejection or condemnation 
if he has encountered these reactions habitually. When such responses do not 
appear even with provocation, the patient’s attitude toward the therapist will 
assume a quality significantly different from his other relationships. He will 
begin to feel accepted as he is, and warmth toward the therapist will develop 
which paves the way for constructive therapeutic work. The patient may then 
recognize the therapist as an ally with whom he can identify and whose stand- 
ards and values he may incorporate. Unity with the therapist gives him strength 
to abandon some of his customary maladaptive patterns. 

There are therapists who attempt, in a supportive framework, to deal 


526 THE TECHNIQUE OF PSYCHOTHERAPY 


boldly with pathogenic conflicts by manipulating the therapeutic relationship. 
Here the therapist deliberately plays a role with the patient in order to rein- 
force or subdue the parental image, or to introduce himself as an idealized 
parental substitute. Transference responses are deliberately cultivated by em- 
ploying permissiveness or by enforcing prohibitions graded to a desired effect. 
Thus, acting as a “good” parental figure is considered helpful with patients 
who need an accepting “giving” situation. Deprived in childhood of a good, 
understanding maternal relationship, certain patients are presumed to require 
a living-through with another human being of an experience in which they 
are protected and loved without stint. Another role assumed by the therapist 
is that of a commanding, stern authoritarian figure. This is believed to be help- 
ful in patients whose superegos are relatively undeveloped. 

Sometimes role-playing procedures are implemented on the theory that it 
is essential for the patient to live through with the therapist emotional incidents 
identical in type with the traumatizing experiences of his childhood. Only by 
dramatizing his problems, it is alleged, can the patient be prodded out of the 
rigid and circumscribed patterns through which he avoids coming to grips with 
life. In order to mobilize activity and to release inner drives, the therapist 
attempts to create a relationship that is charged with tension. The ensuing 
struggle between patient and therapist is said to catalyze the breaking down of 
the neurosis. 

One may rightfully criticize this technique on the grounds that the patient 
actually experiences frustration as a direct result of the therapeutic situation. 
His hostility may thus be justified. The tension and hostility that are mobilized 
may eventually become sufficiently intense to break through repression, with an 
acting-out of impulses; however, this may be destructive to the patient and to 
the therapeutic relationship. 

A misdirected positive use of role-playing is also to be impugned. Even 
though open demonstrations of affection may seem logical in making the pa- 
tient feel loved and lovable, such gestures are usually ineffective because of 
the patient's ambivalence. Love is so fused with hate that the patient may com- 
pletely misinterpret affectionate tokens. This does not mean that the therapist 
must be cold and withdrawn, for a refrigerated attitude will even more drasti- 
cally reinforce the patient's feelings of rejection. 


GUIDANCE 


In the supportive technique of guidance, the therapist acts as a guide of 
mentor, helping the patient to evolve better ways of adjusting to the reality 
situation. Therapeutic interviews are focused around immediate situational prob- 
lems. While the therapist may formulate in his own mind an hypothesis of the 
operative dynamics, he does not interpret this to the patient unless the dynamics 
are clearly manifest, and the interpretations stand a chance of being accepted 
by the patient without too great resistance. The employment of guidance re- 
quires that the therapist encourage the patient toward a better understanding 
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and evaluation of his situation, toward a recognition of measures that will 
correct his difficulty, and toward the taking of active steps in effectuating a 
ptoposed plan. Generally, the patient is required to make his own choices, 
although the therapist may clarify issues, outline the problem more succinctly, 
present operational possibilities, suggest available resources, and prompt the 
patient to action, Reassurance is utilized in proportion to the existing need, 
while as much responsibility is put on the patient as he can take. 

Guidance suggestions must always be made in such a manner that the 
patient accepts them as the most expedient and logical course of action. It may 
be essential to spend some time explaining the rationale of a tendered plan 
until the patient develops a conviction that he really wishes to execute it. In 
this choice the patient should always be led to feel that his wishes and resist- 
ances will be respected by the therapist. 

There are, however, a few patients whose personalities are so constituted 
that they resent a kindly and understanding authority. Rather they are inclined 
to demand a scolding and commanding attitude without which they seem lost. 
Such patients appear to need a punitive reinforcement of their conscience out 
of fear of yielding to inner impulses over which they have little control. At 
the start of therapy, it may sometimes be advisable to respect the needs and 
demands of such personalities, but an effort must always be made later on to 
transfer the disciplinary restraints to the individual himself. Unless such an 
incorporation of prohibitions is achieved and becomes an integral part of the 
individual’s conscience, he will demand a greater and greater display of puni- 
tive efforts on the part of the therapist. To complicate this, when he has re- 
sponded to dictatorial demands, he will burn inwardly with resentment and hate 
for the therapist, and he will feel a tremendous contempt for himself for being 
so weak as to need authoritative pressure. 

One way of conducting the guidance interview is to try to avoid, as much 
as possible, the giving of direct advice. Rather, the therapist may couch ideas 
and suggestions in a way that the patient participates in the making of decisions. 
Furthermore, advice should be proffered in a non-dictatorial manner, so that 
the patient feels he may accept or reject it in accordance with his own judgment. 

The sicker the individual, the more he will need active guidance and 
direction. How long the supportive relationship will have to be maintained 
will depend on the strength of the patient's ego. Usually, as the patient gains 
security and freedom from symptoms, he will want to take more and more 
responsibility for his own destiny. Even those persons who offer resistance to 
assertiveness and independence, may be aided in developing incentive toward 
greater independence. This may require considerable time and patience, but 
in most instances such constructive motivation can be achieved. 


ENVIRONMENTAL MANIPULATION 


There is current a tendency to depreciate the value of environmental 


manipulation on the basis of its superficiality and its temporary effect. Never- 
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theless, correction of environmental disturbances is indispensable in certain 
cases. For one thing, the relief the patient experiences through manipulative 
measures may bring comfort to him and otherwise positively influence his total 
adjustment. 
Conditions for which environmental manipulation may be required are 
the following: 
1. Economic situation. 
a. Location of resources for financial aid. 
b. Budgeting and managing of income. 
c. Home planning and home economics. 
2. Work situation. 
a. Testing for vocational interests and aptitudes. (Referral to a clini- 
cal psychologist may be required. ) 
b. Vocational guidance and vocational rehabilitation. (Referral to a 
clinical psychologist or rehabilitation resource may be required.) 
3. Housing situation. 
a. Locating new quarters. 
b. Adjusting to present housing situation. 
4, Neighborhood situation. 
a. Moving to a new neighborhood. 
b. Locating and utilizing neighborhood social, recreational or edu- 
cational resources. 
c. Adjusting to present neighborhood. 
5. Cultural standards. 
a. Interpreting meaning of current cultural patterns. 
b. Clarifying personal standards that do not conform with com- 
munity standards. 
c. Clarifying legality of actions. 
6. Family and other interpersonal relations. 
a. Consulting with parents, siblings, relatives, mate, child or friend 
of patient. 
b. Promoting education in such matters as sexual relations, child 
rearing and parenthood. 
c. Helping in the selection of a nursery school, grade school, camp, 
or of recreational facilities for the patient’s children. 
d. Referring patient to legal resources in critical family or inter- 
personal situations. 
7. Daily habits, recreations and routines. 
a. Referring patient to resources for correction of defects in dress, 
personal hygiene and grooming. 
b. Referring patient to appropriate recreational, social and hobby 
resources. 
8. Health. 
a. Clarifying health problems to patient or relative. 
b. Referring patient to hospital or institution. 
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c. Referring patient to resources for correction of remediable phys- 
ical disabilities. 


The therapist may have to interfere actively where the environmental situa- 
tion is grossly inimical to the best interests of the patient. This usually implies 
work with the patient's family, since it is rare that a patient's difficulties are 
limited to himself. Various family members may require psychotherapy before 
the patient shows a maximal response to treatment. Indeed, the cooperation of 
the family is not only desirable, but in many instances unavoidable, A psychiatric 
social worker can render invaluable service to the therapist here. 


EXTERNALIZATION OF INTERESTS 


The turning of the patient’s interests away from himself may be considered 
important as part of a supportive program. Hobbies, occupational therapy and 
recreational activities may be exploited here. 

A most effective hobby is one that provides an acceptable outlet for im- 
pulses the person cannot express directly. The need to experience companion- 
ship, to give and to receive affection, to be part of a group, to gain recognition, 
to live up to certain creative abilities, and to develop latent talents may be satis- 
fied by an absorbing hobby interest. 

External activities can provide compensations which help the individual 
to allay some of his inferiority feelings. Instead of concentrating on his failings, 
he is encouraged to develop whatever talents and abilities he possesses. For in- 
stance, if he is proficient as a tennis player, or has a good singing voice, these 
aptitudes are encouraged so that the patient feels he excels in one particular field. 
Whatever assets the individual has may thus be promoted. 

Some patients harbor within themselves strong hostilities of an uncon- 
scious nature, with needs to vanquish, defeat and to overwhelm others. Hos- 
tility may have to be repressed as a result of fear of retaliatory rejection or pun- 
ishment. Sometimes even ordinary forms of self-assertiveness may be regarded 
as aggression. As a consequence, the person may have to lead a life of detach- 
ment in order to avoid giving expression to what he considers forbidden im- 
pulses. In such patients, hobbies that do not involve competition will be most 


acceptable, at first. The ultimate object is to interest the patient in a hobby that 


has some competitive element. The patient may come around to this himself. 


For example, one patient chose photography as an outlet principally because it 
involved no contact with other people. Gradually, as he became more expert, 
he exhibited his work to his friends, and, finally, he entered his pictures in 
various photographic contests. Later on, with encouragement, he learned to 
play bridge, which acted as a spur to an interest in active competitive games 


and sports. Le 9 
The ability to express hostility through activities that involve the larger 
t effective expression of unconscious aggression. 


muscle groups permits of a mos t r 
Boxing, wrestling, hunting, archery, marksmanship, fencing, and such work as 
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carpentry and stone building can burn up a tremendous amount of energy. 
In ‘some individuals the mere attendance at games and competitive sports as 
baseball, football and boxing has an aggression-releasing effect. It must be re- 
membered, however, that this release is merely palliative, because it does not 
touch upon the dynamic difficulties in the life adjustment of the person that are 
responsible for the generation of hostility. 

Many other impulses may be satisfied through occupational or diversional 
activities. Hobbies may foster a sense of achievement and can help the individ- 
ual to satisfy a need for approval. Energy resulting from inhibited sexual striv- 
ings may gain expression sometimes in an interest in pets or naturalistic studies. 
Frustrated parental yearnings may be appeased by work with children at chil- 
dren’s clubs or camps. 

One must expect that the patient will try to employ his hobbies as a means 
of reinforcing the neurotic patterns by which he adjusts to life. If he has a char- 
acter structure of perfectionism, he will pursue his hobby with the goal of mas- 
tering intricate details. If he is compulsively ambitious, he will strive to use his 
interest as a way to fame or fortune. The same holds true for any of the other 
character traits he may possess. 

Most patients gain temporary surcease from neurotic difficulties during 
the period when they are working at a new interest; however, their illness will 
become exacerbated when the hobby has failed to come up to their expectations. 
In spite of this, the diversion may open up avenues for contact with others 
which will neutralize this tendency. 

Neurotic difficulties are often associated with disturbances that cause the 
individual to isolate himself from the group. The pleasures he derives from 
social activities do not compensate him for the tensions and anxieties incurred 
in his mingling with people. Occupational therapy, hobbies and recreations 
give the person an opportunity to participate with others in a project of mutual 
enjoyment, Pleasure feelings radiate to those with whom the patient is related, 
and help lessen his defenses against people. They may even lead him to find 
values in a group. 

Once the patient has established a group contact, he may find sufficient 
pleasures to sustain his interest. It is to be expected, nevertheless, that he will 
manifest his customary withdrawal defenses. But the benefits he derives from 
the group may more than make up for his discomfiture. 

In some instances, it may be possible to convince the patient to engage 
in activities or work that contribute to the general welfare of the community. 
This can create in him a feeling of active participation with others, and a con- 
viction that he is doing something that is really altruistic. 


REASSURANCE 


Some reassurance may be necessary at certain phases of psychotherapy. 
This is sometimes given in verbal form; more commonly it is indicated through 
non-verbal behavior, as by maintenance of a calm and objective attitude. 
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Verbal reassurance, when used, should not be started too early, since the 
patient at first may not have sufficient faith in the therapist to be convinced of 
his sincerity. He may imagine that the therapist is secretly ridiculing him, that 
he does not know how serious the situation really is, or that he is merely de- 
livering therapeutic doses of solace without deep conviction. 

In practicing reassurance, the therapist must listen to the patient with 
sincerity and respect, pointing out that his difficulties may perhaps seem overt- 
whelming because they represent much more than appears on the surface. Un- 
der no circumstances should the patient be disparaged for illogical fears. He 
usually appreciates that his worries are senseless, but he is unable to control 
them. 

One of the most common fears expressed by the neurotic person is that 
of going insane. Panicky feelings, bizarre impulses and a sense of unreality lead 
him to this assumption. He becomes convinced that he will lose control and per- 
haps inflict injury on himself or others. He may attempt to justify his fear of in- 
sanity by revealing that he has a relative who was insane, from whom he be- 
lieves he has inherited a taint. It is essential to show him that fear of insanity 
is a common neurotic symptom, and to acquaint him with the fact that there is 
scarcely a family in which one cannot find cases of mental illness. A presenta- 
tion may be made of the facts of heredity, with an explanation that insanity is 
not inevitable even in families that have a history of mental illness. He may be 
furthermore reassured that his examination fails to reveal evidence of insanity. 

Another ubiquitous fear relates to the possession of a grave physical dis- 
ease or abnormality. The patient may believe that through masturbation, phys- 
ical excesses or faulty hygiene, he has procured some irremediable illness. A 
physical examination with x-ray and laboratory tests should be prescribed, even 
though negative findings may not convince the patient that his fear is founded 
on emotional factors. Assurance may be given the patient that anxiety and worry 
can produce physical symptoms of a reversible nature. Where his fears are not 
too integral a part of the patient's neurosis, these explanations may suffice. Even 
where fears are deep, as in obsessional patients, and where he does not accept 
the results of the physical examination, his more rational self will toy with the 
idea that he may be wrong. At any rate, the absence of manifest physical illness 
will give the therapist the opportunity to demonstrate to the patient that his 
problem is not really just a physical one, and that feelings of being ill or 
damaged may serve an important psychologic function. 

Masturbatory fears are often deep-seated and operate outside the aware- 
ness of the person. The patient may, through reading and discussions with en- 
lightened people, rationalize his fears, or he may conceal them under an intel- 
lectual coating. Either because of actual threats on the part of early authorities, 
or through his own faulty deductions, he may believe that his past indulgences 
have injured him irreparably. He may shy away from masturbatory practices in 
the present or else engage in them with conscious or unconscious foreboding. 
Assurance that he has misinterpreted the supposedly evil effects of masturbation, 
coupled with assigned reading of books which present scientific facts on the 
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subject, have remarkably little effect on the patient’s qualms. He is unable to 
rid himself of childish misapprehensions that seem invulnerable to reason. 
Nevertheless, the therapist’s point of view should be presented in a sincere 
and forthright manner, with the statement that the patient, for emotional 
reasons, may not now be able to accept the explanation. Eventually, as he 
realizes the depth of his fears, he may be able to understand how victimized 
he has been all his life by faulty ideas about masturbation absorbed during his 
childhood. 

Reassurance may also be needed in regard to other aspects of the individ- 
ual’s sexual life. Frigidity, for instance, is the concern of many women who 
often expect that it will disappear automatically with marriage. Projecting their 
disappointment, some women tend to blame their mates for their sexual in- 
competence. In therapy this misconception will have to be carefully clarified 
with a focusing on guilt and other provocative conflicts. 

In men, reassurance may be required in conditions of temporary impotence. 
Many males are excessively concerned with their sexual powers, and have ex- 
orbitant expectations of themselves in so far as sexual performance is concerned. 
Discussions may be organized around the theme that episodes of impotence are 
quite natural in the lives of most men. Temporary feelings of resentment to- 
ward a marital partner, or attempts at intercourse during a state of exhaustion, 
or without any real desire, will normally inhibit the erective ability. On the 
basis of several such failures in performance, the individual may become pan- 
icky, and his sense of tension may then interfere with proper sexual perform- 
ance thereafter. The patient may be shown the necessity for a different attitude 
toward sex, treating it less as a means of performance, and more as a pleasure 
pursuit. Reassurance that his impotence is temporary and will rectify itself with 
the proper attitude may suffice to restore adequate functioning. 

Another concern shown by patients is that of homosexuality. Fears of 
homosexuality may be overwhelming. It is helpful sometimes to reassure the 
patient regarding homosexual fears or impulses with which he happens to be 
concerned, Elucidation that a liking for people of the same sex may occasion- 
ally be associated with sexual inclinations toward them, that this impulse is 
not a sign that one is evil or depraved, and that it need not be yielded to, may 
be extremely reassuring. An effort may be made to explain how, in the develop- 
ment of a child, sexual curiosities and sex play are universal and may lead to 
homosexual explorations. Usually this interest is later transferred to members 
of the opposite sex, but, in some persons, for certain reasons, an arrest in de- 
velopment occurs. The patient may be informed that homosexuality represents 
a basic attitude toward people as part of a neurotic problem, and that it need 
not be considered any more significant than any other problem which requires 
psychiatric treatment. 

Reassurance is often necessary in the event of infidelity of one’s marital 
partner. Where a woman is extremely upset because her husband has been un- 
faithful to her, she may feel not only a threat to her security, but more im- 
portantly, she experiences a shattering of self-esteem. The therapist may affirm 
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that infidelity on the part of one’s marital partner is indeed hard to bear, but 
that it is far from a unique experience in our culture. She must be urged not to 
be stampeded into a rash divorce simply because she feels outraged. It is natural 
that knowledge of her husband’s infidelity should have filled her with indigna- 
tion, but in her own interest, she must not act precipitously. She may find her- 
self encouraged by friends, family and public opinion to hate her husband and 
to cut herself off from him. There are few women who can resist acting dramat- 
ically and precipitating a divorce over an affair that is in all probability quite 
insignificant. Such reassurance may convince the woman that she really does 
not desire a divorce, but that she can work out a better relationship with her 
husband and perhaps discover why they had drifted apart. 

One use of reassurance that is practiced by some therapists is helping the 
process of ego building. Patients become so preoccupied with their troubles and 
pain that they are apt to lose sight of the constructive aspects of their person- 
ality. They may, consequently, minimize their good points or be unaware of 
them. The therapist here selects aspects of the individual’s life adjustment and 
personality that the patient may underestimate. Positive qualities of the patient 
may be indicated with emphasis on how these have been sabotaged by the pa- 
tient’s neurosis. ‘ 

Direct reassurance in response to inferiority feelings, however, is generally 
futile. One of the most common symptoms of neurosis is devaluated self-esteem 
which fosters inhibitions in action, perfectionistic strivings, and feelings of 
worthlessness, inadequacy and self-condemnation. Any attempt here to inflate 
the patient’s ego by reassurance accomplishes little. 

Self-devaluation may be a symptom that serves a useful purpose for the 
patient, protecting him from having to live up to the expectations of other 
people or of his own ego ideal. Rebuilding his self-esteem by reassurance, there- 
fore, threatens to remove an important coping mechanism. Many persons who 
devaluate themselves insidiously do penance for forbidden strivings and desires. 
Reassurance here may actually plunge the person into anxiety. 

Apart from the instances mentioned, reassurance is not too commonly 
employed even in supportive therapy. It can, however, serve a useful purpose 
where indicated, Where the patient has sufficient ego resources, reassurance 
even though necessary should be tempered, the patient being apprised that 
responsibility for investigating his patterns has to be borne by himself, If this 
precaution is not taken, the patient will lose initiative in getting at the source 
of his difficulties, and he will tend to seek more and more reassurance from 
the therapist. 


PERSUASION 


Persuasive techniques are sometimes helpful as supportive measures, par- 
ticularly in obsessive-compulsive personalities. The object is to master conflict 
by forces of will power, self-control and powers of reasoning. 

Persuasive suggestions have arbitrarily been subdivided into several cate- 
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gories. They represent a point of view and a slant on life which may not al- 
ways be accurate, but which, if accepted by the patient, may help alleviate his 
distress. In general, suggestions tend toward a redirection of goals, an over- 
coming of physical suffering and disease, a dissipation of the “worty habit,” 
“thought control” and “emotion control,” a correcting of tension and fear, 
and a facing of adversity. These suggestions are superficial, but their pursuit 
is considered justified by some therapists as a means of helping the patient 
control his symptoms. The following suggestions are a summary of a number 
of different “systems” of persuasion: 


1. Redirection of Goals 


If the patient’s goals in life are obviously distorted, he is instructed that 
the most important aim in living is inner peace rather than fame, fortune or 
any other expedient that might be confused with real happiness. In order to 
gain serenity, he may have to abandon hopes of becoming rich, famous or suc- 
cessful. He may be causing himself much harm by being overambitious. If he 
is content to give up certain ambitions, and to make his objective in life that 
of mental serenity and enjoyment, he should try living on a more simple scale. 
He should give up struggling for success. Health’ and freedom from suffering 
are well worth this sacrifice. 

One can attain happiness and health by learning to live life as it should 
be lived, by taking the good with the bad, the moments of joy with the epi- 
sodes of pain. One must expect hard knocks from life and learn to steel him- 
self against them. It is always best to avoid fearsome anticipations of what 
might happen in the future. Rather one should strive for a freer, more spon- 
taneous existence in the present. One should take advantage of the experiences 
of the moment, and live for every bit of pleasure he can get out of each day. 
The place to enjoy life is here. The time is now. By being happy oneself, one 
can also make others happy. 

It is profitable to concern oneself with the problems of other people. Many 
persons who have suffered pain, disappointment and frustration have helped 
themselves by throwing their personal interests aside and living to make others 
happy. Man is a social creature and needs to give to others, even if he must 
force himself to do so. Thus, he can take a little time out each day to talk to 
his neighbors, to do little things for them. He can seek out a person who is 
in misery and encourage him to face life. In giving he will feel a unity with 
people. 

The person may be enjoined to avoid the acting-out of a sense of despair. 
One of the pitfalls into which most “nervous” people fall is a hopeless feeling 
that paralyzes any constructive efforts. One must not permit himself to yield 
to feelings of hopelessness, for life is always forward-moving. Hopelessness 
and despair are a negation of life. If a person stops holding himself back, he 
will automatically go forward; since development and growth are essential parts 
of the life process. 
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2. Overcoming Physical Suffering and Disease 
X 


The patient, if he is suffering from ailments of a physical nature, may be 
told that physical symptoms are very frequently caused by emotional distress. 
Studies have shown that painful thoughts can affect the entire body through 
the autonomic nervous system. For instance, if we observe an individual’s in- 
testines by means of a fluoroscope, we can see that when the person thinks 
fearful or painful thoughts, the stomach and intestines contract, interfering 
with digestion. On the other hand, peaceful, happy thoughts produce a relaxa- 
tion of the intestines and a restoration of peristaltic movements, thus facilitat- 
ing digestion. The same holds true for other organs. 

Understanding the powerful effect that the mind has over the body lucidly 
demonstrates that physical suffering can be mastered by a change in attitudes. 
By directing one’s thoughts along constructive lines, by keeping before the 
mind’s eye visions of peace and health, a great many persons who have been 
handicapped by physical ailments, and by even incurable diseases, have con- 
quered their suffering and even have outlived healthy people. This is because 
a healthy mind fosters a healthy body and can neutralize many effects of a dis- 
abling malady. 

Physical aches and pains, and even physical disease, may be produced by 
misguided thoughts and emotions. The body organs and the mind are a unity; 
they mutually interact. Physical illness can influence the mind, producing de- 
pression, confusion and disturbed thought processes. On the other hand, the 
psyche can also influence the body, causing an assortment of ailments. In the 
latter instance, the institution of proper thought habits can dispel physical 
distress. 

It is natural for a person who is suffering from physical symptoms to 
imagine that there is something organically wrong with him. He cannot be 
blamed if he seeks the traditional kinds of relief. But palliation is not found 
in medicines or operations. Relief is found in determining the cause of his 
trouble and correcting the cause. Worry, tension and dissatisfaction are causes 
for many physical complaints, the treatment here lies in abolishing destructive 
thoughts. 

The first step in getting relief from physical suffering is to convince one- 
self that one’s troubles are not necessarily organic. The difficulties may lie in 
one’s environment, but usually they are due to improper thinking habits. If 
there is a remediable environmental factor, this must, of course, be remedied. 
Where it cannot be altered, the person must learn to change himself so that 
he can live comfortably in his difficult environment. In the latter case, he has to 
reorganize his patterns of thinking. 

Where a patient actually has an organic ailment that is not amenable to 
medical or surgical correction, an attempt may be made to get the patient to 
accept the illness, but to change his attitude toward it. It is essential to help 
the patient reorganize his philosophy so that he can find satisfactions in life 
consistent with his limited capacities. 
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In physical conditions of a progressive nature, such as coronary throm- 
bosis, cancer or malignant hypertension, the patient may be in a constant state 
of anxiety, anticipating death at any moment. Here it is wise to emphasize 
the fact that death is as much a part of living as is life, and that the horrors 
attached to it are those that come from a misinterpretation of nature. Life must 
go on. Babies are born, and people pass on to a peaceful sleep that is death. 
The chances are that the patient still has a long useful life ahead of him that 
can be prolonged by adopting a proper attitude toward his condition. If suffer- 
ing and pain do not exist, this should be pointed out as a fortunate occurrence. 
The person should think about the present, and avoid dwelling too much on 
the future. No one can anticipate what the future may bring. Accidents can 
happen to anyone, and even a young person in the best of health does not know 
when he will be smitten by an illness or accident. The only rational philosophy 
is to glean whatever pleasure one can from the moment, and to leave the future 
to take care of itself. 

The patient is encouraged to develop hobbies and to engage in activities 
that will divert his thinking from himself. A list of diversions that the patient 
can pursue may be prepared, and the patient guided into adopting new in- 
terests. 


3. Dissipating the "Worry Habit” 


Patients who are obsessed with worrying about themselves may be urged 
to remember that much energy is expended ruminating about one’s problems 
and fears, instead of doing something positive about a solution. Worry tends 
to magnify the importance of petty difficulties; it usually paralyzes initiative. 
The worrier is constantly preoccupied with ideas of fear, dread and morbid un- 
pleasantness. These thoughts have a disastrous effect on the motor system, the 
glands and the organs. 

In order to overcome the “worry habit” it is first necessary to formulate 
in one’s mind the chief problem with which one is concerned. To do this it will 
be necessary to push apprehensions boldly aside. In a seemingly insurmountable 
problem, one should attempt to reformulate the situation to bring clearly to 
mind the existing difficulty. If one is honest with himself, he will realize that 
he has spent most of his energy in hopeless despair, in anxiety, or in resentful 
frustration, rather than in logical and unemotional thinking that can bring about 
tranquility. 

First, it is necessary to review all possible answers to the problem at hand. 
Next, the best solution is chosen, even though this may seem inadequate in 
coping with all aspects of the problem. A plan of action must then be decided 
on. It is necessary to proceed with this design immediately, and to abandon all 
worry until the plan is carried out as completely as possible. Above all the per- 
son must stick to his project, even if he finds it distasteful. 

If the person himself cannot formulate a scheme, the therapist may help 
him to do so. The patient should be told that it is better to concern himself 
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with a constructive plan than to get tangled up in the hopelessness of an ap- 
parently insoluble problem. Until he can work out something better, it is best 
to adjust himself to the present situation, striving always to externalize his 
energy in a constructive way. 

The patient may be urged to stop thinking painful thoughts. He may be 
told that forgetting is a process that goes on of its own accord if one does not 
interfere with it. Worry is a process that has been learned. One can therefore 
help himself by controlling his thoughts and avoiding painful ideas. If action 
is impossible for the moment, one can try to crowd out apprehensions by simply 
resolving to stop worrying. 

Discussing painful topics with other people should also be avoided. If he 
must ventilate disturbing feelings, he can do so with the therapist. “Blowing 
off steam” and relating his troubles to friends often does more harm than good 
because the suggestions offered are usually unsound. It is better to underestimate 
his difficulties than to become too emotional about them. It is also necessary for 
him to ask his friends and relatives to stop talking about his personal problems, 
if such discussions ate aggravating. It is understandable that people close to 
him will be much concerned with his illness, but they must be reminded that 
their solicitude may aggravate his condition. Often a person can forestall trouble 
by insisting that he feels “fine” when questioned by others about his health. 


4. “Thought Control" and ‘Emotion Control” 


Patients who seem to be at the mercy of painful thoughts and emotions 
may be enjoined never to permit their minds to wander like flotsam, yielding to 
every passing thought and emotion. It is necessary to try to choose deliberately 
the kinds of thoughts to think, and the kinds of emotions to feel. It is essential 
to eschew ruminating about resentments, hatreds and disappointments, about 
“aches and pains,” and misery in general. 

One must think thoughts that nourish the ego and permit it to expand to 
a better growth. If a person wants to be big in spirit, if he wants to be without 
pain, he must fill his mind with painless ideas. If he wants to be happy, he 
must smile. If he wants to be well, he must act as if he were well. He must 
straighten his shoulders, walk more resolutely, talk with energy and verve. He 
must face the world with confidence. He must look life in the face and never 
falter. He must stand up to adversity and glory in the struggle. He must never 
permit himself to sink into the quagmire of helplessness or give himself up to 
random worries, thus feeling sorry for himself. He must replace thoughts of 
doubt and fear with those of courage and confidence. He must think firmly of 
how he can accomplish the most in life, with whatever resources he has. He 
must feel those emotions that lead to inner harmony. 

He must picture himself as above petty rectiminations, avoiding the center- 
ing of his interest around himself. Even if he suffers from pain and unhappi- 
ness, he must stop thinking about his daily discomforts. He must give to others 
and learn to find comfort in the joys of giving. He must become self-reliant and 
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creative. Emancipation from tension and fear can come by training one’s mind 
to think joyous and peaceful thoughts. But new thought habits do not come 
immediately. One must show persistence and be steadfast in one’s application. 
One must never permit himself to be discouraged. One must practice, more and 
more. Only through persistent practice can perfection be obtained, so that the 
mind shuts out painful thoughts automatically. 

It is not necessary to force oneself impetuously to stop worrying or feeling 
pain. Will power used this way will not crowd out the painful emotions. One 
must instead substitute different thoughts or more appropriate actions. If one 
starts feeling unhappy or depressed, he should determine to rise above this emo- 
tion. He should talk cheerfully to others, try to do someone a good turn; or he 
may lie down for a short while, relax his body and then practice thinking about 
something peaceful and pleasant. As soon as this occurs, unhappy thoughts will 
be eradicated. A good practice is to think of a period in one’s life when one 
was happiest. This may have been in the immediate past or during childhood. 
One may think of people he knew, the pleasant times he had with them. This 
substitution of pleasant for unpleasant thoughts may take several weeks before 
new thinking habits eventuate. 


5. Correcting Tension and Fear 


Where undifferentiated tension and fear exist, the patient may be told 
that difficulties may come from without, but that one’s reactions to these difficul- 
ties are purely personal and come from within. By changing these reactions, he 
can avoid many of the consequences of stress. If one is confronted with tension, 
anxiety or feelings of inner restlessness, it is best to start analyzing the causes. 
Are these emotions due to disappointment or failure? Or are they the product 
of a sense of hopelessness? Once the cause is found, it is necessary to face the 
facts squarely and take corrective steps. It is urgent to plan a course to follow 
and to execute this immediately. If facts cannot be altered, one must change his 
attitudes toward them. It is essential to stop thinking about the painful side of 
things, and to find instead something constructive on which to concentrate. 

One may be unable to prevent anxious thoughts from coming into one’s 
mind, but they can be prevented from staying there. The person must stop say- 
ing, “I can’t,” and think in terms of “I can.” So long as one says, “I can’t,” he 
is defeated. Being resolute and persistent in saying “I can” will eventually bring 
results. 

The first step in overcoming tension is to stop indulging oneself in self- 
pity. Tension will drag one’s life down if not interrupted. It is necessary to 
learn to love life for the living. One must learn not to exaggerate troubles. 
One must let other people live their lives and one should live one’s own. 

Many people suffering from tension and fear have helped themselves by 
saying, “Go ahead and hurt all you want; you will not get me down.” Fears are 
best faced by courageously admitting them. They can be conquered by stopping 
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to fight them or by refraining from trying to master them by sheer will power. 
Acknowledging that one is afraid is the first step. Thereafter one must deter- 
mine to rid himself of fear by developing the conviction that he will overcome 
it. A sense of humor is of unparalleled help here. If one laughs at his fears 
instead of cringing before them, he will not be helpless and at the mercy of 
forces he cannot control. 

Practicing relaxation sometimes is useful. Each day a person may lie on his 
back, on the floor, or on a hard surface for twenty minutes, consciously loosen- 
ing up every muscle from his forehead to his feet, even his fingers and toes. 
He may then start breathing deeply, with slow, deep exhalations through pursed 
lips. At the same time he may think of a peaceful scene at the mountains or 
seashore. Mental and muscular relaxation are of tremendous aid in overcoming 
states of tension. 


6. Facing Adversity 


In the event a patient has an irremediable environmental difficulty, he may 
be reminded that there are many dire conditions in one’s environment that can- 
not be changed no matter how diligently one tries. Poor financial circumstances, 
an unstable mate, overactive youngsters who make noise and tax one’s patience, 
a physical handicap, or an incurable physical illness can create a great deal of 
worty, tension and anxiety. It is not so much these difficult conditions that are 
important as it is the reaction of the person to them. Life is usually full of 
struggle; but the individual need not permit himself to get embroiled in the 
turmoil and misery of the world. There are many persons who are deformed, or 
deprived of sight, hearing, and of vital parts of their body, who live happily 
and courageously because they have learned to accept their limitations, and to 
follow the rule to live life as it is right now. There are many persons who, 
forced to exist under the most miserable conditions of poverty, with no re- 
sources or education, are not distressed by worry or nervousness because they 
have not yielded themselves to their emotions. 

It is a human tendency to exaggerate one’s plight. If one compares him- 
self with many other people, however, he will discover that he is not so badly 
off. An individual may not be able to achieve all the ambitions he has in life. 
He may not be as intellectual as he wants to be, or as strong, or successful, or 
rich, or famous. He may have to earn a living at work he detests. As bad as he 
imagines his state to be, if he were to be faced with the possibility of changing 
places with some other persons, he would probably refuse to do so. He might be 
dissatisfied with his appearance, and he may long for features that would make 
him look more handsome and distinguished. If this were possible, he might 
instead find that his health had become impaired, or his intellect was not up to 
its present level. 

It is necessary to make the most out of the little one has. Every person 
possesses weaknesses and must learn to live with them. He must pattern his life 
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so as to make his weaknesses as little manifest as possible. He must expand all 
of his good qualities to the limit. One’s facial appearance may not be hand- 
some, but one may have nicer hair and teeth than many other people. These may 
be emphasized in hair style or proper facial expression. One can appear well- 
groomed with well-tailored clothing. If one’s voice is good, he should cultivate 
it. In this way one may take advantage of every good feature he possesses. 

Instead of resigning oneself to a sense of hopelessness, it is wise to turn 
one’s mind toward creative activities and outlets. It will take much perseverance 
to conquer feelings of helplessness and frustration, but this can be done, par- 
ticularly by living honestly and courageously. The wealthiest person is he who 
has not riches, but strength of spirit. If one is dissatisfied with himself, he may 
try to imagine himself as the kind of person he would like to be. He may then 
find that he can do these things that he has hitherto felt were impossible. He 
must never yield to despair or discouragement. Crippled persons have learned 
to walk by sheer perseverance of will. On the other hand, one should not set 
goals for oneself that are impossible of fulfillment. Thwarted ambition can 
give rise to bitterness and greed. 

A sign of character is to change those conditions that can be remedied and 
to accept those that cannot be changed. To accomplish this one must face the 
problem squarely. What is to be done about a difficult situation? What can be 
done? How will one go about accomplishing the change? This calls for a plan 
of action which, once made, must be pursued diligently without discouragement. 

There are always, of course, situations one must accept. Unalterable facts 
must be faced. If one cannot change things as they are, he can change his own 
attitude so that he will not overreact to his difficulties. As soon as a person has 
decided to make the best of things, his condition will improve immediately. 
If one is unable to possess the whole loaf, he must learn to content himself with 
part of a loaf. He must disregard minor discomforts, and pay less and less at- 
tention to them. His symptoms may be annoying, but they are not fatal. Keeping 
two written lists, outlining on one side the things that have troubled him, on 
the other side the things that have gone in his favor, will often convince the 
person, after a while, that the balance is on the positive side. 

It is particularly important to train oneself to overcome the effects of 
frustration and disappointment. These may be expressed in the form of quarrel- 
ing, or holding grudges against others, or by depression or physical symptoms. 
There are many dangers associated with permitting oneself to become too dis- 
couraged. It is best here to forestall despair before it develops, by adopting the 
attitude that one will not allow himself to get too upset if things go wrong. 
One must force himself to regard all adversity dispassionately, with the idea of 
modifying the cause if possible, or changing his point of view, if the cause 
cannot be removed. 


The above persuasive suggestions do not represent a scientific point of 
view. However, their use is believed, especially by non-dynamically oriented 
therapists, to be consonant with a pragmatic approach to therapy in certain 
patients who do not respond well to insight approaches. 
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EMOTIONAL CATHARSIS AND DESENSITIZATION 


Release of painful feelings and desensitization to their effects constitutes 
an important supportive technique. The patient is encouraged to talk about 
those things in his past life or in his present-day relationships that bother him 
most. His responsiveness will depend on the confidence and trust he has in the 
therapist. 

The patient may be told that most people have bottled up within them- 
selves memories and experiences which, though seemingly under control, con- 
tinue to have a disturbing effect on them. The attempt to obliterate emotional 
experiences by banishing them from the mind is not ordinarily successful. Dis- 
turbing ideas keep obtruding themselves into the stream of thought. Even when 
will power triumphs and suppression succeeds, casual everyday happenings may 
remind the person of his conflict. In addition to memories, there are also im- 
pulses and desires of which the person is thoroughly ashamed, and which he 
dares not permit himself to think about. Among these are desires for extra- 
marital sexual gratification, homosexual interests, hostile strivings and impulses 
of a fantastic and infantile nature. 

Emotional catharsis must never be foisted on the patient. To force him to 
reveal inner fears of a traumatic nature prematurely, may cause him such panic 
that his resistance to further revelations will be increased. Actually, the patient 
has built up so hard a crust of repression that it keeps him from admitting his 
deepest fears even to himself. It is essential to let him feel his own way and 
choose his own pace with casual encouragement. 

In continued discussions with the patient, it may be emphasized that every 
individual has difficulties and problems of which he is ashamed, that the patient 
probably is no exception and may have had experiences which make him feel 
he is wicked. Discussing the patient’s problem in this roundabout way makes it 
possible for him to talk about his worries more openly. For instance, where it 
is obvious that the patient has a suppressed homosexual wish, the therapist may 
weave into the discussions the fact that every person, at certain times in life, 
develops friendships with and crushes on people of the same sex. This is by no 
means abnormal, but is merely a developmental phase in the life of the individ- 
ual. Some persons, for certain reasons, continue to have ideas which were normal 
at an earlier phase of growth. As a matter of fact, most people have fears of 
homosexuality. The patient may be told that it would be unusual if he did not 
have such ideas at one time. He may then casually be asked whether or not this 
is so. 

The ability of the patient to discuss his impulses, fears and experiences 
openly, without encountering condemnation, enables him to tolerate the im- 
plications of the suppressed material. 

In the event the patient confesses to a truly reprehensible incident in his 
life, the ventilation of these facts may have to be followed by active reassur- 
ance. He may be reminded that the incidents he has revealed do not necessarily 
pollute him, that many persons are compelled, for neurotic reasons, to do things 
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which they regret later, and that their subsequent actions can fully neutralize 
what they have done. The patient may be urged to spend his energy doing some- 
thing positive in the present, rather than to wear himself out regretting the 
past. He may, if he desires, make some restitution to any person who has been 
injured by his act, or to society in general. 

In cases where the individual has irrational feelings that issue out of his 
relationships with people, or where he has phobias, he may be repeatedly urged, 
for purposes of desensitization, to expose himself to those situations that incite 
painful emotions. His experiences are then subjected to discussion, and the pa- 
tient is trained to face those situations gradually, without quaking. For instance, 
if the patient has a fear of closed spaces, he may be instructed to lock the door 
of his room for a brief instance for the first day, to increase the interval to the 
count of ten the next day, then to one-half minute, extending the time period 
daily, until he discovers through actual experience that he can tolerate the 
phobic situation. Other phobias may be treated in a similar way by varying the 
offered suggestions. The therapist must appreciate, of course, that the patient’s 
fears may be rooted in deep unconscious conflicts and may not yield to such 
desensitization techniques until the sources of fear are uprooted through insight 


approaches, 
MISCELLANEOUS SUPPORTIVE MEASURES 


Relaxation exercises and massage may be prescribed for muscle tension, 
spasms, contractures and tremors, the patient being referred to a physiotherapist 
when this is necessary. Enforced rest is sometimes advised for fatigue and ex- 
haustion in the form of a prolonged vacation or a sojourn in a rest home. Hy- 
drothetapy is occasionally utilized for its sedative or stimulating effects. Insulin 
shock treatment may be necessary in schizophrenia; sub-coma insulin therapy is 
utilized in acute anxiety states, delirium tremens and confusional syndromes; 
electrical convulsive therapy is helpful in manic-depressive psychosis, involu- 
tional depression, severe psychoneurotic depression, and senile depression. Drug 
therapy is employed where indicated; for example, sedatives in excitement or 
insomnia, benzedrine in depression or listlessness, antabuse in alcoholism, and 
glandular products in endocrine disorders. Brain surgery, especially transorbital 
lobotomy, is used as a last resort in severe, intractable schizophrenia, chronic 
disabling obsessive-compulsive neurosis and hypochondriasis. Inspirational or 


social group therapy is often helpful where patients require a group experience 
and social contacts. 


SUPPORTIVE MEASURES IN INSIGHT THERAPY 


Supportive measures during insight therapy must be employed cautiously, 
because the patient may invest the therapist with directive, authoritarian quali- 
ties that interfere with a good working relationship. Moreover, alleviation of 


symptoms and suffering may remove a most important motivation for continued 
treatment. 
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There are, nevertheless, certain circumstances under which support is 
necessary. The challenging of one’s defenses exposes basic conflicts and may 
revive the early anxieties that inspired them. A period of some instability and 
turmoil is to be expected during the course of insight therapy, and the therapist 
may, where the reactions are severe, temporarily have to assume the role of a 
helping authority. 

The specific kinds of supportive measures implemented will vary according 
to the patient’s needs. Where severe environmental disturbance exists, the 
therapist may suggest available resources that hold forth promise of mediation. 
He may also aid the patient in resolving resistances toward utilizing the pre- 
scribed resources effectively. Active reassurance may be dispensed where the 
patient harbors gross misconceptions or where there is a threat of a dangerous 
shattering of the ego. There may be a cautious extension of advice when the 
patient is thoughtlessly embarking on a potentially destructive course of action. 
Encouragement may sometimes be voiced when the patient does a significant 
job in thinking through a problem, or in effectuating insight into action. 

The degree of emotional support employed will depend upon the strength 
of the patient’s ego. A withholding of support by the therapist, when the pa- 
tient actually needs it, may be harmful. On the other hand, excessive support 
may interfere with assertiveness and activity. The person’s reactions to support 
will depend on its symbolic meaning to him. The most common response is an 
abatement of symptoms and a cessation of anxiety. Occasionally, however, 
anxiety breaks out due to fears of being overwhelmed and mutilated in a pro- 
tective relationship. This emotion will have to be handled promptly, should it 
emerge. 


REEDUCATIVE APPROACHES 


In insight therapy with reeducative goals, the investigation of the dynamics 
of the individual’s disturbed patterns of adjustment is conducted by means of 
the focused interview. Prime consideration is given to present problems and 
current interpersonal relationships. Dreams, fantasies and early childhood ex- 
periences are of secondary importance. The couch is usually avoided; instead, 
interviewing is conducted in the sitting-up, face-to-face position, The frequency 
of visits is generally from one to two times weekly. The relationship is main- 
tained on a positive level, transference being minimized as much as possible, or, 
when it develops, being handled immediately to avoid its operation as resistance. 

An attempt is made in reeducative therapy to rehabilitate the individual 
as rapidly as possible by discovering and modifying factors that provoked the 
emotional illness, by assaying the patient's assets and liabilities, and by mobiliz- 
ing all of the available positive forces of his personality. In the medium of a 
warm relationship with the therapist, the patient is brought to an awareness of 
interpersonal conflicts that have contaminated his adjustment. Maladaptive at- 
titudes are explored, with a demonstration to the patient of the difficulties they 
create for him. The individual learns the reasons for their development in his 
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past life and for their persistence in the present. Finally, he is helped to adjust 
with new, healthful, more adaptive patterns. 

In reeducative therapy, less weight is placed on exploring the origins of 
patterns, while more emphasis is put on reorganization of habits, regardless of 
their sources in constitution or in specific inimical experiences. During the proc- 
ess of retraining, early difficulties that originally produced disturbing character 
traits may spontaneously be remembered by the patient. As part of his school- 
ing, the patient must be taught to face his early childhood experiences, and, if 
necessary, to change his attitudes toward them. 

The patient is encouraged to rectify remediable environmental difficulties, 
to adjust to irremediable handicaps while finding adequate compensations and 
sublimations, to enhance his personality resources through education and ac- 
tivity, to abandon unrealistic goals, and to coordinate his ambitions with his 
capacities. The therapist concentrates on all the healthy personality elements, 
actual and potential, that can mediate pathologic patterns of adjustment. 

In dealing with abnormal traits and patterns, the therapist may strive to 
bring the patient to where he can reason unemotionally, facing facts bravely, 
adjusting to painful memories and impulses without panic, meeting stresses of 
life with courage, and forsaking fantasy in thinking. Each trait that the patient 
exhibits may be taken up in detail, discussing its origin, purpose, value, and the 
ways it interferes with his happiness and adjustment. More adaptive substitu- 
tive patterns may then be explored, and the patient may be urged to execute his 
insight, suggestions sometimes being given him of positive courses of action. 

Thus a discussion of the patient’s life history may reveal to the therapist 
that the patient has insight into his inordinate attachment to a domineering 
parent who continues to infantalize him. Evidences of how dependency under- 
mines him are brought to his attention, and the patient may be shown how 
some of his symptoms are produced by his conflict over his dependent need. If 
the patient evidences a desire to overcome his dependency on his family, the 
wisdom of visiting his family at increasingly infrequent intervals, of making his 
own decisions, and of finding outlets for his energy and interests, may be in- 
dicated. It is to be expected, because neurotic reaction patterns are so deeply 
imbedded, that this advice will not be heeded at first; but as the patient con- 
stantly experiences untoward emotions associated with the giving up of his in- 
dependence, he may agree with the therapist’s observations and gradually ex- 
periment with new modes of adjustment. 

Where a patient is too compliant and recognizes his compliance, it may be 
pointed out that he has probably always felt the need to be over-respectful to 
authority. His security is perhaps bound up with this reaction. However, he has 
a right, as a human being, to his own opinions, and he need not accept the 
wishes or orders of other people unless he wants to do so. He can review in his 
mind the pros and cons of any advice given him, and he may then accept or 
reject it as he sees fit. If he does not wish to abide by the orders or judgments of 
other people, he can try to explain to them why his own plans seem best. Should 
he decide to conform with the wishes of others, he must be sure that this is 
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what he really wants, and is not what he feels forced to want. Above all, he 
must be logical rather than emotional in his choices of action. Specific ideas on 
how to function independently may be advanced. The help of other people 
with whom the patient lives may be enlisted in this training process. 

An individual who is aware of a power drive may be shown how this is a 
dominating force in his life, preoccupying his thoughts and actions. He may be 
partly aware of how he strives for power and strength in all of his interpersonal 
relationships. What he may not realize is how mercilessly his drive rules him, 
and how it results in his forfeiting normal goals. The person may be alerted 
to how his power trend brings him into conflict with others and evokes retalia- 
tory hostilities. It is necessary to get the patient to see the need of adopting a 
more mature attitude, and of readjusting his standards in line with the reality 
situation. Other outlets than power may then be suggested to satisfy the pa- 
tient’s drive for self-assertiveness and self-esteem. 

The same technique may be used in dealing with other compulsive neurotic 
patterns; such as, detachment, aggression and perfectionism. Their manifesta- 
tions are repeatedly brought to the patient’s attention and he is shown why they 
stir up difficulties for him. He is challenged in his assumption that they are the 
only ways of adjusting to life, and substitutive responses are suggested. 

The patient may be acquainted with the ways in which his character drives 
operate insidiously. He may be shown that unknown to himself he lashes out at 
others, or vanquishes them in actual deeds or in fantasy, or renders himself in- 
vulnerable and strong, or retreats from competition, or engages in any number 
of facades that become for him basic goals in life, making average pursuits 
meaningless. 

Such unhealthy attitudes perhaps might be understandable were we to 
insist on what is probably not true—that the patient really is an inferior person 
who has to eliminate adult and realistic methods of dealing with his problems. 
The patient must be shown the need to stop taking refuge in childhood de- 
fenses, and he must be apprised of the wisdom of facing his difficulties with 
decision and courage. However, because he has utilized his defenses for so 
many years, he must understand that they will not vanish immediately. Indeed, 
they will keep cropping up from time to time. If they do, there is no need for 
discouragement. When he becomes sufficiently strong, his defenses will no 
longer be required. Yet, he must not abandon his patterns out of a sole convic- 
tion that they are wrong, or out of a desire to please the therapist. Rather, as 
he realizes the implications of his neurotic drives, he will want to substitute 
creative goals and patterns for those that have resulted in his present unhappi- 
ness. 

The therapist should, in this way, actively encourage a conscious analysis 
by the patient of his customary trends, as well as stimulate him to substitute 
new ways of thinking and acting. In the event the old patterns reappear, it may 
be necessary for the patient to try to bring them to as complete a halt as possible 
by deliberate effort. The patient should be encouraged to feel that he has the 
capacity to change, that others sicker than himself have done so successfully. 
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Usually the patient will be dismayed to find that his character patterns are 
regarded as problems because he has accepted them as natural and normal. As 
he realizes that they constantly bring him into difficulties with people, and are 
responsible for much of his turmoil, he is supplied with a valid motivation to 
alter his scheme of life. He is confronted with a choice for which he, himself, 
will have to assume a measure of responsibility. 

Many persons faced with this choice are unwilling or unable to give up 
their destructive drives. The knowledge that frustration or pain will follow 


observance of their patterns is not enough to make them give up the gratifica- " 


tions that accrue from the propitiation of neurotic goals. An extreme example 
of this is the alcoholic who appreciates the physical, social, and moral hardships 
that inevitably follow his bouts of drinking, but seems unable to do anything 
about it. In cases where the patient refuses to abandon his immature objectives, 
the knowledge that he is responsible for his own plight is healthier, from a 
therapeutic viewpoint, than the conviction that may have existed previously, to 
the effect that the sources of his misery lay outside of himself. 

Where the person is convinced that his adjustment is eminently unsatis- 
factory, where he realizes that his gratification does not compensate for the suf- 
fering that comes from indulgence of his immature drives, where he is aware 
of how his patterns interfere with biologic and social goals, he will be motivated 
toward experimenting with new reactions toward people. 

Once patterns that are inimical to adjustment are clearly defined, and 
more adaptive substitutive reactions are suggested, a long period of experiment 
and training is necessary before unhealthy attitudes are replaced by those of a 
more mature nature. 

Even where the patient has the motivation to change, a struggle will be 
necessary to achieve reeducative effects. In spite of all good resolutions, the 
patient, at first, will find himself responding automatically, in line with his 
customary habits. He will, however, become more and more conscious of his 
reactions, and, as they occur, he will better be able to subject them to analysis 
and control. Even though this may fail to stop him from following his usual 
patterns, he will become more and more aware of their irrational nature, and 
he will håve a greater determination to substitute for them constructive behavior 
tendencies. 

For instance, a perfectionistic person may become conscious of the fact 
that his impulse to do everything meticulously extends itself into every aspect 
of his life and poisons his relationships with people. He will see, as the 
therapist brings it to his attention, that the slightest failure to perform flawlessly 
suffices to create tension and panic. He may learn that the reason for his dis- 
turbance lies in the fact that when he is not perfect, his image of himself is 
shattered, and he feels unloved and unlovable. Life then becomes a constant 
series of frustrations, since it is obviously impossible to do things perfectly 
every minute of the day and still be human. The patient will, as he becomes 
aware of his inordinate expectations, find himself toying with the philosophy 
of self-tolerance, which he will not wish to accept at first, probably because 
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being mediocre is equivalent to being no good at all, and because he is un- 
convinced that perfectionism is not really the keynote of life. As he tests the 
truth of the therapist’s exhortations, and as he realizes the extent to which his 
perfectionistic strivings dominate him, he may attempt to restrain himself be- 
fore yielding to perfectionistic impulses. He will review in his mind the reasons 
why he must be perfect on every occasion. He may eventually even try to sub- 
stitute for this impulse the attitude that he can do things without needing to be 


perfect. 


In these ways the individual eventually undergoes reeducation of his atti- 
tudes, values and customary modes of dealing with people, which encourage 
the various neurotic symptoms for which he seeks relief. 
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Goals in Terminating Treatment 


THEORETICALLY, PSYCHOTHERAPY IS NEVER-ENDING, SINCE EMOTIONAL 
growth can go on as long as one lives. It is consequently necessary to employ 
some sort of measurement of goals in order to determine when to discontinue 
treatment. 

The problem of goals in psychotherapy is one about which there are dif- 
ferences of opinion. On the one hand, there are those who believe a definition 
of goals to be vital in any psychotherapeutic program. On the other hand, there 
ate many professionals who consider goals to be an extremely arbitrary matter 
—a manifestation of the authoritarianism of the therapist who seeks to impose 
on the patient artificial values and standards. 

Irrespective of how one feels about the uses made of them, goals are 
understandably of concern to the psychotherapist, since success or failure in the 
treatment effort can be gaged only in the context of set objectives. Before de- 
scribing goals, however, we must admit that judgments of “success” in psycho- 
therapy are really a matter of definition, and may be viewed differently from 
the standpoints of the patient, society and the therapist. 


1. Success Judgments from the Standpoint of the Patient 


Estimates by the patient as to what has been accomplished for him in 
therapy are in themselves not a reliable index of therapeutic success. Most pa- 
tients regard symptomatic relief as the best measurement of positive gain. This 
index, however, is not a completely valid one in assaying the effectiveness of 
treatment. 

Symptomatic improvement may be achieved in several ways. First, it may 
be associated with the giving up of vital aspects of personality functioning. For 
example, where anxiety and guilt are aroused by sexual impulses, the abandon- 
ment of all forms of sexual expression may relieve symptoms. Or where close 
interpersonal relations are conceived of as dangerous, the patient may, in the 
course of therapy, detach himself from people. The bargain that the patient 
makes with anxiety here cannot be regarded as successful therapy, even though 
his suffering is relieved. Second, the patient may, during treatment, propitiate 
certain neurotic drives, gaining thereby a spurious kind of security. Thus he 
may make himself dependent on the therapist, acquiring a regressive fulfillment 
of security needs. His symptoms will abate so long as he conceives of the thera- 
pist as a bountiful, loving and protecting parent. This happy situation may, 
nevertheless, be placed in jeopardy whenever the therapist fails to live up to the 
patient's expectations. Under these circumstances, we cannot consider the sur- 
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cease of symptoms a sign of cure. ‘Third, symptom relief may be produced by 
the repression of damaging conflicts. Many annoying but relatively innocuous 
symptoms may be blotted out of awareness in the course of supportive therapy, 
only to be replaced by substitutive symptoms of a more serious nature. Thus, the 
symptom of anxiety may be relieved during therapy by repressive techniques of 
one sort or another. Anxiety equivalents may, however, appear in the form of 
psychosomatic complaints. Damage to viscera may later eventuate, of which the 
patient is not conscious until an irreversible somatic ailment develops, perhaps 
years after the presumed “success” in therapy had occurred. 

The patient's estimates of failure in therapy must also not be accepted at 
their face value, since he may base his concepts of failure on a false premise. 
Thus, he may consider his treatment unsuccessful where he has failed to develop 
traits that identify him with an ideal. For example, he may have secret notions 
of being a genius, and he may believe that therapy can release potentialities in 
him that will put him in the genius class. Or he may regard therapy as unsuc- 
cessful unless he has developed complete equanimity and the ability to remain 
tranquil, to endure tension and to vanquish discomfort, even in the face of the 
most devastating environmental conditions. The failure to develop these and 
other traits, which are, in the patient's mind, considered indices of health, 
security and self-esteem, may cast a shadow on even estimable therapeutic 
results. 


2. Success Judgments of Society 


Judgments as to success in therapy from the standpoint of social standards 
must also be held suspect. The patient’s family, mate, or friends may have ideas 
about the kind of individual they want the patient to become that may not cor- 
respond with standards of mental health. For instance, parents may expect and 
even demand that the therapist mold the patient into a creature who is coopera- 
tive and pleasant at all times, and who never challenges parental authority. A 
mate may insist that the patient develop a personality that tolerates his or her 
own shortcomings and never gives vent to resentment. Friends may have 
stringent standards of character that might apply to themselves, but not neces- 
sarily to the patient. 

The culture of sub-culture may also impose arbitrary norms that differ from 
those of the patient or of the therapist. Political and economic forces in one 
group may make for a value system that is not accepted by, or acceptable to an- 
other group. Thus a “normal” individual in a totalitarian framework would be 
expected to submit himself willingly to the yoke of dictatorship and to subordi- 
nate personal freedom for the welfare of the state. In another cultural frame- 
work, the individual’s personal rights, and his ability to make his own choices 
would be paramount; he would not be expected to yield himself completely to 
authoritative demands. It is, accordingly, important not to regard as goals of 
normality traits and drives which, though culturally condoned, may prove to be 
at variance with mental health. 
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3. Success Judgments from the Standpoint of the Therapist 


The therapist may fashion therapeutic goals around certain set standards 
and values. These may relate to personal concepts of normality, or to a general 
ideal of mental health. 

He may, reflecting cultural concepts, pronounce certain traits as normal, 
believing that the patient must acquire these before being considered emotion- 
ally balanced. The therapist may himself operate under a cherished set of atti- 
tudes which constitute for him the highest goal. Thus, if he puts value in ambi- 
tiousness, perfectionism, detachment, dependency, narcissism, or power devices, 
he is apt to consider these real assets toward which he must aim his therapeutic 
sights. A word of caution must especially be voiced in regard to that group of 
attitudes collectively embraced under the term of compliance. A reasonable 
compliance to authority is a necessary thing, but compliance is too often utilized 
by neurotic persons as a form of security. This is most often the case in those 
cultures in which the child is considered a relative nonentity who is expected 
to submit himself without question and to yield without complaint to the dic- 
tates and commands of the stronger, more authoritative individuals with whom 
he lives. Where the therapist, himself, has been reared in an atmosphere that 
makes compliance tantamount with good breeding, he may expect the patient 
to adopt a submissive attitude. The patient may sense this trend in the therapist 
and try hard to please, even at the price of crushing self-strivings and needs for 
independent thought and action. The therapist may also, because of his own 
character structure, consider any aggression a sign of recalcitrance and ill-will. 
He must be careful, therefore, not to try to pattern the patient after his own 
image, for he, himself, may be the victim of values that are basically faulty. 


4. "Ideal" Objectives of Mental Health 


Ideal objectives of mental health are many. They require that the person be 
capable of deriving pleasure from creature comforts in life—from food, rest, 
relaxation, sex, work and play. He is capable of satisfying these impulses in 
conformity with the mores of the group. Mobilizing whatever intellectual and 
experiential resources are required, he is able to plan creatively and realisti- 
cally, and to execute his plans in accordance with existent opportunities. This 
involves an appraisal of his aptitudes and limitations, and a scaling down of his 
ambitions to the level of his true potentialities. It includes the laying down of 
realistic life goals, an acceptance of his abilities and a tolerance of his short- 
comings. Presupposed is a harmonious balance between personal and group 
standards, and those cultural and individual ideals that contribute both to the 
welfare of the self and of the group. The individual must be able to function 
effectively as part of the group, to give and to receive love, and otherwise to 
relate himself congenially to his fellow creatures. He must be capable of en- 
gaging in human relations without indulging neurotic character strivings of de- 
tachment, needs to dominate or to be enslaved, or desires to render himself in- 
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vincible or perfect, He must be able to assume a subordinate relationship to 
authority without succumbing to fear or rage, and yet, in certain situations, be 
capable of assuming leadership without designs of control ot, power. He must 
be able to withstand a certain amount of disappointment, deprivation and frus- 
tration without undue tension or anxiety when he feels these to be reasonable, 
shared or necessary to the group welfare, or when the consequences of impulse 
indulgence entail more than their worth in compensatory pain. His capacities 
for adjustment must be sufficiently plastic to adapt himself to the exigencies of 
life without taking refuge in childish forms of defense or in fantasy. To achieve 
a healthy regard for himself as an individual, he must have a good measure of 
self-respect, the capacity to be comfortable within himself, a willingness to face 
the past and to isolate from the present anxieties relating to childhood ex- 
periences. He must possess self-confidence, assertiveness, a sense of freedom, 
spontaneity and self-tolerance. 

Unfortunately, limitations are imposed by a variety of factors on the 
achievement through therapy of such ideal goals. Chief among these are ob- 
stacles within the patient; such as, lack of incentives for change, diminished 
ego strength, and practical considerations of insufficient time and money. Addi- 
tionally, society itself imposes insuperable embargoes on certain aspects of 
functioning, It supports many neurotic values which necessitate the maintenance 
of sundry defenses for survival reasons. A personality structure that is ideally 
integrated might actually serve as a source of conflict where the individual has 
to operate in the framework of a severely neurotic culture. 


TOWARD A PRACTICAL GOAL IN THERAPY 


Goals in therapy are always patient-directed, for, no matter how well- 
trained and skilled the therapist may be, nor how extensively he may desire to 
reconstruct the patient’s personality, the latter is always in a position to veto 
the therapist’s intentions. The patient is particularly strategically placed to 
thwart the ideal goal of personality maturation—the most difficult of all ob- 
jectives. Irrespective of how thoroughly conversant the therapist may be with 
the technique of reconstructive psychotherapy, his efforts may prove unsuc- 
cessful. 

Even where conditions are most propitious, reconstructive efforts may fail. 
The patient may be able to afford extensive psychotherapy and to make the 
necessary time arrangements; he may earnestly desire to achieve deep change. 
Yet he may gain little or no benefit from therapy. This fact has confounded 
many therapists as well as their patients who are wont, as a result, to regard 
reconstructive psychotherapy as ineffectual. 

When we investigate failures in reconstructive therapy in patients who ate 
adequately motivated, we find a number of operative factors. The patient may 
have sustained such damage to his personality during the formative years of his 
life that the chances for complete growth are remote. The secondary gain factors 
may be so powerful as to make health a handicap rather than an asset. Environ- 
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mental conditions may be irremediably destructive and the patient may need 
some of his neurotic defenses in order to survive them. Disintegrative forces 
within the personality may be so strong as to threaten to break loose with the 
employment of uncovering procedures. Finally, neurotic symptoms or character 
distortions may constitute the only means of adjusting the patient to his con- 
flicts, even though he possesses insight into their nature. 

There are some patients who can make an adaptation solely by employing 
such neurotic facades. While partially debilitating, they help prevent regression 
and the upsurge of disintegrative tendencies. Thus, a psychosomatic ailment may 
serve to drain off hostile and masochistic impulses which, deprived of a somatic 
expression, may shatter the ego and produce a psychosis. 

While the ideal goal of absolute resolution. of blocks in personality 
maturation, with achievement of complete functioning in all areas of living, is 
a cherished aim in every patient, in practice very few people can reach this 
objective. Lorand [433] recognizes this when he says that in doing psycho- 
analysis it is sometimes essential to satisfy oneself with “practical” though 
superficial results which permit the patient to get along more satisfactorily 
than he did before therapy. 

Clara Thompson [434] in an excellent discussion of what constitutes a 
“cure” in therapy, describes the need for goal modification. She contends that, 
first of all, the patient must be relieved of neurotic suffering. He must also be 
able to relate to others with a minimum of unrealistically perpetuated attitudes 
that have their origins in early significant relationships. He must be capable of 
achieving as complete a development of his powers as his education and life 
circumstances will permit. If his life situation and the culture in which he 
functions are favorable, he will be most capable of relating to the group 
constructively; if not favorable, he may have to learn to endure relative isolation. 
So long as the person does not deceive himself through neurotic escape 
mechanisms, he may remain healthy even under inimical conditions. However, 
since we live in a sick society, some neurotic compromises are necessary in 
order to function. An absolute cure is thus not possible. So long as the person 
is relieved of anxiety, inferiority feelings, and other destructive elements, and is 
capable of coping effectively with life difficulties as they arise, this may con- 
stitute as much as can be done for him in treatment. 

A realistic approach in therapy recognizes these principles of goal modi- 
fication. It acknowledges that we may have to content ourselves with the modest 
objectives of freedom from disturbing symptoms, the capacity to function 
reasonably well, and to experience a modicum of happiness in living. The 
patient may continue to be burdened by outbursts of his neurosis, which escapes 
control from time to time. He may have to circumscribe his activities and em- 
ploy certain protective devices that hamper him in certain areas. Yet he will be 
as well adjusted as most persons with whom he is in contact, which means that 
he may continue to be neurotic, although better able to live with his neurosis 
and to approach average life objectives. 

In the process of modifying goals, cognizance is paid to the fact that while 
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each petson is capable of change, there are various levels of change, from the 
altering of relatively superficial attitudes to the modification of the deepest 
strata of personality. The strength of the ego in itself may bear no relationship 
to the extensiveness of goals approached during therapy. Thus, in many patients 
with strong egos, who have successfully dealt with infantile conflicts through 
repression, compensation and sublimation, and whose present illness consists 
of a breakdown of these defenses, the goals may advantageously be oriented 
around mediating the stress situation that has ptovoked collapse, restoring to the 
person his habitual defenses. 

In patients with a weak ego who have dealt with infantile conflicts un- 
successfully, with a serious thwarting of maturation, one may also have to 
content himself with the goal of restoring repression, and of strengthening 
defenses to bring the person back to his customary equilibrium. 

Were we, in summary, to attempt the definition of a practical goal in 
therapy, we might say that it is the achievement by the patient of optimal func- 
tioning within the limitations of his financial circumstances, his existing 
motivations, his ego resources and the reality situation. Such a goal would put 
upon the therapist the responsibility of resolving the patient's resistance in 
working toward the ideal objective of personality reconstruction. It would, how- 
ever, admit of the expediency of adopting modified goals, such as dealing with 
only those aspects of the patient's problem that can be practically handled 
during the present therapeutic effort. 


4/7 


Technical Problems in Termination 


‘THE CONDITIONS UNDER WHICH TERMINATION OF THERAPY IS INDICATED 
are: (1) Achievement by the patient of planned treatment goals, (2) Deci- 
sion by the patient or therapist to terminate on the basis of incomplete goals, 
(3) The reaching of an impasse in therapy or the development of stubborn 
resistances that cannot be resolved, (4) Counter-transference the therapist is 
unable to control, and (5) Occurrence of physical reasons, such as moving of 
the residence of patient or therapist. 


TERMINATING THERAPY UPON REACHING SET GOALS 


Therapy may be terminated after the patient has achieved planned goals; 
such as, the disappearance of symptoms, the mediation of environmental stress 
sources, the acquisition of greater happiness, productivity and self-fulfillment, 
the resolution of difficulties in interpersonal relationships, or the establishment 
of creative and productive patterns in living, with the evolution of greater 
emotional maturity. 

With the accomplishment of the purposes of therapy, termination is best 
effectuated by discussing the possibility of ending treatment with the patient, 
handling any resistance he displays, warning of the possibility of relapses, and 
inviting the patient to return after therapy has ended whenever he believes this 
to be necessary. 


1. Discussing Termination with the Patient 


In advance of the termination date, it is wise to discuss with the patient 
the matter of ending therapy. A tapering-off period may be suggested, and a 
termination date perhaps set. Thereafter the frequency of sessions may be 
reduced and the intervals between visits steadily increased. The following is an 
excerpt from a session with a patient with a phobic disorder who has achieved 
adequate improvement in therapy: 

Th, It sounds as if you ate reaching the end of treatment. How do you feel about 
stopping? 

Pt. Oh, of course I am glad that I am feeling so well, and I am very thankful to 


you, doctor. 

Th. Actually, you did the bulk of the work. Of course, we could go on with treat- 
ment indefinitely, reaching more extensive goals in your personality development, but 
frankly I don’t see the peed for that, unless you do. 

Pt, Well, I suppose I can benefit, but as you say, I am comfortable and happy now 
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with Jim (the patient's husband) being so much better now to live with, and all these 


fears and things are gone now. 
Th. If you agree with me that we should begin to terminate, we can cut down out 


visits to once weekly for the next month, and then a session every two weeks. 
Pt. All right, doctor. 


During the tapering-off period, any relapses or resistances are handled, 
sessions being again increased if the patient’s condition demands this. In 
occasional cases, it may be decided to terminate therapy abruptly without taper- 
ing off, in order to expose the patient to a complete break with the therapist. 
Forced to function on his own, the patient may marshal inner strength more 


rapidly. 


2. Handling Resistances to Termination 


If the therapist has conducted the treatment sessions with the full participa- 
tion of the patient, and if he has avoided playing a directive role, termination 
will not pose too great a problem in the average patient. In supportive therapy, 
however, where the patient has accepted the therapist as a guiding authority 
with whom he has conformed, or in insight therapy where the patient has, on 
the basis of a residual dependency drive, made the therapist a necessary factor 
in his adjustment, termination may present great difficulties. 

In some patients‘in whom no manifest dependency operates in the relation- 
ship with the therapist, termination may still be troublesome. The patient may 
be fearful of giving up the protective situation which he enjoys in the thera- 
peutic relationship. Memories of his past suffering and anxiety may cause him to 
want to hold on to the security he now has, even at the cost of continuing in 
therapy indefinitely. 

The therapeutic tasks in termination with all patients involve analysis 
of the dependency elements in the relationship, a search for needs in the patient 
to perpetuate dependency, and a helping of the patient to achieve as much in- 
dependence and assertiveness as possible. A shift in the character of the 
relationship may be necessary where the therapist has operated in a directive 
manner. Here the therapist behaves non-directively with the patient, aiding 
him in establishing his own values and goals in relation to both minor and 
major aspects of his life. 

Resistances in the average dependent patient are multiform. Some patients 
bluntly refuse to yield dependency, adopting all kinds of guiles, even to 
relapse in their illness, in order to demonstrate their helplessness. Other patients 
exhibit a profound fear of assertiveness, perhaps promoted by a neurotic 
equation of assertiveness with aggression. Resolution of such resistances may 
consume a great deal of time, but must be accomplished before the patient can. 
be considered cured. 

It may be necessary to interpret to the patient the reasons for his self- 
paralysis, and to emphasize the need to make his own choices no matter how 
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inappropriate these may seem. The patient may be told that because of the fact 
that he never has developed full confidence in himself as an individual, he has 
doubted his right to experience himself as a constructive human being. The 
insidious operation of his dependency may be demonstrated, and the patient 
may be shown how dependency has crippled his efforts toward self-growth. 
In his relationship with the therapist it is natural for him to expect the 
therapist to give him the answers, and to make his decisions for him. Should 
the therapist do this, however, the patient will never develop strength within 
himself, The therapist wants to give the patient the opportunity to grow by 
encouraging him to take complete responsibility for his own decisions. The 
patient may be apprised of the fact that he will feel some of his decisions to be 
wrong; but even though he makes mistakes, the very fact that they are his own 
mistakes will teach him more than being told what to do at all times. The 
therapist does not want to withhold support from the patient, but he must do 
so now out of consideration for the patient’s right to develop. 

When the patient accuses the therapist of being cold and distant, the 
therapist may say: 

The reason I’m not more demonstrative is that if I were to act like the traditional 
authority, it would eventually infantilize you; you would have to keep me around as a 
leaning post the rest of your life. You'd have to come to me for every decision with 
such queries as, “Am I doing something wrong?” or “Am I doing the right thing?” 
Rather, it’s better for you to make mistakes, bad as they may be, and to feel that these 
are your own decisions than for me to tell you what to do. 


A definition of the non-directive nature of the treatment situation in this 
way will give the patient an incentive to take responsibility. It will not serve 
to liberate the patient completely from his dependency demands. His neurotic 
attitudes and behavior patterns will continue in force. He may still exhibit 
toward the therapist the same insecurity, submissiveness, fear and aggression he 
always has manifested toward authority. He will claim the same ineptitudes in 
dealing with life and people. He will ingratiate himself, or act destructive, or 
detach himself in his customary manner. But he will do these with a slight 
difference, with doubts that they are really necessary. 

The following excerpt of a treatment session with a patient resisting 
termination illustrates some of these points: 


Th. You want me to tell you exactly what to do, how to do it and when. If you 
really feel that you just don't have strength to do things for yourself, I will do them 
for you, provided you understand it isn’t going to be of help to you if I make your 
decisions. I'll leave it up to you to decide. If you really feel as bad as you say you do, 
and you hayen’t got the confidence to make. your own decisions, I'll let you depend 
upon me, if you really want that. [This statement is offered as a challenge to the pa- 
tient. She actually has become quite assertive through therapy, but is evincing a re- 
gressive dependency reaction to prevent termination. } 

Pt. I do feel just as badly as I told you, but at the same time I can hang on to 
various little things, one of which is that I long ago accepted the idea that you know 
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what you’re doing and I don’t want to go against it. [She seems to doubt the wisdom 
of her desire to have me function as a parental image. } 

Th. You don’t want to go against what I have outlined as the best for you? 
What do you feel about making your own choices and your own decisions completely, 
with absolutely no help from me? 

Pt. Oh, I think it’s great, except that there doesn’t seem to be much I can do 
about it. 

Th. Well, what do you think would happen if I told you what to do, if I took 
you over and acted like a parent? 

Pt. I feel two ways about it. I feel, first of all, that it might be an excellent idea 
because I'm certainly amenable to letting you take me over. But the other way I feel 
about it is that all this time I’ve been trying to, more or less, cooperate with you. I 
trust your judgment and I can see very well that keeping throwing decisions at me 
is what will in the end make me self-sufficient. Yes, I can see it, but right now I just 
can’t imagine it ever happening or my being able to stand on my own feet. I feel very 
much as if I have slipped constantly downward during the last few weeks, [This is 
since termination was suggested.| That’s all. I mean it’s not as if I don’t have lucid 
moments every now and then, but they're very few and far between. 

Th. All right, then would you want me to play the role of telling you what to 
do on the basis that you can’t come to decisions for yourself? 

Pt. If it was making decisions, I might be able to do it; but I just can’t see any 
decisions to make. There’s nothing clear-cut. I don’t know where I am at all. 

Th. So that you'd like to just let yourself be taken care of by somebody? 

Pt, It sounds nice, but I know perfectly well that it wouldn’t be so good for me. 

Th. You mean my making the decisions for you wouldn’t be so good? 

Pt. Well, certainly not. 

Th. But some people seem to want that. 

Pt. Grown people? 

Th. Yes, grown people. Their feeling about themselves is so diminutive, their 
capacity to function so low that they want a parent watching over them all the time. 
If you'd like to adjust on this level all your life, you'd need to have me around to 
make your decisions for you indefinitely. 

Pt, And then if I wasn’t living here I'd try to find someone else to do it, if I let 
you go ahead with this plan. [This is a healthy reluctance to accepting dependency.} 

Th, If you don’t develop strengths within yourself so you can figure things out 
and plan your life and follow it through, right or wrong, then you're going to need 
somebody around all the time. 

Pt, I'd rather not depend on you then. 


Because the therapist operates in a more passive role, the patient will be 
encouraged to act with greater assertiveness, to initiate actions and to follow 
them through. Increasingly he will make his own plans and express his own 
choices. He will experience failures, of course, but he will have successes too. 
And his inner strength will grow on the bedrock of his successes, He will 
develop new feelings of integrity and a more complete sense of self. 

Ego growth will thus be catalyzed during the terminal phase, eventu- 
ating in the patient's desire to manage his own life. Such growth is contingent 
to a large extent on the continued permissiveness of the therapist and his 
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persistent encouragement of the patient's activity and self-expressiveness. The 
fact that the patient successfully figures things out for himself during the 
session eventually shows him that he is not at all at the mercy of forces on 
the outside. Ultimately he comes to the conclusion that he can live his own life, 
not because he is given permission, but because he has the right to do so. He 
feels equality with the therapist and a growing sense of self-respect. The self- 
confidence he develops in therapy promotes an extension of assertive feeling 
toward the extra-therapeutic environment. 

The proper conduct of therapeutic sessions during the terminal phase of 
insight therapy requires that the therapist be so constituted that he permit the 
patient to feel equality. The personalities of some therapists are essentially 
so authoritarian that they will not be able to function on equal terms with the 
patient. They automatically will set themselves up as leaders making judgments, 
giving directives, and setting goals for the patient they insist must be followed. 
They may respond with hostility if challenged or abused by the patient. This is 
least apt to occur where the therapist has had personal psychotherapy and can 
analyze and control his counter-transference before it acts to interfere with the 
treatment situation. 

Even where he has had personal therapy, the therapist may manifest at- 
titudes that support the resistances of the patient to termination. He may con- 
tinue to want to overprotect or domineer the patient, and he may be unable to 
assume a non-directive role. This may lead to interminable therapy, until the 
patient forcefully asserts himself through the marshalling of aggression, and in 
this way violently breaks his ties with the therapist. 

In some instances, a complete resolution of the patient's dependence may 
not be possible, or may not even be attempted, as in supportive and some forms 
of reeducative therapy. Here the dependency is reduced to as innocuous a level 
as possible, by encouraging contact with an outside group, or by maintaining a 
casual therapeutic relationship at prolonged intervals over an indefinite period. 


3. Warning of the Possibility of Relapses 


No matter how thoroughly the patient's neurotic patterns seem to have 
been eradicated, shadows of his old reaction persist. One may be incapable 
of eliminating them completely, as one cannot obliterate entirely other aspects 
of the patient’s past. Under conditions of great insecurity, when the patient's 
sense of mastery is threatened, or during periods of disappointment, frustration 
and deprivation, his ego is apt to invoke old defenses and strivings characteristic 
of past neurotic modes of adaptation. 

Symptoms may return insidiously without the patient even being aware of 
having entered into the old conflictual situations that propagated them. Thus, 
migrainous attacks may recur in a man who, having learned to channelize 
hostility constructively and to avoid competitive relationships that create 
damaging resentment, changes his job to one where he is judged solely on the 
basis of comparison of his productivity to that of other employees. A woman 
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with a propensity for dependent involvements may experience a return of her 
helplessness and her symptoms when she falls in love with, and acts submissive 
toward a power-driven individual who constitutes for her an omnipotent father 
figure. Unconsciously she has yielded to a childish yearning for complete pro- 
tection, and she is again paying the price in shattered self-esteem and its 
attendant symptomatic penalties. 

It is essential for the patient to realize that his getting well is no guarantee 
that he will experience no further return of symptoms. Indeed, at the point 
where therapy is being discontinued, he may be informed that he will probably 
undergo several relapses. However, if he investigates himself and analyzes the 
causes of each relapse, he will realize that the old conflicts that he has explored 
during therapy have been revived. His ability to understand the circumstances 
that had revived his trouble will not only help him to overcome the relapse, 
but will consolidate his insight and solidify his new, healthy patterns. Some 
therapists find it profitable to tell patients at termination that they do not 
consider a person cured until he has suffered at least one relapse and has been 
able to work it out for himself. This practice forestalls the situation of the pa- 
tient classifying his therapy as a failure, should a return of symptoms ensue. It 
alerts him to the insidious operation of his inner conflicts and promotes a 
continuing self-analysis. His ability to recognize the truth of the lessons he 
has learned in therapy strengthens his newly acquired traits and expands his 
personality growth. 


4. Inviting the Patient to Return for Further Sessions 


The therapist may advantageously invite the patient to return for ad- 
ditional interviews in the event he meets with a relapse and is unable to 
wotk through the problem by himself. Should the patient take advantage of this 
invitation, it will be possible for the therapist rapidly to help the patient gain 
insight into the conflicts and patterns that have been revived, to connect this 
understanding with what the patient already has learned in therapy, and to 
analyze why the patient was unable to gain insight through his own efforts. This 
process will occasion much relief in the patient and send him forth into life 
with a greater sense of mastery. Relatively few sessions are usually required to 
effectuate this objective. 

The patient may also desire to return to therapy in order to achieve more 
extensive personality development. Growth is a never-ending process, and the 
patient may be so dissatisfied with his present status that he insists on inquiring 
more exhaustively into himself. 

For example, a patient in an anxiety state, mobilized by involvement in a 
love affair he has been unable to control with his habitual character defense 
of detachment, may utilize the therapeutic situation to break the relationship 
with the young woman of whom he has become so hopelessly enamored. Re- 
storing his detached defenses and again functioning satisfactorily without 
anxiety, he may decide that he has accomplished his treatment objective. How- 
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ever, because he has become aware of a conflict that makes close relationships 
dangerous for him, necessitating his withdrawal, he may develop, after he has 
stopped treatment, an incentive to return to therapy for more extensive work. 
He will do this with a new goal in mind; namely, to be able to relate closely 
to a person without needing to invoke his defense of detachment. With this 
expanded motivation, a reconstructive approach may be possible. 


TERMINATING ON THE BASIS OF INCOMPLETE GOALS 


Therapy may have to be terminated prior to the achievement of planned 
goals. There are a number of reasons for this, most important of which is in- 
soluble resistance. Thus, a patient may, with psychotherapy, lose certain 
symptoms; but other symptoms may cling to him obstinately. He may relinquish 
many neurotic patterns, but continue to exploit a few without which he feels 
himself incapable of functioning. He may develop a number of new poten- 
tialities, yet be unable to progress to as complete emotional maturity as either 
he or the therapist may desire. Working on his resistance accomplishes little, 
and the therapist may then deem it advisable to interrupt treatment. 

Therapeutic objectives may have to be scaled down considerably in certain 
individuals. Thus we may be dealing with a sick borderline patient who is on 
the verge of a schizophrenic break and who is insistent that he be brought in 
therapy to a point where he can be more normal than normal. This wish, while 
admirable, is not realistic, for the patient does not possess the fortitude to 
endure the rigours of a reconstructive approach. Because he does not have 
sufficient ego strength to work out a better adaptation, one may have to make 
a compromise with projected goals. 

Sometimes therapy is started with a patient whose motivations are unalter- 
ably defective. For instance, he may have a tremendously arrogant notion of his 
capacities, and he may seek treatment solely because he has read somewhere that 
psychotherapy can bring out an individual’s buried potentialities. The bloated 
image of himself which the patient supports may be the only way he has of 
counteracting feelings of inner devastation, or of rectifying a contemptuous self 
image. Therapy with such a patient may be extremely difficult and may have to 
be terminated due to impenetrable resistance. 

The therapist may be confronted with a patient whose life situation ob- 
structs his progress. His environmental difficulty is so irremediable that pos- 
sibilities of correction are remote, and hence the patient must be persuaded 
to live with it or be desensitized to its effect. Or the patient's symptoms may 
possess for him so strong a defensive value that their removal will produce a 
dangerous reaction. Therapy may have to be terminated on the basis of only 
partial symptomatic relief. 

It may be impossible, due to other obstructions, to get some patients to 
ptogress beyond a certain point in therapy. To continue treatment may prove 
discouraging to the therapist and undermining to the patient. It is better here 
for the patient to retain some of his neurotic drives than to expose him to 
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interminable and frustrating therapy to which, in all probability, he will be 
unable to respond. 

As soon as the therapist decides that maximum improvement has been 
obtained, or that a stalemate has been reached, he may bring therapy to a halt 
by utilizing the techniques described above for termination after the achieve- 
ment of planned goals. The therapist will, however, have to explain the reason 
for termination in such a way that the patient does not arrive at the conclusion 
that he is hopeless. Thus, the patient may be told that therapy has alleviated 
some of his symptoms, has brought him to an awareness of his basic problems, 
and has pointed the way to a more adaptive life. Because his difficulties have 
been with him a long time, his resistances to a complete cure may persist for a 
period. Putting his insight into practice in real life will give him the best 
opportunity to achieve a more complete development. 

The mere mention of termination, and the discussion of resistances that 
seem to have blocked progress, may stimulate incentives to break through these 
hindrances. If a termination date has been set, the patient may work through 
his resistances prior to the expiration date. On the other hand, the termination 
techniques may not resolve the many impediments to further change. Yet, 
after the patient has left treatment, he may show spectacular progress. The 
fact that no headway was made while in therapy may have been due to the 
operation of a subtle transference situation that acted as resistance. For example, 
hostility toward the therapist may have expressed itself in a refusal to go 
forward in personality advance; or dependence on the therapist may have 
taken the initiative away from the patient. Once the patient is functioning away 
from therapy under his own power, such resistances no longer operate and a 
spurt in development is possible. 


1. Planned Interruption of Therapy 


Instead of outright termination, a vacation from therapy may be suggested. 
During this period, the patient may experiment with the insight he has gained 
by attempting productive actions. The interruption may also enable him to ex- 
perience his neurotic tendencies as they operate in his life situation and to cope 
with disturbances as they arise without help. Discussing these later with the 
therapist may prove to be invaluable to the patient. The proposed interruption 
may be presented to the patient as in the following excerpt: 


Th. It seems to me that we have reached a plateau in your therapy and that a 
vacation from treatment may be indicated. How do you feel about that? 

Pt. I just can’t seem to get any further. I’ve been thinking of that. How long 
would you suggest? 

Th. Suppose we plan on a month’s vacation. After a month call me and we'll 
arrange an appointment. 

Pt. Do you believe that will be of help? 

Th. I do, You might observe yourself during this period and see if you can de- 
termine what is happening, what stirs up your symptoms and what alleviates them. 
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We might learn something important, and the interlude may help pull you out of 
the plateau. 


2. Transferring the Patient 


Sending the patient to another therapist may sometimes be preferable to 
outright termination, Where the therapist believes he is unable to deal with 
the patient’s resistances, where he cannot control destructive counter-transference, 
or where, for any other reason, he feels that he cannot help the patient any more, 
he may decide that the patient will do better with a different therapist. Some- 
times a transfer is arranged when it is presumed the patient will benefit by a kind 
of therapeutic experience other than that provided by the present therapist. 
For instance, a therapist trained mainly in reconstructive approaches may feel 
that the patient needs reeducative or supportive therapy, and he may conse- 
quently want to refer the patient to a professional person who is highly skilled 
in these techniques. Or a change to a therapist of the opposite sex may be con- 
sidered advisable. Should a transfer be indicated, the therapist may discuss 
the matter with the patient as illustrated in this fragment of a session: 


Th. For some time I have felt that we haven't been making very much progress. 

Pt, Yes, I was worried about this. I wondered if you were getting impatient. 

Th. Of course not, except that sometimes a snag like this does happen, and a 
person may be able to work it out better with another therapist. 

Pt. You mean you want me to see somebody else? 

Th. My desire is for you to get well. What would you feel about seeing someone 
I would recommend and who I believe can help you? I have a feeling you may do 
better with another type of technique, and Dr. is very excellent at this. 

Pt, Well, I don’t know. 

Th. Why don’t you talk to Dr. after I determine that he has the time 
for you? Then, after a couple of sessions you can see how you feel. 

Pt. If you think this is best, I'll do it. 

Th. I do, and I'll make all the arrangements and call you. 


TERMINAL NOTE 


At the time of termination, a note should be entered in the patient’s case 
record indicating the reasons for termination, the patient’s condition on dis- 
charge, the areas of improvement, the patient’s attitude toward the therapist, 
the recommendations made to the patient, and the final diagnosis. A form, 
such as in Appendix H, page 821, may be found useful. 


FOLLOW-UP 


Prior to discharging the patient it is advisable to ask him whether he would 
object to receiving an occasional letter from the therapist regarding his progress. 
Most patients are delighted to cooperate and consider the therapist's gesture a 
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mark of his interest in their development. Follow-up letters, briefly inquiring 
into how things have been progressing, may be sent to the patient yearly, 
preferably for at least five years. This enables the therapist to maintain a good 
check on what has been happening over a considerable period of time. The 
patient’s replies to the follow-up inquiry may be entered in his case record, 
and, if necessary, a brief notation may be made of the contents. 


V 


Special Aspects 


48 


Adjunctive Aids in Psychotherapy 


THE PRINCIPAL ADJUNCTS IN PSYCHOTHERAPY ARE GROUP THERAPY, 
hypnotherapy, narcotherapy and bibliotherapy. 


GROUP THERAPY 


Group therapy is a valuable adjunct in all forms of psychotherapy—sup- 
portive [96-100], reeducative [148-157], and reconstructive {287-297}. Its 
theory, principles, and methods have been under investigation during the past 
years, resulting in a number of published studies, the most notable being the 
works of Slavson [ 151-153, 292} and Powdermaker, et al. [457]. 

While some persons contend that the results of group therapy by itself 
approximate those of individual therapy, one may reasonably question the 
validity of this notion, Certain therapists claim advantages for combined 
therapy, that is, individual therapy combined with group therapy. Here the 
therapist is able to deal, at an individual session, with the manifold resistances 
and responses to the group which the patient is unable or unwilling to bring 
up in the group setting. Greater exploration of vital patterns is also possible 
during the alternate individual sessions. For these reasons, it is likely that the 
goals reached in combined therapy ate more extensive than in group therapy 
alone. 

In combined therapy, only those patients are introduced into a group who 
have had sufficient individual therapy to appreciate the nature of their im- 
portant neurotic patterns. The group acts as a laboratory in which the individual 
projects and watches the operation of his impulses and strivings in relation 
to other human beings. He will play specific roles with different group members, 
often shifting his attitudes as the members assume a modified meaning for him. 
He will set up nuclear situations with the different members, utilizing one, 
perhaps, as a maternal object, another as a paternal substitute, and a third pos- 
sibly as a sibling symbol. By observing the activities and projections of the 
other patients, the patient gains added insight. He is provided with a con- 
stant medium for reality testing and with opportunities to think critically about 
himself. Personality problems are most responsive to a group approach. 


1. Organizing a Group 


In organizing a group for combined therapy, the therapist will be limited 
by the patients he has who are in individual therapy. He should choose those 
569 
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who are sufficiently advanced in their understanding of themselves to be able to 
identify their patterns as they will appear in the group setting. While the 
clinical diagnosis is not too important, experience shows that the following 
conditions and patients do poorly in a group: 

. Psychopathic personalities 

. Acute depressions 

. Aggressive homosexuals 

. Extreme masochistic personality disorders 

. Hallucinating patients 

. Patients with marked paranoidal tendencies 

. Patients who “act-out” too readily 

. Patients with a low intelligence 

The age difference should preferably be no greater than fifteen years. 
Some homogeneity in educational background is desirable. A well-balanced 
group often contains an “oral-dependent,” a “schizoid-withdrawn,” a “rigid- 
compulsive,” and perhaps a “provocative” patient, such as one who is in a 
chronic anxiety state. This variety permits the members to observe a wide as- 
sortment of defense mechanisms and to experience tensions they might other- 
wise evade. 

The number of group members is optimally from six to eight. Marital 
status is relatively unimportant. A mixture of males and females in the group 
allows for an opportunity to project and to experience feelings in relation to 
both sexes, although acting-out is more likely in a mixed group. 

In introducing the matter of group therapy to a prospective member, the 
therapist may explain that he is organizing a group of patients for purposes of 
group therapy. Talking over one’s problems or ideas in a group tends to 
sharpen one’s insight and to expedite individual therapy. The patient may then 
be invited to join the group, with the statement that it will probably facilitate 
his progress. 

The length of a group therapy session is approximately one and one-half 
hours. The frequency of meetings is one to two sessions weekly, with alternate 
individual sessions. The best seating arrangement is in a circle. 


ro moan op 


2. The Opening Sessions 


At the first session, the members are introduced by their first names, and 
the purpose of group discussions is clarified. The therapist may simply state 
that the group will offer the members an opportunity to talk about their feelings 
and in this way to understand better their individual patterns. It is not necessary 
for any person to feel compelled to talk about anything he wants to keep to him- 
self; however, the ability to communicate freely will help the patient to 
understand his problems more rapidly. For instance, each person in the group 
must have had certain feelings about coming to the group. He may have been 
fearful or embarrassed or upset. The therapist then may ask how the members 
felt and what they had anticipated in coming to the first group session. As one 
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member expresses his feelings, others will join in. This usually leads to the 
discussion of problems common to all members. 

Toward the end of the first session, the confidential nature of the sessions 
should be stressed and the fact mentioned that each member will be expected 
to keep to himself the identity of the other members and the content of the 
subject matter discussed. While no person need divulge any secrets about him- 
self to the group that he wants to hold back, he will have to follow the rule 
of talking about any accidental or other contacts made with members of the 
group outside of the session. This qualification is important to prevent acting- 
out, which is possible especially in mixed groups. Sexual involvements may be 
forestalled by verbalization by the patients of feelings and impulses in rela- 
tion to each other. 

During early stages of treatment, a certain amount of guidance is usually 
required from the therapist, but not so much as to inhibit the development 
of spontaneous neurotic patterns. The therapist may also want to divert the 
patient from divulging painful material before the group is ready to support 
his revelations. On the other hand, the therapist encourages free interaction 
verbally among the members to bring out each patient’s customary facades and 
defenses. At later stages in treatment, the members themselves take over the 
operation of the session, deciding on the best procedure to follow in eliciting 
material. Thus the members may agree on some formal arrangement of giving 
each person an opportunity to express himself at each session. This is followed 
by informal discussions during which any person may say whatever comes to 
his mind whenever he so desires, Actually, any rigid structuring of procedure 
will not be pursued as soon as emotion begins to operate in the group. The 
content of discussions will vary greatly, covering important current incidents in 
the life of a member, dreams, attitudes toward other members or toward the 
therapist, and general subjects such as family relations and sex. 


3. Later Sessions 


As the group organizes, personal problems of a most intimate nature 
are brought in by the members for discussion. The relation of his problem to a 
theme common to other group members enables the patient to achieve insight. 
Therapist activities should, therefore, be directed toward helping to stimulate 
thinking around common themes. The therapist's comments and interventions 
aim toward a bringing of other group members into the discussion, even though 
one member's problems may constitute the main content of the session. 

Examination of repudiated inner feelings is facilitated by the support the 
patient senses in the group and the leader. If expression of his feelings strikes 
a resonant note among several of the other members, the ensuing discussion 
often leads to a lifting of tension and the sharpening of awareness of neurotic 
patterns. A study of the patient’s interactions with the other group members, 
as, for instance, manifestations of hostility, fear, suspicion, or sexual feeling, 
and the relationship of these emotions to the basic character structure contributes 
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to the most effective learning. In this reference, difficulties and antagonisms 
arising between two members may, through an analysis of the operative 
ptojections, lead to a constructive end. 

The activities of the therapist include comments, interventions, structuring, 
focusing, interpreting resistance, encouraging group interaction, and clarifying 
group interrelations. The ability of the therapist to accept hostility or criticism 
from one or more group members encourages a further examination of, and a 
working through of many of the patient’s damaging emotions. Reactions of the 
patient occur in complex clusters as the group accelerates the release of feeling. 
Lack of restraint in one group member results in lack of restraint in the others. 
The group setting thus tends to remove repression, and to bring the patient 
toa more rapid understanding of his inner conflicts. 


4. Value of Combined Therapy 


The value of combined therapy is demonstrated by the following com- 
ments of patients who have received this treatment: 


It has been revealing to me to see how people react both to me and to my prob- 
lems, It has been equally revealing to me to see how I react to people and how I invest 
others with qualities that have little basis in fact. 


The group speeded up my individual therapy, since many tensions and anxieties 
were produced by the interaction process which I might never have looked at. 


I was amazed to observe the same problems in others in the group that bothered 
me. This made me realize others have difficulties as great or greater than my own. I 
became more tolerant with these problems in other people and this increased my 
tolerance with myself. 

The ability to express myself in any way I wanted with other people, and to say 
anything on my mind without being rejected or punished, was a turning point for me. 

I learned that others throw out unreasonable attitudes like I do. This made it 
possible for me to be criticized and attacked and to realize the criticism might have 
nothing to do with me. 

The guilt and shame I had in myself were, I discovered, my own doing because 


nobody felt I was bad or evil for having sexual thoughts or murderous desires. When 
I didn’t feel blamed for them, they stopped being important. 


The thing that helped me most was to see how I felt different toward the other 
people in the group at different times, and to know that this had nothing to do with 
them, only with the way I felt. 


HYPNOTHERAPY 


In the main, the trance state influences the individual in two ways. First, 
it produces a remarkable relationship to the hypnotist, in which the subject 
accepts suggestions which enable him to experience widespread psychic and 
somatic effects. Second, it tends to modify or to remove repressions which keep 
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certain aspects of the personality from awareness. The first property of hypnosis 
is perhaps based on the fact that the trance symbolically represents to the 
patient a relationship with an idealized parental figure to whom he submits, 
and whose suggestions he follows in the hopes of winning love, support, and a 
variety of coveted bounties. This type of relationship expedites certain sup- 
portive therapies; such as, reassurance, guidance, persuasion and symptom re- 
moval through prestige suggestion. The second property of the trance relates 
to the deadening effect of hypnosis on repression, which enables the return to 
awareness of material that has been relegated to unconsciousness. Hypnosis may 
in this way be useful in uncovering techniques during insight therapy. 

The first property of hypnosis permits of the employment of the trance 
for the following purposes: 

1. As a means of removing certain conversion symptoms, like paralysis, 
aphonia, and some psychophysiologic reactions. 

2. As a way of controlling the drinking urge in some alcoholic patients. 

3. As a vehicle of establishing the authority of the therapist, which the 
patient does not dare to defy, thus inhibiting acting-out, especially in psycho- 
pathic personalities. 

4. As a means of bolstering persuasive therapy in obsessive-compulsive 
reactions. 

5. As treatment for certain habit disorders, like insomnia, over-eating, and 
nail-biting. 

The second property allows for these uses in insight therapy: 

1. Removal of amnesia in stress reactions with release of repressed 
memories and emotions. 

2. Lifting of repression in conversion and dissociative reactions. 

3, Resolution of repression in the treatment of other conditions, like 
anxiety reactions and phobic reactions. 

4, Dissipation of certain transference and content resistances. 

In certain problems and syndromes, where the objective is resolution of 
deep characterologic distortions and removal of blocks toward emotional 
maturation, hypnosis does not seem to contribute too much. In other cases, 
however, hypnosis may be useful where psychotherapy alone fails. For instance, 
where repression is so intense that it defies all attempts at resolution, free as- 
sociation, dream interpretation and other traditional routes to the unconscious 
are of little avail. Hypnosis here may be singularly effective. In supportive 
therapy, where an authoritarian relationship cannot be set up with facility, 
hypnosis may put the therapist in a sufficiently omnipotent position to produce 
better results. 

There is another use of hypnosis that has not received the attention it 
deserves, that is, as an experience in relationship. All therapy requires the 
establishing of a working relationship between therapist and patient. It is 
impossible to help the patient to an understanding of his problem and to the 
resolution of the manifold resistances in utilizing insight in the direction of 
change, without good rapport. The mere induction of a trance produces a feel- 
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ing of closeness and trust in a remarkably short time resolving certain trans- 
ference resistances, and enabling the patient to proceed toward the exploration 
of anxiety-provoking inner conflicts. In some patients, one may employ hypnosis 
at the start of therapy, and, once a relationship has crystallized, one may go on 
to implement the traditional psychotherapies without hypnosis. This may cut 
down on the time required for the establishing of a working relationship. 

Another technique utilized occasionally during the exploratory phase of 
therapy is the training of the patient in self-hypnosis, suggesting to him that 
he will investigate spontaneously, through dreams and fantasies in the self- 
induced trance state, puzzling aspects of his problem, and also that he will 
work out various resistances that may arise. In this way, the patient actively 
participates in the investigative process, and time may be saved, 


The Induction of the Trance State 


The induction of hypnosis is a relatively simple procedure in most 
patients. The factor of greatest importance is the confidence of the therapist in 
himself, and his capacity to communicate this confidence to the patient. 

Elsewhere, a detailed account of trance induction has been elaborated 
[458]. In brief, the required steps are these: (1) promoting motivations that 
will lead to hypnosis by associating the desire to get well with cooperation 
in the hypnotic process, (2) removing misconceptions and fears about hyp- 
nosis by explanation and clarification, (3) introducing a suggestibility test, 
like the hand clasp test, to demonstrate that the patient can follow directions, 
(4) giving the patient a short preparatory talk to the effect that he will not 
really go to sleep, even though sleep suggestions will help him relax, and 
that he will not be asked embarrassing questions or forced to do anything 
he does not want to do, (5) inducing a trance by any chosen method, (6) 
deepening the trance by suggesting more and more complex hypnotic phenom- 
ena, (7) making therapeutic suggestions, (8) awakening the patient, and (9) 
discussing with him his trance experiences. 

In giving suggestions that lead to a trance, the therapist must couch these 
in a positive way. Any hesitance or faltering, or any communication to the 
patient that the therapist anticipates failure, will interfere with the proper 
atmosphere conducive to hypnosis. The therapist must adopt a persuasive, calm, 
reassuring tone of voice, droning suggestions rhythmically, repetitively and 
monotonously. 

One of the easiest ways of inducing hypnosis is by means of the sug- 
gestibility test of the hand clasp, To do this, the patient is made comfortable 
in an armchair, and asked to relax his body progressively starting with the 
muscles in his forehead, then his face, neck, shoulders, arms, back, thighs and 
legs. Following this, the patient is enjoined to clasp his hands in front 
of him, a foot or so away from his eyes. With his eyes fixed on his hands, he 
is asked to clasp his hands together more and more firmly as the therapist 
counts from one to five. At the count of five, he is told his hands will be so 
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firmly clamped together that it will be difficult or impossible to separate them. 
After the patient has cooperated with this suggestion, he is told that his hands 
will relax a little, but his eyes will begin to feel tired and his eyelids heavy 
as he stares at his hands. They will get heavier and heavier, and he will get 
drowsier and drowsier until his eyelids feel like lead. He will then let his 
eyelids close, and he will feel a pleasant sense of tiredness and relaxation 
sweeping over him. These suggestions are repeated over and over, in a 
monotonous cadence, and in a firm, reassuring tone until the eyes close. 

In my experience the best way to induce a trance is by means of hand 
levitation. This method is more difficult to master than the other techniques 
and calls for greater effort and persistence on the part of the therapist. With 
the patient’s hands resting lightly on his thighs, he is asked to concentrate 
his attention on everything his hands do. As he notices sensations, such as the 
warmth of the palms of his hands against his thighs, the texture of his clothing, 
and perhaps the weight of his hands, he will observe one of the fingers wiggle 
a little. As soon as he notices this, he is to raise the finger that moved first. 
Thereafter, he will gaze at his right hand and will notice that the fingers 
will fan out, the spaces between the fingers getting wider and wider. When 
this happens, suggestions are made that the fingers will slowly lift from the 
thigh; then the hand will rise as the arm becomes lighter and lighter; the eyes 
will become tired and the lids heavy. However, much as he wants to, the patient 
is not to fall asleep until his arm rises and his hand touches his face. As he gets 
more and more tired, and his lids get heavier and heavier, his arm and hand will 
get lighter and rise higher until it touches his face. When it touches his face, he 
will be relaxed and drowsy and his eyes will be firmly shut. Suggestions are 
repeated constantly until they are acted on by the patient. 

The traditional method of hypnosis through staring at a fixation object 
continues to be useful. Here a coin, pencil or shiny object is held above the 
head, the patient being asked to stare at it while suggestions are made to the 
effect that he is tired, that his eyes begin to water, and his lids blink until he 
no longer can keep his eyes open. 

Hypnosis through sleep suggestions is often an effective method. Here the 
patient, sitting in a comfortable chair or lying on a couch, is asked to close his 
eyes and to visualize a relaxing scene. He is then asked to breathe deeply and 
regularly while relaxing muscle groups from forehead to lower extremities. 
He is told that he will visualize himself or another person resting comfortably, 
observing the eyelids of this person closing as the person falls asleep. He will 
get sleepier and sleepier until he dozes off or goes into a completely relaxed 
state. 

As soon as the eyelids close by the use of any of the above methods, the 
trance is deepened by suggesting, progressively, heaviness and stiffness of the 
left arm (limb catalepsy), heaviness of the lids until the patient cannot open 
them (lid catalepsy), inability to move his extremities or to get out of the chair 
(inhibition of voluntary movements), hyperesthesia of the hand, anaesthesia of 
the hand, and, perhaps, auditory and visual hallucinations. 
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When the patient is in as deep a trance as can be induced, therapeutic 
suggestions may be made. These are either of a supportive nature, in the form 
of palliative commands and persuasive comments, Or of a probing nature, the 
patient being enjoined to explore memories or feelings for the purpose of ac- 
quiring a better understanding of personality patterns and inner conflicts. Facili- 
tating the latter task are hypnotically induced fantasies, the training of the 
patient to regress to significant periods in his childhood, and the induction of 
experimental conflicts. An illustration of how hypnosis may aid the uncovering 
process may be found in the excerpt of the session on pages 431-438. 


NARCOTHERAPY 


The difficulty of inducing hypnosis in certain subjects, the relatively long 
time required to produce a trance even in susceptible persons, and the inability 
on the part of some therapists to acquire skill in trance induction, has brought 
into prominence a simple technique of promoting hypnosis by the intravenous 
injection of a hypnotic drug, such as, sodium amytal or sodium pentothal 
[66,67,286}. 

These substances produce a cortical depression with relaxation and height- 
ened susceptibility to suggestion, reassurance and persuasion. The name given 
to this combined use of narcosis and supportive therapy is “narcosuggestion.” 
The psychologic regression in narcosis, as in hypnosis, incites archaic depend- 
ency feelings toward the therapist and expedites authoritative supportive pro- 
cedures. Acute anxiety reactions may sometimes be effectively treated by narco- 
suggestion as may other conditions that call for supportive measures. 

In some instances, narcosis, by releasing cortical inhibition, liberates 
charges of pent up emotion that have been kept from awareness by repression. 
Resultant is an emotional catharsis. This effect may also sometimes be facili- 
tated in narcosis by suggestion, by persistent questioning and probing, and by 
encouraging the patient to explore painful areas of his life. Recollection of 
repudiated traumatic memories and experiences may remove mental blocks, 
flurries of anxiety, depression, and psychosomatic symptoms associated with the 
repression of such harassing foci. These effects have been found helpful in the 
treatment of certain emotional problems, particularly acute stress reactions 
(traumatic neuroses, war neuroses), and some anxiety and hysterical reactions. 
In the war neuroses particularly, beneficial results are possible especially in 
cases of recent origin treated before rigid defenses have organized themselves. 
The working-through of the repressed or suppressed material in both narcotic 
and waking states helps to insure the permanency of the “cure.” In chronic 
war and civilian neuroses, however, the patient does not seem to benefit so 
readily, since the illness has structuralized itself, and stubborn resistances block 
progress. The “cathartic” or “analytic” use of narcosis has been referred to by 
various observers as “‘narcoanalysis,” “‘narcosynthesis” and “narcocatharsis.” 

While narcotherapy is principally employed for purposes of short-term 
therapy, it is sometimes introduced during the course of long-term insight 
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psychotherapy where little material is forthcoming or obdurate resistance blocks 
the exploratory effort. Here one may frequently save a treatment situation that 
has come to a stalemate by inducing narcosis and liberating repressive forces 
through concerted probing. Transference phenomena which have evaded both 
patient and therapist sometimes become dramatically operative as emotionally 
charged material is released. An emergency use of narcotherapy is in the dealing 
with acute anxiety and panic states that occur during the course of long-term 
therapy. These symptoms may be so severe that they threaten the therapeutic 
relationship. In obsessional neurosis, for instance, occasional sessions devoted 
to narcosis may prevent alarming reactions at phases when defensive forces 
subside too rapidly. 

Another use of narcosis is to expedite the induction of hypnosis in re- 
sistant subjects. During narcosis, it may be possible to give the patient sug- 
gestions to the effect that he will be susceptible to hypnosis. Suggestions must 
be detailed and specific, covering every aspect of the induction process. For ex- 
ample, the patient may be told that when he is shown a fixation object, he will 
gaze at it, and as he does, he will notice that his eyes will water, his lids will 
get heavy, his breathing will deepen, and he will fall asleep. He will sleep 
deeper and deeper until he is as deeply asleep as at present. These suggestions 
should be repeated and the patient may be asked if he understands thoroughly 
what he is to do. If he seems confused, the suggestions should be repeated 
when the drug effect is not so pronounced. As soon as the patient understands 
what is expected of him, he is asked to repeat what will happen at the next 
session. After the narcotic session, and before the patient is fully awake, he 
may be shown the fixation object and sleep suggestions given to him with the 
added suggestion, when he closes his eyes, that the next time he is shown the 
object, he will go to sleep faster and more deeply. Again, before leaving the 
room, this procedure is repeated. The technique works best when positive 
transference phenomena are operative in the narcotic state. It may not succeed 
in the event the patient does not understand what he is to do, or if he is in a 
state of hostile resistance. 


Induction of Narcosis 


The actual technique of inducing narcosis is simple. Most observers con- 
sider sodium amytal the drug of choice. There are various techniques of ad- 
ministration. One method is to dissolve one gram of sodium amytal in thirty 
or forty cubic centimeters of sterilized distilled water. A small gage intravenous 
needle attached to a large syringe is used for the administration which is made 
slowly at the rate of about one to two cubic centimeters per minute. Caffeine 
with sodium benzoate, or a solution of benzedrine, should be kept at hand and 
used in the event of respiratory embarrassment. At the termination of the inter- 
view, seven and one-half grains of caffeine may be injected subcutaneously to 
facilitate awaking. Sodium pentothal may be used instead of sodium amytal, 
dissolving seven and one-half grains in twenty cubic centimeters of sterilized 


578 THE TECHNIQUE OF PSYCHOTHERAPY 


distilled water. In the course of administration, a conversation is carried on 
with the patient, and drug injections should be halted temporarily in the event 
the patient gets too incoherent. Should the patient become too alert, more drug 
is introduced. It goes without saying that adequate pteparations must be made 
for the patient so that he can sleep off the effects of the drug. 

In the technique of narcosuggestion, commands, suggestions, reassuring 
comments or persuasive utterances are given when the patient achieves ample 
relaxation. In narcoanalysis, the patient is asked questions and the therapist at- 
tempts in other ways to stimulate the flow of associations. The release of re- 
pressed material fosters insight as the material is accepted and integrated by 
the waking ego. Later interviews in the waking state deal with whatever aspects 
of the material the patient wishes to explore. Over and over again the patient is 
questioned in the narcotized state about material to which he has reacted 
emotionally. This is continued until desensitization occurs, and preferably until 
good insight is achieved into the conflictual material as well as into reasons 
for its psychic repudiation. The depth of interpretation may be adjusted to 
the level of understanding of the patient. 

In the event psychotic material is brought up during narcosis, giving evi- 
dence of a potential disintegrative tendency, this will call for the reappraisal 
of therapeutic goals and methods. Where the patient becomes too upset through 
telease of traumatic material, it is best not to let the excitement mount to the 
point of overtaxing the ego. More drug is injected to put the patient to sleep, 
which will enable him to overcome the cathartic effects of the narcosis. 


BIBLIOTHERAPY 


Attempts are sometimes made by therapists to change faulty attitudes 
and to influence poor motivation in certain patients through the assigned reading 
of articles, pamphlets and books. By these measures, the patient is helped to 
understand how personality is evolved, why adaptation breaks down, the mani- 
festations of collapse in adaptation, and how psychotherapy may help repair 
the damage. Advice on the handling of specific problems in adjustment, mat- 
riage and child-rearing may also be obtained from some reading materials. This 
therapeutic use of reading has been designated as “bibliotherapy.” 

Bibliotherapy is of value chiefly to persons who are not yet motivated 
for psychotherapy and who require more information about emotional illness 
before they can admit of its existence in themselves or can recognize that bene- 
ficial results may be obtained from treatment. It may correct misconceptions 
about mental health, psychiatry and psychotherapy. It is sometimes effective 
in bolstering repression through acceptance of written authoritative statements 
and directives which help the person to suppress inner fears, to gain reassurance, 
and to adopt socially acceptable attitudes and values. The latter influence makes 
bibliotherapy a useful adjunctive device in certain patients receiving supportive 
therapy. The patient may gain from readings a number of methods by means of 
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which he may regulate his life, inspirational formulas that help in the achieve- 
ment of happiness and success, and devices that permit of a regulation of those 
conflicts and strivings that are more or less under volitional control. 

On the whole, reading adjuncts will not prove themselves to be too val- 
uable for the patient who is receiving insight therapy. This is because no intel- 
lectual approach is of great service in modifying deeply repressed conflicts or 
in ameliorating symptoms that have strong defensive virtues for the individual. 
Indeed, the educational materials may be utilized by the patient as resistance, 
items being extracted out of context to justify neurotic patterns. The relative 
ineffectuality of reading materials in severe neurotic difficulties is attested to 
by the fact that scores of patients come to psychotherapy after having read more 
extensively from the psychiatric literature than has the therapist himself. 

Nevertheless, bibliotherapy may help certain individuals to break through 
specific resistances and to gain limited insight, as for instance, those patients 
who, unconvinced of the value of psychotherapy, require examples from the 
experiences of others of how therapy helps. Resistance to working with dreams 
may sometimes be handled by asking the patient to read books in which the 
rationale of dream interpretation is explained. A patient who has in therapy 
resolved crippling sexual inhibitions may be aided in achieving a more com- 
plete sexual life by reading appropriate materials dealing with marriage. Or 
a patient having problems with her children may benefit greatly from books on 
child psychology. 

The following is a list of recommended books, should the therapist decide 
that bibliotherapy is indicated: 


1. Books on General Psychology and Psychiatry 


ZILBOORG, GREGORY: Mind, Medicine and Man. New York, Harcourt Brace, 1943. 

BINGER, CARL: The Doctot’s Job. New York, W. W. Norton & Co., 1945. 

PLANT, JAMEs S.: Personality and the Cultural Pattern, Cambridge, Harvard Univer- 
sity Press, 1937. 

PRESTON, GEORGE H.: The Substance of Mental Health. New York, Rinehart, 1943. 

MEAD, MARGARET: From the South Seas. New York, Wm. Morrow, 1939. 

MENNINGER, KARL A.: The Human Mind, New York, Knopf, 1945. 

MENNINGER, WILLIAM C.: Psychiatry in a Troubled World. New York, Macmillan, 
1948, 

DEUTSCH, ALBERT: The Mentally Ill in America. New York, Columbia University 
Press, 1949, 

THOMPSON, CLARA: Psychoanalysis: Evolution and Development. New York, Her- 
mitage House, 1950. 

FREUD, SIGMUND: A General Introduction to Psychoanalysis. Garden City, New York, 
Garden City Publishing Co., 1943. 

— : New Introductory Lectures on Psychoanalysis. New York, W. W. Norton & 
Co., 1933. 

Fromm, ERICH: Escape From Freedom. New York, Farrar & Rinehart, Inc., 1941, 

Dunsar, H. FLANDERS: Mind and Body. New York, Random House, 1947. 
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2. Books Explaining How Personality Problems Operate. 


Travis, LEE E. and BARucH, DorotHy: Personal Problems of Everyday Life. New 
York, Appleton-Century, 1941. 

ENGLISH, O. SPURGEON and PEARSON, GERALD H. J.: Emotional Problems of Living. 
New York, W. W. Norton & Co., 1945. 

Horney, KarEN: The Neurotic Personality of Our Time. New York, W. W. Nor- 
ton & Co., 1937. 


3. Books Explaining How Psychiatry and Psychotherapy Help 


PRESTON, GEORGE H.: Psychiatry for the Curious. New York, Rinehart, 1940. 

REES, JoHN R.: The Health of the Mind. New York, W. W. Norton & Co., 1951. 

SauL, LEON J.: Emotional Maturity. Philadelphia, Lippincott, 1947. 

FREEMAN, Lucy: Fight Against Fears. New York, Crown, 1951. 

Hinse, LELanp E.: Understandable Psychiatry. New York, Macmillan, 1948. 

PoLATIN, PHILLIP, and PHILTINE, ELLEN C.: How Psychiatry Helps. New York, 
Harper & Bros., 1949. 


4. Books on Marriage and Sex 


Duvatt, EVELYN M. and HILL, REUBEN: When You Marry. New York, Association 
Press, 1945. 

McHucu, GELoLo: Training for Parenthood. Durham, N.C., Family Life Publica- 
tions, 1950. 

Duvatt, EVELYN M.: Facts of Life and Love. New York, Association Press, 1950. 

EASTMAN, NICOLAS JR.: Expectant Motherhood. Boston, Little, Brown & Co., 1940. 

STOKES, WALTER R.: Modern Pattern for Marriage. New York, Rinehart & Co., Inc., 
1948. 

Lewin, S. A., and GILMORE, JOHN: Sex Without Fear. New York, Lear Publishing, 
1950. 

— : Sex After Forty. New York, Grosset & Dunlap, 1952. 

VAN DE VELDE, TH. H.: Ideal Marriage. New York, Random House, 1930. 

STONE, ABRAHAM and STONE, HANNAH: A Marriage Manual. New York, Simon & 
Schuster, 1952. 

WHITMAN, HOWARD: Let’s Tell the Truth About Sex. New York, Pellegrini & 
Cudahy, 1948. 


5. Books on Family Living and Adjustment 


Levy, JOHN, and Munroe, RutH: The Happy Family. New York, Knopf, 1938. 

BENEDICT, AGNES and FRANKLIN, ADELE: The Happy Home. New York, Appleton- 
Century-Crofts, 1948. 

DuvarL, EVELYN M.: Family Living. New York, Macmillan, 1950. 

GROSSMAN, JEAN S.: Life With Family. New York, Appleton-Century-Crofts, 1948. 

Harwoop, E. C., and FowLE, HELEN: How to Make Your Budget Balance. Great 
Barrington, Mass., Am. Inst. for Economic Research, 1941. 
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6. Books on Child Care and Guidance 


Spock, BENJAMIN: Pocketbook of Baby and Child Care. New York, Pocketbooks, 
Inc., 1946. 

Wo r, ANNA W. M.: Parents’ Manual. New York, Simon & Schuster, 1941. 

ALDRICH, C. A., and ALDRICH, W. M.: Babies are Human Beings. New York, Mac- 
millan, 1938. 

Jenkins, G. G., SCHACTER, H. and Bauer, W. W.: These Are Your Children. 
Chicago, Scott, Foresman, 1949. 

MACKENZIE, CATHERINE: Parent and Child. New York, William Sloane Associates, 
1949, 

GESELL, ARNOLD and ILG, F. L.: Infant and Child in the Culture of Today. New 
York, Harper, 1943. 

GRUENBERG, SIDONIE M.: We, the Parents. New York, Harper & Bros., 1948, 

Child Study Association of America: Parents’ Questions. New York, Harper & Bros., 
1947. 

Barucu, Dorotuy W.: Parents Can Be People. New York, Appleton-Century, 1944. 

FRANK, Mary and FRANK, LAWRENCE K.: How to Help Your Child in School. New 
York, Viking, 1950. 

WHIPPLE, Dororuy V.: Our American Babies. New York, M. Barrows & Co., Inc., 
1944. 


7. Books on How to Explain Sex to Children 

Beck, LEsTER F.: Human Growth. New York, Harcourt Brace, 1949. 

DE SCHWEINITZ, KARL: Growing Up. New York, Macmillan, 2nd ed., 1935. 

GRUENBERG, SIDONIE M.: The Wonderful Story of How You Were Born. Garden 
City, N.Y., Hanover House, 1952. 


8. Books on How to Understand and Handle the Adolescent 


TAYLOR, KATHERINE W.: Understanding and Guiding the Adolescent. New York, 


Grosset & Dunlap, 1948. 
ZACHRY, CAROLINE B, and LiGHTY, MARGARET: Emotion and Conduct in Adolescence. 


New York, Appleton-Century, 1940. 


9. Books to Be Read by Adolescents 


McKown, Harry C.: A Boy Grows Up. New York, Whittlesey House, 1940. 
Fepper, RUTH: A Girl Grows Up. New York, Whittlesey House, 1948. 
LAWTON, GEORGE: How to Be Happy Though Young: Real Problems of Real Young 


People. New York, Vanguard Press, 1949. 
Biesy, Cyrit: How Life Is Handed On. New York, Emerson Books, 1947. 


10. Inspirational Self-Help Books 


LIEBMAN, JosHua L.: Peace of Mind. New York, Simon & Schuster, 1946. 
Hosur, HELEN G.: Bringing Up Ourselves. New York, Scribner, 1943. 
OVERSTREET, Harry A.: The Mature Mind. New York, W. W. Norton & Co., 1949. 
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11. For Patients with a Mentally Ill Relative. 


STERN, EpirH M. and HAMILTON, SAMUEL W.: Mental Illness: A Guide for the 
Family. New York, National Association for Mental Health, 1951. 


12. Books on Problems of Old Age 


LAWTON, GEORGE, ed.: New Goals for Old Age. New York, Columbia University 
Press, 1943. 
LAWTON, GEORGE: Aging Successfully. New York, Columbia University Press, 1946. 


13. Advanced Books for the Semi-Professional 


Mastow, A. H. and MITTLEMAN, B.: Principles of Abnormal Psychology. New York, 
Harper, 1951. 

Murpuy, GARDNER: Personality: A Biosocial Approach to Origins and Structure. New 
York, Harper, 1947. 

FREUD, SIGMUND: An Outline of Psychoanalysis. New York, W. W. Norton & Co., 
1949. 

BARKER, Rocer G., et al, eds.: Child Behavior and Development. New York, 
McGraw-Hill, 1943. 

Buus, H. Epmunp and O'MALLEY, E. E.: Human Relations in the Classroom. 
Delaware State Society for Mental Hygiene. Courses I, II, and III. 

KILPATRICK, WILLIAM H. and WituiaMs, VAN TIL, eds.: Intercultural Attitudes in 
the Making. New York, Harper, 1947. 
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Handling Emergencies in Psychotherapy 


EMERGENCIES SOMETIMES DEVELOP DURING PSYCHOTHERAPY WHICH 
require prompt and cautious handling. Among such emergencies are suicidal 
attempts; psychotic attacks; excitement, over-activity and antisocial behavior; 
panic states; acute alcoholic intoxication; acute barbiturate poisoning; severe 
psychosomatic symptoms; and intercurrent incurable somatic illness. 


SUICIDAL ATTEMPTS 


In well-conducted psychotherapy, suicidal attempts are rare. Vague suicidal 
threats may be expressed at the start of treatment, the patient making such 
comments as that he might be better off dead, but that he is “too much of a 
coward” to try suicide. Where such statements lack the tone of conviction, it is 
best for the therapist not to subject the patient to concentrated interrogation 
around the matter of suicide. The therapist's expressed concern may frighten the 
patient badly and rob him of faith in himself. 

The following signs, symptoms and situations, however, do point to a 
potential suicidal risk: (1) depressions of a psychoneurotic or psychotic nature, 
(2) irrespective of diagnosis, any patient who has made a suicidal attempt in 
the past or who has a history of a severe depression, (3) a patient who, during 
therapy, insistently threatens suicide, (4) loss of appetite, severe weight loss, 
insomnia, listlessness, apathy, persistent expressions of discouragement and 
hopelessness, loss of sexual desire, extreme constipation, hypochondriac ideas, 
continuous weeping and general motor retardation which are present at the 
start or appear in the course of therapy, and (5) dreams of death, mutilation 
and funerals. 

Where, during treatment, the patient talks openly and seriously about a 
desire to “end it all,” it is important not to change the subject or to reassure 
the patient unduly. Rather, a frank talk about the reasons why he feels that 
suicide is the best recourse for him may permit the patient to investigate his 
feelings. This will enable the therapist to determine whether the threat is real, 
whether it is casually made as a dramatic gesture, whether it is a hostile stab 
at the therapist, or whether it constitutes an appeal for reassurance. Under no 
circumstances should the therapist minimize the importance of the threat, cajole 
the patient or subject him to verbal attack. Where the threat seems serious, 
the therapist might make helpful statements to the effect that suicide seems 
to be a way out of his difficulty, but that it actually accomplishes nothing; that 
there may be other solutions than suicide which are not now apparent; and that 
suicide is a final act which cannot be undone, and which could always be re- 
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sorted to later on if the patient so wishes. The attitudes conveyed to the patient 
in such statements are respect for his right to self-determination, and a reminder 
that he is not giving himself an opportunity to explore more constructive 
actions. Talking openly about suicide often serves to rob it of its awesome or 


appealing quality. 


1. Hysterical Personalities 


Suicidal attempts in hysterical personalities are common and consist of 
histrionic gestures calculated to impress, frighten or force persons with whom 
the patient is in contact to yield attention and favors. Such attempts are incited 
by motives for display rather than by genuine desires to take one’s life. Dra- 
matic performances of an ingenious nature are indulged, during which there 
is a superficial slashing of the wrists, or feigned unconsciousness with ster- 
torous breathing while placing an empty bottle of sleeping pills alongside the 
bed, or the gulping of tincture of iodine, or the impetuous opening of gas jets. 
Feverish demonstrations of suffering and martyrdom continue after the patient 
is restrained or “revived,” until he is convinced that he has emphasized his 
protests sufficiently. The danger of these pseudo-suicidal maneuvers is that the 
patient’s judgment may not be too good during dramatic overacting and he may 
accidentally go too far and commit suicide even though this was not his original 
intent. 

In treating hysterical cases with suicidal tendencies, it is necessary that 
the therapist demonstrate to the patient that he is neither intimidated by, nor 
angry at the actions of the patient. Interpretation of the purpose of the patient’s 
frenzied behavior should be made in terms of the broader neurotic patterns. 


2. Psychopathic Personality 


Of a related but more serious nature are the suicidal attempts of the psy- 
chopathic personality. During episodes of excitement, violence, deep remorse, 
excessive drinking or temporary psychotic outbreaks, the psychopath may slash 
his wrists or take an overdose of sleeping pills. The desire for self-punishment 
and death are genuine though temporary. Hospitalized, such patients, their 
attempt having been aborted, recover rapidly, evidence no further suicidal im- 
pulses, and express great remorse at their folly. Yet, a short time later, undet 
propitious circumstances, the attempt will be repeated, with further contrition 
and promises of abstention. Interpretation of the episode is essential, but it 
usually fails to act as a deterrent to the patient’s actions. Because the suicidal 
episodes are motivated by disturbed interpersonal relationships, as, for instance, 
a broken love affair or rejection by a love object, the continued exploration of 
the patient’s feelings and patterns is indicated. In addition, the therapist may 
have to increase the frequency of visits, and insist that he be telephoned when 
the patient is tempted to indulge in suicide. Where the patient persists in his 
impulsive suicidal behavior, after seeming to have acquired insight into his 
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patterns, the therapist may have no other alternative than to tell the patient that 
treatments will have to be discontinued. It may be suggested that the patient 
may perhaps want to start treatment with another therapist. This may give the 
patient enough of a jolt so that he will insist on the therapist’s continuing to 
treat him, on the condition that he will abandon all further suicidal attempts. 
Whether or not the therapist concedes to the patient’s wishes to continue treat- 
ing him will depend on how he feels about the patient. Unfortunately, with 
some psychopaths the threat of discontinuance of therapy may be the only force 
that can control their explosive conduct. Even here the effect may be temporary. 


3. Schizophrenia 


In some types of schizophrenia suicide is a grave possibility. It is most 
common in acute, excited catatonic states, particularly those associated with 
panic. Hallucinations may drive certain patients to mutilate or kill themselves. 
Fear of homosexual attack or of being persecuted may also force some para- 
noidal individuals to suicide. The methods of self-destruction employed in 
schizophrenia may be bizarre, including such mutilations as disembowelment 
and genital amputation. 

The handling of the suicidally inclined schizophrenic patient is organized 
around administering ample sedation, communicating with his family so that 
they may assume some responsibility, and arranging for transportation and 
admission to a mental hospital. Insulin shock therapy or electric convulsive 
therapy is often indicated. 


4. Pathologic Depressions 


Depressed states may appear in all people, due to loss of security, status 
or a love object; however, the depression is rarely of such depth as to inspire a 
desire to take one’s life. Where the depressed state is extreme, suicide is always 
a possibility. Among the pathologic depressive conditions are psychoneurotic 
depression, manic-depressive depressed psychosis, involutional depression, se- 
nile depression, and depressions in organic brain disease. 

In managing a patient with a pathologic depression, certain palliative 
measures are helpful. The watching of his diet with the inclusion of stimu- 
lating and appetizing foods, and the prescription of tonics and vitamins, may be 
indicated in anorexia. Benzedrine or dexedrine may be useful to stimulate the 
patient during the day, while sedation may be required at night for insomnia. 
The patient’s family, or a reliable friend, should be interviewed and acquainted 
with the potential dangers. Where the patient remains at home, a trustworthy 
adult person should be in constant attendance, the patient not being permitted 
to lock himself in any room, including the bathroom. Sleeping pills, poisonous 
drugs, razor blades, rope, sharp knives and instruments should be removed. 
Window guards are necessary if there is a chance the patient may hurt himself 
by leaping through a window. Hospitalization on a closed ward with constant 
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supervision by efficient nurses of attendants may be essential. The treatment of 
choice is electric convulsive therapy which may prove to be a life-saving meas- 
ure. Psychotherapy during severe depression is generally confined to supportive 
measures, insight approaches tending to stir up too much anxiety. 

Suicide is especially possible during the spontaneous resolution of a de- 
pression, when the patient begins to recover from a depressive attack after a 
few electric convulsive treatments, of when, after having started to recover, 
he suffers a relapse. The patient must consequently be watched carefully during 
these periods, since he is apt to put into practice a suicidal desire he was previ- 
ously unable to execute due to retardation. 


5. Miscellaneous Suicidal Conditions 


Sometimes a therapist is consulted by the parents or friends of a child 
who has made a suicidal attempt. Examination may fail to reveal hysteria, de- 
pression or schizophrenia, especially when the child is non-communicative to 
the point of mutism. It is possible here that the child is internalizing destructive 
feelings. Because he is non-motivated for therapy, and resents having been 
taken to a psychiatrist, it may be difficult to treat the patient. By following the 
tules outlined in chapter 28, Dealing with Inadequate Motivation, and by indi- 
cating to the patient that he seems to be angry at someone, it may be possible 
to establish rapport. 

A girl of fourteen, who had made a suicidal attempt by swallowing fifty 
aspirin tablets, was brought in for a consultation. Refusing to talk except in 
monosyllables, it was difficult to carry on an interview. The therapist finally 
remarked: “You must have been awfully angry at someone to have done this to 
yourself.” The patient blanched, then brought her hands to her face and started 
compulsive sobbing which went on for fifteen minutes. Intermittent were out- 
bursts in the form of protestations of how “bad” she was for feeling the way 
she did about her mother. Ventilation of her resentment produced immediate 
emotional relief and established sufficient contact with the therapist to start 
psychotherapy. 


PSYCHOTIC ATTACKS 


In the process of doing insight therapy, certain patients may be unable to 
tolerate the anxiety that is liberated by an attack on their resistances and de- 
fenses, or that is mobilized by transference. Ego shattering may develop which 
can eventuate in a psychotic episode. This phenomenon does not imply that 
persons with weak egos or with disintegrative tendencies should not receive 
reeducative or reconstructive therapy. They may indeed do well with such 
therapies. The crucial factor is the quality of the working relationship. Much 
here is dependent on the therapist—his skill, personality and flexibility. Some 
therapists are so equipped that they can do good reconstructive work with po- 
tentially psychotic and even outright psychotic patients. Other therapists, paf- 
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ticularly those who are unable to manage their counter-transference, may be 
unable ‘to treat patients whose ego organizations are unstable. Such therapists 
may refuse to work with infantile dependent personality disorders or with 
borderline and psychotic patients unless the approach is to be exclusively sup- 
portive in nature. They may also have to transfer patients who show tendencies 
toward psychotic outbursts, once the treatment process is under way. 

Symptoms that lead one to suspect beginning ego disintegration during 
psychotherapy are feelings of unreality, depersonalization, excessive day-dream- 
ing, ideas of reference, paranoidal ideas, bizarre somatic sensations, motor ex- 
citement, uncontrollable sexual and hostile impulses, propensity for perversions, 
heightened interest in toilet activities, compulsive talking, fears of castration, 
and fleeting hallucinations and delusions. These symptoms may appear indi- 
vidually or in combination. For a while the patient may maintain a good grasp 
on reality, recognizing the unusual or irrational nature of his ideas, impulses 
and acts. Later on, distortions of reality may occur in the form of fixed de- 
lusions and hallucinations, perhaps accompanied by panic reactions, suicidal 
tendencies and violent aggression. 

Psychotic attacks may be handled within the therapeutic situation by a 
therapist who has a warm feeling for the patient, who is not disturbed by the 
existing symptoms, and who is capable of modifying his approach so as to 
bring about the restoration of repressive barriers. The fact that a psychosis has 
precipitated is indicative of something having gone amiss in the therapeutic 
relationship. If the therapist can admit to himself the possibility of errors in 
handling, and if he is able to restore the patient’s feelings of trust and confi- 
dence, he may be capable of bringing the retreat from reality to a halt. In 
line with this objective, it is best to discontinue probing for deep conflictual 
areas and to keep the content of the interview focused on current reality prob- 
lems. The relationship with the therapist should be kept on as positive a level 
as possible, the therapist assuming a helpful active role. Under no circumstances 
should the therapist express alarm at, and condemnation toward any of the 
patient’s misconceptions. Listening attentively to the patient's productions, the 
therapist counters with reality, suggesting that perhaps things seem to be as 
they are because the patient has been so upset. If disturbing transference is at 
the basis of the patient’s turmoil, measures to lessen transference, described in 
chapters 37 and 41, may be invoked. Should the patient require more support, 
the frequency of interviews may be increased. 

Where these practices fail to bring relief to the patient, it is likely that 
the therapeutic relationship has deteriorated, and that the patient will have to 
be referred to another therapist. The referral may be upsetting to the patient, 
and he is apt to consider it a further manifestation of rejection or an indication 
of his failure. The therapist may explain that the patient's specific problem 
will probably be helped more by another therapist with a slightly different ap- 
proach. If the patient is incapable of thinking rationally, and if his difficulties 
are potentially dangerous to himself and others, a reliable family member 
should be asked to assume some responsibility in the matter of referral. Should 
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the patient object to the therapist’s making contact with his family, the ther- 
apist may, if the situation is sufficiently dangerous, have to communicate with 
the family irrespective of the patient’s wishes. 

Where self-injury, suicide, homicide, violent aggression, ruinous spending, 
criminality, or other disasters are possible, hospitalization will be mandatory. 
Discussion with the patient may convince him that he should enter an institu- 
tion voluntarily. Hospitalization will, however, have to be accomplished against 
the wishes of the patient where he sees no need for confinement. In the event 
he is actively resistant, intravenous sodium amytal to the point of deep sleep 
will permit of his transport to an institution without the need for physical 
restraint. A physician should be in attendance in the ambulance that transports 
the patient in order to handle such emergencies as respiratory paralysis. 

The therapist may have to arrange the details of hospital admission in 
cooperation with the patient's family, and he may have to explain the reasons 
for hospitalization to them in a reassuring way. In doing this, he may experience 
some guilt and anxiety, as if he is accountable for the patient's collapse. It is 
important, however, not to castigate himself for what has happened, nor to 
confess to failure; rather, the family may be informed that the patient's per- 
sonality structure has been unable to stand his inner tensions and that he has 
temporarily broken down. A period of hospitalization is necessary to restore 
his equilibrium. 

The specific treatment rendered in the hospital will depend on the severity 
and type of psychosis. In acute excitement or depression with exhaustion, it 
will be necessary to sedate the patient adequately, to correct dehydration by 
injecting fluids and salts parenterally, and to administer electric convulsive 
therapy or insulin shock therapy, whichever is indicated. In milder excitements 
or depressions, sedatives and hospitalization alone may suffice to restore the 


patient’s stability. 


EXCITEMENT, OVERACTIVITY AND ANTI-SOCIAL BEHAVIOR 


States of excitement and overactivity developing during psychotherapy are 
signs of “acting-out” or manifestations of ego shattering. 

During acting-out the patient may engage in destructive, anti-social, or 
perverse sexual behavior. In attempting to understand acting-out, our first sus- 
picion is that the patient is protecting himself from awareness of transference 
by projecting it away from the therapist. Hostile or aggressive outbursts, de- 
linquency, criminality, homosexuality and marked promiscuity are often prod- 
ucts of hostile and sexual impulses toward the therapist which the patient is 
unable to acknowledge. 

The only way to resolve such acting-out is to explore the patient’s feelings 
and attitudes toward the therapist, to determine which of these are rooted in 
realities and which are irrational carry-overs of the past. So long as he is un- 
aware of, and cannot verbalize his strivings toward the therapist, the patient 
will continue to “blow off steam” outside of therapy. Skillful use of the inter- 
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viewing process that brings out verbalizations related to the transference, may 
put a halt to the patient’s destructive patterns. 

Sometimes it is difficult or impossible to get the patient to analyze trans- 
ference, and in this way to terminate acting-out. The therapist here may attempt 
to deal with this obstruction by: (1) stimulating transference through devices 
already described, in order to make its manifestations so obvious that the patient 
cannot help but talk about his feelings, or (2) controlling acting-out by in- 
creasing visits to as many as daily sessions, and by the assumption of a pro- 
hibitive, authoritative role. If these measures fail to help the situation, therapy 
will have to be terminated with transfer to another therapist. 

Excitement and anti-social behavior which occur as a result of ego shatter- 
ing may be dealt with after identifying the cause of the present difficulties. 
Supportive techniques are generally indicated. If the decline continues, the 
therapist had best transfer the patient to another therapist, since he, himself, 
is probably unable to control the situation. Where a dangerous psychotic condi- 
tion develops, the patient’s family will have to be apprised of it, since hos- 
pitalization will in all likelihood be necessary. 


INTENSE ANXIETY ATTACKS AND PANIC STATES 


Severe anxiety sometimes breaks out in the course of psychotherapy. It 
may become so overwhelming that the patient feels helpless in its grip. His 
coping resources, seemingly having come to an end, can no longer crush the 
fear of imminent disintegration. His demands on the therapist then may become 
insistent, and he will bid for protection and comfort. 

The handling of intense anxiety reactions will require much fortitude on 
the part of the therapist. By assuming a calm, reassuring manner, the therapist 
provides the patient with the best medium in which to achieve stability. Ac- 
cordingly, the therapist must be able to tolerate the emotions of the patient. He 
must be able to convey to the patient a constant feeling of warmth, understand- 
ing and protectiveness, while respecting the patient's latent strengths that have 
been smothered by his turmoil. Upbraiding the patient for exhibiting foolish 
fears, and attempting to argue away anxiety, serve to stimulate rather than to 
reduce tension. 

The best means of handling acute anxiety is to permit the patient to ver- 
balize freely in an empathic atmosphere. One or more sodium amytal interviews 
(narcotherapy) may prove useful in promoting adequate relaxation or mental 
catharsis. Helping the patient to arrive at an understanding of the source of 
his anxiety, whether it be rooted in unconscious conflict, transference, resistance, 
or the too abrupt removal of existing defenses, promises the quickest possibility 
of relief. The triad of emotional catharsis, insight and reassurance operates to- 
gether to permit of a reconstitution of defenses against anxiety. 

Where anxiety is intense, it is usually impossible to work with the pa- 
tient on an insight level. Here, supportive measures will be necessary to re- 
store the habitual defenses, If the patient is living under intolerable environ- 
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mental circumstances, a change of environment may be indicated to lessen pres- 
sures on him. In the event anxiety has followed intensive mental probing, a 
holiday from exploration may be necessary, with a focusing on casual or seem- 
ingly inconsequential topics. A patient who has spent many sleepless nights 
tossing about restlessly, or, once asleep, has awakened periodically with fright- 
ening dreams, may benefit from a dose of three grains of sodium amytal which 
can alleviate his tension remarkably and restore his stability. The use of sedatives 
during the day is to be avoided, if possible, to forestall the sedative habit. If 
anxiety continues, the frequency of sessions may be increased and the patient 
may be assured that he can reach the therapist at any time in the event of a 
real emergency. Several sessions devoted to “narcosuggestion,” that is, reas- 
surance and suggestion applied under sodium amytal narcosis, may be tried. 
Where these measures do not control anxiety, which threatens to get out of 
hand, a short period of hospitalization is occasionally prescribed. During this 
period sub-coma insulin may be administered. 

The treatment of panic states is more difficult than the management of 
anxiety. Here, the patient is victimized by a wild, unreasoning fear that drives 
him into disorganized thinking and behavior, or to the point of immobilization. 
Suicide is always a grave possibility. Strong sedation is often given in panic 
states in sufficient dosage so that the patient goes into narcosis; and prolonged 
narcotic sleep may be helpful where the patient has exhausted himself. Because 
of the dangerous consequences of severe panic attacks, hospitalization on a 
closed ward is often necessary. 


ACUTE ALCOHOLIC INTOXICATION 


Pathologic intoxication occasionally presents itself as a psychiatric emer- 
gency, especially in psychopathic personalities and alcoholics. Excited, destruc- 
tive, combative, homicidal or suicidal behavior may occur here which will require 
immediate management. While sedation is generally given to a patient who is 
acutely intoxicated, morphine and barbiturates are not suitable for this purpose. 
Paraldehyde is a most effective drug, given orally in doses of one to two tea- 
spoonsful, or intravenously in doses up to one cubic centimeter. Useful also are 
metrazol, injected intravenously very slowly in doses of five to six cubic centi- 
meters of a ten per cent solution; and apomorphine, hypodermically, in doses of 
four to six milligrams. Detoxification therapy consists of an intravenous infu- 
sion of twenty-five grams of glucose, twenty to forty units of insulin, one 
hundred milligrams of niacin, one hundred milligrams of thiamine, and one 
hundred milligrams of vitamin C. This is repeated every four hours for four 
doses, gradually reducing the quantity of niacin. With this treatment, recovery 
from pathologic intoxication is generally rapid. 


ACUTE BARBITURATE POISONING 


The popularity of barbiturates as sedatives has resulted in a relatively large 
incidence of barbiturate poisoning. Patients who have developed a sedative habit 
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may accidentally take an overdose of barbiturates, or the drugs may be purpose- 
fully imbibed with suicidal intent. Sometimes the patient, having swallowed a 
lethal dose, will telephone the therapist informing him of his act. At other 
times relatives or friends will chance on the patient before respiratory paralysis 
has set in. 

Therapy consists of immediate hospitalization, if possible, and the institu- 
tion of the following measures: (1) establishing an airway, such as with an 
endotracheal tube, (2) administration of oxygen or artificial respiration, using 
a mechanical resuscitator, (3) gastric lavage, (4) fluids given parenterally, 
and, in extreme hypotension, plasma injected intravenously, (5) stimulants, 
such as amphetamine sulfate, in doses of forty milligrams intravenously; or 
caffeine one-half gram intravenously, injected at frequent intervals; or electro- 
stimulation, where the apparatus is available. (6) Metrazol is recommended as 
the pharmaceutic agent of choice. Five cubic centimeters of a ten per cent solu- 
tion are injected intravenously. If there is no response in fifteen minutes, another 
ten cubic centimeters are injected. Thereafter twenty cubic centimeters of the 
solution are very slowly injected at intervals of thirty minutes. Some physicians 
prefer picrotoxin to metrazol, in repeated intravenous doses of ten milligrams. 


SEVERE PSYCHOSOMATIC SYMPTOMS 


There are a number of psychosomatic symptoms for which the patient 
initially seeks treatment, or that develop suddenly in therapy, which may be 
regarded as emergencies. Most of these are hysterical conversion or dissociative 
reactions, such as blindness, seizures, fugues, vomiting, aphonia, amnesia, 
paralysis, astasia-abasia, violent contractures and anorexia nervosa. The patient 
may be so disabled by his symptom that he will be unable to cooperate with any 
attempted psychotherapeutic endeavor. Immediate removal of the symptom may 
thus be indicated. Such removal need not block the later use of more ambitious 
therapeutic measures. In the course of symptom removal, efforts may be made to 
show the patient that his symptoms are rooted in deeper personality problems, 
the correction of which will necessitate exploration of conflictual sources. 

Hypnosis is an ideal adjunctive technique to expedite the emergency relief 
of hysterical symptoms. Once symptom removal has been decided upon, it is 
necessary to determine whether to attempt the removal at one session, or 
whether to extend therapy over a period of several weeks. The severity of the 
symptom, its duration, the nature of the patient's personality, and his aptitude 
for hypnosis have to be considered. The approach is an individual one, and 
suggestions must be so framed that they will conform with the patient's per- 
sonality, the type of symptom, and its symbolic significance. It is essential to 
adapt one’s language to the patient’s’ intelligence and to his education. Many 
failures in symptom removal are due to the fact that the patient does not clearly 
comprehend what the hypnotist is trying to convey to him. 

If hypnotic removal of the symptom at one session is decided upon, 
sufficient time must be set aside to devote oneself exclusively to the problem. As 
many as two to three hours may be necessary. At first the patient is encouraged 
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to discuss his past history and his symptom in order for the therapist to deter- 
mine his reaction to his illness, as well as to gain clues to the patient's attitudes, 
motivations and character strivings. It is essential to get the patient to verbalize 
how uncomfortable he is, and to get him to see that his life is being hampered 
by his symptom. Once the therapist is convinced that the patient has an intense 
desire to gain relief from suffering, he may proceed with a further elaboration 
of what is required to get well. 

An optimistic attitude on the part of the therapist is important because 
many patients are terrified by their illness and have convinced themselves of the 
impossibility of cure. However, a cure should not be promised, and the therapist 
must insist that relief will depend upon how well the person cooperates. An 
attempt must be made to inculcate in the patient's mind a firm conviction that 
he will get well. He may be told that hypnosis has helped other people recover 
and can help him, too, if he will let it. 

The patient may then be informed that it is necessary to determine how he 
will respond to suggestions. He is instructed that he need not try to concentrate 
too hard on what is said, because, even though his attention wanders, suggestions 
will get to his subconscious mind and he will find himself reacting to them. If 
he has the desire to rid himself of suffering, he will have the desire to relax 
and to follow suggestions. No indication is given the patient at this time that 
his symptom will be removed in its entirety since the symptom may have 
unconscious values for him, and he may show resistance if he feels he will be 
deprived of it immediately. 

Hypnosis is then induced, and confidence in his ability to follow sugges- 
tions is built up by conducting the patient through light, medium and, finally, 
deep trance states. In the event the patient has a symptom which consists of loss 
of a physical function, it may be expedient to suggest that he is unable to use 
the part. This is done in order to associate malfunction with the hypnotist’s 
command instead of with a personal inadequacy. 

The next step in treatment is to get the patient, if he so desires, to discuss 
under hypnosis his immediate life situation and his reaction to his illness. A 
persuasive talk may be given to the patient, avoiding, for the time being, 
reference to his symptom. 

In some patients active participation is encouraged. A reasonable explana- 
tion is given the patient for suggestions that are advanced. In some instances he 
may even be encouraged to veto suggestions, if he does not wish to follow them 
or if he believes them to be against his best interests. Active participation is 
utilized in patients with relatively good ego strength who shy away from too 
authoritarian an approach. f 

Symptom removal by suggestion is far more effective where it is demon- 
strated to the patient that he has not lost control over his functions, and hence 
is not the helpless victim of symptoms which cannot be altered or removed. 
This is achieved by showing the patient, while he is in a trance, that it is 
possible to create on command such symptoms as paralysis, spasticity and 
anesthesia. Once the patient responds to these suggestions, he is informed 
about the important influence that the mind has over the body. Then a symptom 
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identical with the patient's chief complaint is produced in some other part of 
the body. Should the patient respond successfully, a partial removal of his own 
symptom is attempted. For instance, if he has a patalyzed arm, he is told that 
his fingers will move ever so little. Then paralysis of the other arm, which has 
been artifically produced, is increased in intensity, while a strong suggestion is 
made that the patient will find that function is restored to his ailing part. In the 
case of a paralyzed arm, it is suggested that his hand will move, then his arm, 
and, finally, that the paralysis will disappear altogether. 

The fact that symptoms can be produced and remoyed so readily on sugges- 
tion may influence the patient to accept the fact that he is not powerless, and 
that he can exercise control over his body. 

In order to protect the patient, should his symptom have a defensive func- 
tion, he may be left with some residual symptom which is less disabling than 
the original complaint, but which, it is hoped, will absorb its dynamic sig- 
nificance. For instance, in the case of a paralyzed arm, paralysis of the little 
finger may be induced, and a suggestion may be given the patient that the 
finger paralysis will have the same meaning for him as the arm paralysis, and 
that the finger paralysis will remain until he understands fully the reasons for 
the original paralysis and no longer needs the paralysis. In the event of an 
extensive anesthesia, numbness of a limited area may be suggested as a sub- 
stitute. 

Posthypnotic suggestions are next given the patient to the effect that his 
restored functions will continue in the waking state, except for the induced 
residual symptom. An activity may then be suggested which brings into use the 
ailing part; and the patient may then be awakened in the midst of this action. 

These suggestions are repeated at subsequent visits, and, if desired, the 
patient is taught the technique of self-hypnosis so that suggestive influences 
may continue through his own efforts. 

Although removal of the patient's symptom at one sitting may be possible 
and desirable in certain hysterical and psychosomatic conditions, it is usually 
best to extend therapy over a longer period. Suggestions are carried out very 
much better where the patient is convinced that he has been hypnotized and 
that hypnosis can have a potent influence on his functions. It may therefore be 
advisable to delay giving therapeutic suggestions until the patient achieves as 
deep a trance as possible, and gains confidence in his ability to experience the 
phenomena suggested to him. The employment of therapeutic suggestions at a 
time when the patient is skeptical about his ability to comply, and before he 
has achieved sufficient faith in himself and in the therapist, may end in failure 
and add discouragement and panic to the patient's difficulties. 

A deep trance seems to increase therapeutic effectiveness in most patients. 
Where only a light trance is possible, the patient may not be able to get to a 
point where he becomes assured of his capacity to control his symptom. 

All suggestions must be as specific as possible and should be repeated sev- 
eral times. The therapist should build, as completely as possible, a picture of 


what he wants the patient to feel or to do. 
The lighter the trance, the less emphatic should the suggestions be. In ex- 
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tremely superficial hypnotic states, the patient may be instructed that he need 
not concentrate too closely on the suggestions of the therapist, but rather should 
fixate his attention on a restful train of thought. This technique is based on the 
idea that the patient’s resistances can be circumvented in this manner. A logical 
explanation may be presented of why suggestions will work, along such lines as 
that the unconscious mind is capable of absorbing and utilizing suggestions 
even though the conscious mind may resist them. 

If the patient is in a medium or deep trance, suggestions should be framed 
in as simple a manner as possible. The patient, especially when he is in deep 
hypnosis, should repeat what is expected of him. Otherwise he may be so 
lethargic that he may not understand clearly the nature of the commands. If he 
is a somnambule, he may be instructed to carry out instructions even though 
he does not remember that they were formulated by the therapist. It is also a 
good idea in somnambulistic patients to give them a posthypnotic suggestion 
to the effect that they will be unresponsive to hypnotic induction by any person 
except the therapist. This will prevent the patient from being victimized by an 
amateur hypnotist who may very well undo therapeutic benefits. 

If facts important in the understanding of the patient's condition are un- 
covered in hypnosis, these may or may not be brought to the patient's attention, 
depending upon their significance and upon the ability of the patient to tolerate 
their implications. It is best to make interpretations as superficial as possible, 
utilizing knowledge one has gained in working with the patient to guide him 
into activities of a creative nature which do not stir up too much conflict. 

Termination of hypnosis by having the patient sleep for a few minutes 
before interruption is advantageous. The patient is simply instructed that he 
will continue to sleep for a designated number of minutes, following which he 
will be awakened. The period of sleep may range from two to fifteen minutes. 
Where the patient is able to dream on suggestion, this period may profitably 
be utilized to induce dreams either of a spontaneous sort or of a nature relevant 
to the particular trends elicited during the trance. 

There is no set rule as to how much time to devote to hypnosis during 
each session. Except for the initial induction period, the trance need not exceed 
one-half hour. Ample time should be allowed to take up with the patient his 
problems both before and after hypnosis. His reaction to the trance may also be 
discussed. 


INTERCURRENT INCURABLE SOMATIC ILLNESS 


The incidence of an intercurrent incurable physical illness constitutes an 
emergency in some patients. Development of such conditions as multiple 
sclerosis, brain tumor, Hodgkins disease, cancer, cerebral hemorrhage or throm- 
bosis, or of a coronary attack, will make it necessary for the therapist to take 
stock of the reality situation and perhaps to revise therapeutic goals. Essential 
also is a dealing with the emotional impact of the intercurrent illness on the 
individual. Insight therapy may have to be halted, and supportive approaches 
implemented. 
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Where the person is suffering from a non-fatal illness, and where there is 
a possibility of a residual disability, as in coronary disease, apoplexy, tuberculo- 
sis and various neurologic disorders, an effort must be made to get the patient 
to accept his illness. A desensitization technique may be utilized, encouraging 
the patient to discuss his illness and to ventilate his fears concerning it. The 
need to recognize that his illness does not make him different from others, that 
all people have problems, some of which are more serious than his own, that 
it is not disgraceful to be sick, may be repeatedly emphasized. 

Persuasive talks may be given the patient to the effect that the most im- 
portant thing in his achievement of health is to admit and to accept the limita- 
tions imposed on him by his illness. This need not cause him to retire in defeat. 
He will still be able to gain sufficient recognition and success if he operates 
within the framework of his handicap. It is most important for his self-respect 
that he continue to utilize his remaining capacities and aptitudes, expanding 
them in a realistic and reasonable way. Many people suffering from a physical 
handicap have been able to compensate for a disability in one area by becoming 
proficient in another. 

In patients who tend to regard their disability as justifying a completely 
passive attitude toward life, an effort must be made to stimulate activity and 
productiveness. The dangers of passivity and dependency, in terms of what 
these do to self-respect, are stressed. The person is encouraged to become as 
self-assertive and independent as his handicap will allow. 

Where it is important for the patient to relax and to give up competitive 
efforts, persuasive therapy may be combined with a reassuring, guidance ap- 
proach aimed at externalizing his interests along lines that will be engaging, 
but not too stimulating. The cultivation of a different philosophy toward life, 
directed at enjoying leisure, and looking with disdain on fierce ambitious 
striving, will often help the patient to accept this new role. 

Severe intractable pain which does not respond to the usual non-narcotic 
analgesics, and which is extremely disturbing to the patient, may require psycho- 
surgery (lobotomy). 

In progressive, incurable and fatal ailments there may be a temptation to 
stop therapy on the basis that nothing more can be done for the patient. Ac- 
tually, the patient may need the therapist more now than before the ailment 
had developed. Where the patient has no knowledge of the seriousness of his 
condition, as, for instance, inoperable cancer, the decision of whether or not to 
inform him of his calamity is a grave one which will influence the degree of 
his suffering in the remaining days of his life. In some cases it is unwise to 
burden him with the full seriousness of his condition. Statements may be made 
to the effect that he has a condition which his physician has classified as one 
that will get worse before it gets better. Many persons cling to a straw extended 
to them by an authority and maintain a positive attitude to the end. Where this 
ruse is considered advisable, the patient's family will have to cooperate. 

In other patients, it may be more practical to inform them, if they do not 
already know, of the fact that they have a progressive ailment. They may be 


596 THE TECHNIQUE OF PSYCHOTHERAPY 


told that everything will be done to reduce pain and suffering and to keep the 
patient in as good health as possible. Persuasive suggestions to face his remain- 
ing months with calmness and courage may be very reassuring to the patient. 
The patient may be told that while his life span is limited, he may extend and 
enjoy it by the proper mental attitude. A guidance approach helps reduce the 
disturbing effect of environmental factors, and permits the patient to divert his 
interests toward outlets of an enjoyable nature. Where the patient is so dis- 
posed, he may be encouraged to cultivate religious interests in which he may 
find much solace. 


50 


Psychotherapy in Special Conditions 


THE PRINCIPLES OF PSYCHOTHERAPY THAT HAVE BEEN OUTLINED, AND 
the technical procedures that have been delineated, apply to all emotional prob- 
lems and conditions irrespective of clinical diagnosis. It is possible, with the 
proper kind of working relationship and the adroit use of appropriate tech- 
niques, to approach goals of personality reconstruction in any syndrome. Ex- 
perience, however, has shown that certain kinds of conditions make extensive 
therapeutic objectives difficult to achieve, and that they seem to respond favor- 
ably to specific techniques or combinations of methods. In this chapter, we 
shall consider the problems and modifications often encountered in the treat- 
ment of the different neurotic, psychophysiologic, personality and psychotic 
disorders. 


PSYCHONEUROTIC DISORDERS 
1. Anxiety Reactions (Anxiety States, Anxiety Neuroses) 


The average patient with an anxiety reaction is so upset by his symptoms 
that relief from suffering constitutes his prime motivation. Because he feels 
helpless and frightened, he is apt to demand an authoritative, directive relation- 
ship in which he is protected and through which he obtains immediate symp- 
tomatic relief. To abide by these demands will mean that the therapist will have 
to employ supportive measures which may or may not be successful in abating 
anxiety. Where successful, the patient may lose his incentive for further therapy 
and be contented with his symptom-free state, even though this may be 
temporary. Where unsuccessful, he may lose confidence in the therapist and 
then go off elsewhere in search of relief. 

It is important, therefore, to work on the motivation of the patient in order 
to get him to accept insight therapy. This may prove to be a more formidable 
task than the therapist had calculated. Because repression is a chief defense 
against the conflicts which inspire anxiety, the patient may be reluctant to chal- 
lenge any coping mechanism he has elaborated, though it be inadequate in deal- 
ing with his difficulty. Resistances against insight are manifold and ingenious. 
Sometimes repression is so powerful that only a transference neurosis is capable 
of breaking it down and of revealing the underlying sources of conflict. 

Where anxiety interferes with treatment, temporary mild sedation may be 
helpful, during which period it may be possible to set up a working relationship 
and to begin active therapy. One must recognize, however, that sedatives are 
ptops the patient may be reluctant to give up. Under circumstances of especially 
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intense anxiety, narcotherapy may be useful; and where anxiety mounts to panic, 
sub-coma insulin therapy is of possible value. 


2. Conversion and Dissociative Reactions (Conversion Hys- 
teria) 


The basic defense employed in conversion and dissociative reactions is re- 
pression. Therapeutic techniques must be organized to resolve repression and to 
deal with inner conflicts. Transference analysis, especially with the working- 
through of a transference neurosis, is ideally suited to the cure of this disorder. 
From the viewpoint of mere handling and removal of symptoms, hypnosis is 
classically of value. However, while hysterical symptoms can often be elimi- 
nated in relatively few hypnotic sessions, the dramatic, infantile and self- 
dramatizing personality constellation associated with this reaction will require 
prolonged psychotherapy, preferably along reconstructive lines. Unfortunately, 
even though insight therapy is accepted by the patient, a great many impedi- 
ments will become manifest during the course of treatment in the form of 
intellectual inhibitions and other devices to reinforce repression. 

Whereas insight therapy is the best treatment for this condition, circum- 
stances of obstinate resistance, of faulty motivation, and of profound secondary 
gain may prevent any other but a supportive approach. 

Symptom removal by authoritative suggestion, with or without hypnosis, 
is occasionally indicated, particularly where the symptom produces great 
physical discomfort and interferes with the individual’s social and economic 
adjustment. There are some symptoms which serve a minimal defensive purpose 
in binding anxiety. The inconvenience to the patient of such symptoms is an 
important incentive toward their abandonment. Where the symptom constitutes 
a plea for help, love and reassurance on the basis of helplessness, the therapist, 
by ordering cessation of symptoms, virtually assures the patient of support and 
love without his needing to utilize symptoms for this purpose. 

Such symptoms as paralysis, aphonia, visual disorders, anesthesia, astasia- 
abasia and hysterical contractures may often be removed in relatively few ses- 
sions with a strong authoritarian approach. One must not overestimate the 
permanency of the cure, however, since the original motivations which spon- 
sored the symptom are not altered in the least, and a relapse is always possible. 
Consequently, wherever the therapist can do so, the patient should be prepared 
for further therapy by explaining the purposeful nature of his symptom and its 
source in unconscious conflict. 

Since hysteria often represents a reaction to unpleasant circumstances which 
stimulate inner conflicts, a guidance approach is sometimes utilized in appro- 
priate cases to adjust the patient to environmental demands from which he can- 
not escape, and to help him to modify existing remediable situational difficulties. 
It may be possible to get an hysterical individual to make compromises with his 
environment so that he will not be inclined to overreact to current stresses. 
Here, too, an attempt must be made to acquaint the person with the fact that his 
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symptoms, though inspired by external difficulties, are actually internally spon- 
sored. Once the patient accepts this fact, therapy along insight lines may be 
possible. 

The treatment of hysteria through hypnotic symptom removal and by 
guidance therapy are least successful where the symptom serves the purpose of 
providing intense substitutive gratification for sexual and hostile impulses. 

Difficulty will also be encountered where the symptom tends to reinforce 
the repression of a traumatic memory or conflict, as in amnesia. The extent of 
amnesia varies. It may involve a single painful experience in the past, or it may 
include a fairly wide segment of life. It may actually spread to a point where the 
person loses his identity and forgets his past completely. Amnesia serves the 
defensive purpose of shielding the individual from anxiety. The intractibility of 
an amnesia, consequently, is related to the amount of anxiety bound down, and 
to the ego resources that are available for coping with the liberated anxiety. 
The fear of being overcome by anxiety may be so great that an impenetrable 
block to recall will exist despite all efforts to reintegrate the person to his past 
memories. Indeed, the fear of uncovering a memory may be so strong that the 
person will resist trance induction. 

Where resistance to hypnosis is encountered, a light barbiturate narcosis, 
either oral or intravenous, may remove the block. A trance, once induced, is 
deepened, and a posthypnotic suggestion is given the patient that he will hence- 
forth be responsive to hypnosis without narcosis. 

It must again be emphasized that while certain hysterical symptoms may 
be treated rapidly through short-term treatment, the basic personality problems 
which are associated with the hysterical disorder will necessitate a considerable 
period of insight therapy. 


3. Phobic Reactions (Anxiety Hysteria) 


Anxiety may be controlled by displacement of inner dangers onto external 
objects or situations. Due to its apparent protective quality, the phobia may 
become fixed, the patient manifesting the greatest obstinacy in facing it. The 
treatment of phobic reactions may consequently be very difficult. The residual 
repressions frequently require the creation of a transference neurosis before 
they can be resolved. Because the individual feels helpless in dealing with his 
anxiety, he is apt to regress to a childlike kind of relationship with some person, 
usually a parent or mate, who becomes a parental substitute toward whom he 
evidences a hostile, dependent attitude. This “blind alley” may consume a great 
deal of the therapist's attention, diverting him from dealing with the original 
conflictual sources. 

The only satisfactory way of treating phobic reactions is by insight therapy, 
preferably with reconstructive goals. In the process of treatment, the therapist 
will constantly have to handle the patient’s discouragement at the persistence 
of his phobias and his tremulous anticipation of bouts of anxiety. 

Where the patient is not motivated for an insight approach, very little can 
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be done for him therapeutically. In isolated cases, persuasion, reconditioning, 
and desensitization may partially alleviate the phobia. Through persuasive meth- 
ods an attempt is made to build up the individual’s self-confidence and self- 
esteem, encouraging him to engage in activities which will overcome his phobia. 
Unfortunately, although the patient is apt to make a better adjustment, and 
may learn to control his fears on the basis of positive benefits he derives from 
their conquest, he will still experience panic reactions, and he will have to force 
himself over and over again to face fear-provoking situations. 

Associated with persuasive techniques, techniques of self-mastery through 
autosuggestion are advocated by some therapists as a supportive device. The per- 
son fortifies himself to face a phobic situation by minimizing its fearful aspects, 
and by concentrating on the pleasure values incidental to the phobic pursuit. 
Persistent suggestions to gather courage and to master his fears may inspire 
sufficient fortitude to pull the person successfully through a situation he or- 
dinarily would be unable to face. Needless to say, such techniques are palliative 
and results are temporary at best. 

Another means of supportively treating phobias is by desensitization. The 
aim in desensitization is to get the patient to master his fears by actually facing 
them, It is essential for the individual to expose himself repeatedly to the 
phobic situation, in order that he may finally learn to conquer it. For example, 
if a person fears open spaces, or going outdoors, he can, on the first day, walk 
several steps from his house, and then return. On the second day, he may in- 
crease the distance between himself and his house, and similarly on each day 
thereafter until he is able to walk a considerable distance from his home. The 
hope is that triumph over deliberately stimulated fear will desensitize him to 
its influence, although this is the exception rather than the rule. 

In the event an insight approach is employed, some therapists find hypno- 
analysis adjunctively helpful in tracing the origin of a phobia. In cases where a 
fear has been produced by an incident so terror-inspiring that it has been re- 
pressed, it may be possible to get the person to recall the original emotional ex- 
perience under hypnosis and then to reevaluate the situation in terms of his 
present-day understanding. A helpful technique is to regress the person to a 
period prior to the development of the phobia, and then gradually to reorient 
him in his age level to later and later periods of life, until the original situation 
associated with the development of the phobia has been uncovered. Where the 
phobia is complicated by a character disturbance that originated early in life, it 
will be necessary to produce a more or less drastic reorganization of the pet- 
sonality through further therapy after the phobia has been analyzed and its 
sources determined. 


4. Obsessive-compulsive Reactions (Obsessive Neurosis, 
Compulsion Neurosis) 


The treatment of obsessive-compulsive reactions is notoriously difficult. 
Not only is it necessary to deal with nascent anxiety, which becomes particularly 
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pronounced when obsessional ideas break loose, but more significantly one must 
manage the hostile, distrusting, dependent character structure that is a com- 
ponent part of the disorder. 

Attitudes toward the therapist are so ambivalent that a working relation- 
ship may never develop. On the one hand, the patient desires to be dependent 
on the therapist, and toward this end he will employ varied techniques like 
making himself obsequious, ingratiating and submissive. On the other hand, in 
spite of the fact that he desires to be dependent, he will resent dependency. He 
will express hostility toward the therapist, either openly or covertly. While on 
the surface he may exhibit a great deal of deference, inwardly he is rebellious 
and he is fired with much resentment. The dreams he displays, related to the 
transference, demonstrate the intense hostility he feels toward the therapist. The 
patient looks upon his impulses for dependency and compliance as threats to 
his independence and to his capacity to function by himself. 

The battle with the therapist can go on for a long time without the pa- 
tient’s being aware of how he seeks to make himself dependent, and at the 
same time to detach himself. While he asks the therapist for help, he will stub- 
bornly oppose accepting the therapist's interpretations or suggestions. He may 
become tremendously demanding and insist on being relieved of his symptoms; 
yet, when attempts are made to help him in a positive way, he will resist these, 
and then act hostile toward the therapist for not helping him more. The rigidity 
he displays during therapy is manifested in intellectualizing what is going on. 
This serves as a defense against his feelings. Many compulsive persons are 
capable of learning the mechanisms of their illness, but this seems to have not 
the slightest effect upon the intensity and severity of their symptoms. Their 
tendencies to doubt make interpretations difficult. When they do accept inter- 
ptetations, evincing interest in what goes on in their psyche, it is quite apparent 
that they do not feel what they intellectually accept. The “isolation” of the 
intellectual processes from the emotional content makes therapy extremely 
difficult. 

The compulsive individual may attempt to disarm the therapist by obeying 
punctiliously every suggestion or command expressed or implied. While he may 
be responsive on the surface, inwardly he maintains a tremendous amount of 
scepticism about what goes on. One may attempt to change the patient's way of 
life by pointing out prevailing contradictions. Though the patient seems to have 
accepted and understood thoroughly the implications of his difficulties, and 
though he voices a desire for change, the way he acts outside the therapeutic 
situation indicates that he has not really absorbed the insight he had verbalized. 
Sometimes the behavior of the patient is in a direction opposite to his intel- 
lectual understanding. Partly responsible is the fact that the patient seeks to 
ridicule the therapist by contradicting his suggestions. 

Compulsion neurosis does not respond to insight therapy as well as do 
other neurotic syndromes. It can be treated, of course, but the therapist must be 
extremely skilled in the handling of the transference, and he must have much 
fortitude to tolerate the vicissitudes that will come up in the course of treatment. 
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Frequently, the most that can be done is to fortify the patient’s failing 
defenses, and to get him to function with the personality makeup he had prior 
to the development of disabling symptoms. The complicating element is that 
detachment, which is one of his primary defenses, may be the symptom the pa- 
tient desires most to abandon. He seeks to live a better life, and he is thoroughly 
disgusted with his detachment. He understands that he is missing many of 
life’s pleasures. But he cannot stop being detached. When the patient realizes 
that yielding his detachment creates in him anxiety and turmoil, and when he 
appreciates that he cannot help being isolated from people, he may become de- 
pressed. In some instances desperation can even drive him to suicide. 

Whenever possible, therefore, the therapist must attempt not only to con- 
trol the patient’s symptoms, but to promote sufficient alteration in the character 
structure to petmit of a reasonable functioning with people in a close relation- 
ship situation. Where the patient has a motivation to gain normal satisfactions 
in life, and where he realizes that his detachment, obsequiousness, perfection- 
ism, meticulousness, obstinacy and other character traits create difficulties with 
people and prevent enjoyment in living, he may then have the incentive to 
tolerate and to work through the anxieties incumbent upon giving up these 
traits. 

The therapy of compulsion neurosis or compulsive-obsessive personality 
disorders must take into account the patient’s dependency, the profoundly hos- 
tile impulses he has toward people, his need for detachment, the tendency to 
“isolate” intellect from feeling, and the magical frame of reference in which his 
ideas operate. 

Among the most important tasks to be achieved in therapy are: demonstrat- 
ing to the patient that his symptoms have a definite cause and that they stem 
from no magical source, that aggression is a common impulse originating in 
hostile attitudes, that he can express a certain amount of hostility without de- 
stroying other people or injuring himself, and that he can relate to a person 
without needing to make himself dependent or compliant. 

Some therapists find a combination of insight and supportive therapy the 
best treatment for obsessive-compulsive reactions. A transference neurosis is 
avoided and techniques like guidance, persuasion and reassurance are used 
whenever necessaty. 

At the start of therapy, the patient is often bewildered, tense, and torn by 
ambivalent strivings. He pleads for relief and often assumes that the therapist 
is delinquent in his responsibility by failing to annihilate his symptoms. He may 
furiously insist that he feels no better, that he has uncontrollable impulses to do 
damage to himself and others, that he is impelled to engage in sexual activities 
which repel him, that he is helpless in coping with his tension and panicky 
feelings. It is essential to explain to him that his symptoms and feelings have a 
meaning, and that it is necessary to understand some of the factors creating his 
difficulties before they can be corrected. As a general rule, the patient will be 
skeptical about this explanation, since inwardly he believes that his trouble is 
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caused by some sort of evil magic. Only when he establishes a feeling of con- 
fidence in the therapist is it possible to influence his superstitious nature. 

Where the patient is very upset, he may be given reassuring and persuasive 
suggestions to the effect that he can get well, that others sicker than himself 
have been able to experience relief from their symptoms, and that, if he has the 
desire to recover, he will want to do what is essential in overcoming his difficul- 
ties. 

One of the most important things he must realize is that his symptoms are 
not the product of supernatural forces, but rather follow scientific laws of 
cause and effect. Understandably, because he is victimized by fear, tension and 
panicky feelings, which seemingly come from unknown sources, he has been 
unable hitherto to ascertain the meaning of his symptoms. However, the reasons 
he suffers will become known to him as he begins to connect events in his en- 
vironment with how he feels, Nothing in the universe happens by chance. If 
he hears a sound, he knows very well something has created the sound. Science 
has definitely shown that a causal relationship exists in the world. 

The patient is usually reassured by such a talk, since he does not want to 
be at the mercy of wicked, inscrutable forces over which he has no control. 
These forces are nightmarish in quality and give him the feeling of being 
manipulated by demons. It must be remembered that the compulsion neurotic 
often thinks in terms akin to witchcraft. To be advised by a person he respects 
that a matter-of-fact cause is responsible for his agony, gives him much solace. 
Accepting this explanation on faith, however, is not enough. It is essential to 
point out to him how, when he gets involved in specific environmental difficul- 
ties, his symptoms become exacerbated. 

A persuasive technique is sometimes expedient. The patient is first re- 
assured about his obsessive fears and impulses. He is told that, were he actually 
going to execute them into action, he would not now be tormenting himself so. 
The chances are that he will not perpetrate any of the wicked deeds of which 
he is so frightened. 

For instance, if he fears he may become violently dangerous and kill 
people, he may be shown that actually he expresses aggression far less freely 
than the average person. As a matter of fact, he probably fails to exhibit even 
ordinary amounts of assertive aggressiveness. He is encouraged to observe him- 
self in his daily reactions with people, to see whether he is not restricting a 
show of aggressive feeling. 

One of the tendencies of the compulsive neurotic is to keep tormenting 
himself with his fears and anxieties. A masochistic element undoubtedly exists 
here. It is sometimes helpful to point out to the patient that occupying his mind 
with frightening ideas stirs up tension and physical symptoms. The patient may 
be reminded that the mind is closely linked to all the organs in his body. Up- 
setting ideas can thus upset all of the bodily organs. More perniciously, irritat- 
ing the mind with frightening and uncomfortable thoughts may delay mental 


healing. 
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The patient may be asked to practice changing the type of thinking that 
pteoccupies him. This may not be successful at first, but it will begin to work 
after a while. What is necessary is that he begin to direct thoughts away from 
concern with his obsessions to some other group of ideas. This could be some 
activity, or hobby, or some period in life when his happiness was greatest. The 
patient is warned about the difficulty of controlling his thinking at first. He 
will be tempted to tease and torture himself with his fears, just like picking at 
an irritating sore. Surely the sore may be provoking. It itches, and the person 
wants to scratch it; but as long as he does, healing will be delayed. It is the 
same with irritating ideas. Even though these are provoking, it is necessary pur- 
posefully to divert thoughts into some other channel. This persuasive approach, 
though superficial, often helps the patient to exercise some control over his 
obsessions which otherwise would tend to preoccupy him to distraction. 

A word is necessary concerning dependency in the compulsion neurotic. 
Because of the patient's desires for dependency, and because of the difficulty in 
controlling a neurotic transference, it may be best not to permit the patient to 
come too frequently for treatments. Should treatment sessions be too concen- 
trated, the patient may become inordinate in his demands on the therapist on 
the basis that he cannot function by himself. Therapy once or twice weekly is 
ample in most cases. 

It is helpful to give a Rorschach test to compulsion neurotics to see whether 
any elements of schizophrenia are present. Some compulsion neurotics are very 
close to schizophrenia, and in such individuals the therapist will have to be 
careful in offering authoritative interpretations. Rather, one should be reassut- 
ing, manipulating the individual’s environment so that he can function as effec- 
tively as possible with his existing personality equipment. The prognosis for 
extensive goals here may not be too favorable; nevertheless, a great deal can be 
done for the patient when therapy is oriented along lines such as are used in 
schizophrenia. Should a reconstructive approach be attempted, the chances are 
that the therapist will be rewarded with a therapeutic failure. The ego is usually 
too weak to handle the anxiety that will be released. Compulsion neurotics with 
this type of weak ego structure may develop psychotic-like excited episodes 
irrespective of the kind of therapy employed. Convulsive therapy may be ex- 
pedient here. 

The prognosis for goals of restoration of equilibrium will depend upon 
the severity of the condition and the amount of ego strength that exists. It 
will also depend upon the length of time the patient has been ill. In some 
instances, compulsive-obsessive patterns appear to be of relatively recent dura- 
tion, the compulsive difficulty having developed as a result of external pressures 
and problems to which the patient could not adjust. Under these circumstances, 
the prognosis is much more favorable than where the compulsive illness has 
been with the individual ever since puberty. Patients who do not respond to 
psychotherapy, and whose anxiety and suffering become unendurable may ulti- 
mately require transorbital lobotomy, which, in some cases, will control symp- 
toms where everything else fails. 
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5. Depressive Reactions (Reactive Depression, Psychoneurotic 
Depression) 


Depressive reactions are symptomatic of basic conflictual problems and 
constitute a special way of dealing with anxiety. They require an insight form 
of therapy. The therapist must always be on the alert to prevent suicide should 
the depression become too deep. This is a possibility in all cases, but especially 
in those patients who haye already made a suicidal attempt. Sometimes benze- 
drine or dexedrine help to lift the apathy and sluggishness that are symptomatic 
of this condition. Mild hypnotics at night may be required for insomnia. Where 
the depression becomes too deep, electric convulsive therapy will be necessary. 


PSYCHOPHYSIOLOGIC AUTONOMIC AND 
VISCERAL DISORDERS 


Psychophysiologic (psychosomatic) disorders are often rooted in deep dis- 
turbances in the personality organization engendered by defects in the earliest 
contacts of the infant with the mother. The personality structure of the patient 
consequently contains dependent, hostile and masochistic elements which tend 
to obstruct a good working relationship. Because the ego is more or less fragile, 
anxiety, mobilized by the transference and by interpretation, may be intolerable. 
Insight therapy may, therefore, have to be delayed in favor of preparatory sup- 
portive techniques, during which the patient is permitted to transfer his de- 
pendency to the therapist. 

The negative elements of the relationship with the therapist must con- 
stantly be worked on, the therapist alerting himself to hostile manifestations 
which the patient will tend to repress. Once a good working relationship is 
established, exploration of repressed strivings, needs and conflicts with cautious 
interpretations may be attempted. Exaggeration of the patient's physical symp- 
toms is a common sign of resistance. When symptoms increase in intensity, the 
patient may be tempted to leave therapy. Treatment is generally a long-term 
proposition, since the deep personality problem associated with the symptoms 
resolves itself slowly. 

A constant danger during insight therapy is the unleashing of excessive 
quantities of anxiety, usually the result of too speedy symptom removal or too 
rapid dissipation of defenses. Often the somatic disturbance represents the most 
acceptable avenue available to the patient for the discharge of anxiety and hos- 
tility. Because the ego has been unable to handle these emotions on a conscious 
level, the mechanism of repression is invoked. Where this mechanism is threat- 
ened without a coordinate strengthening of the ego, where the person becomes 
prematurely aware of unacceptable conflicts and strivings, there is definite 
danger of precipitating a crisis. The patient may exhibit such intense anxiety 
that he will employ certain neurotic mechanisms to bind this emotion. He may, 
for instance, develop hysterical or compulsive symptoms, or he may display 
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characterologic defenses. Anxiety may nevertheless get out of hand and shatter 
the ego, precipitating a psychosis. 

In some cases it may be impossible to do more for the patient than to give 
him supportive therapy. For instance, persuasion and guidance may enable the 
patient to organize his life around his defects and liabilities, to avoid situations 
that arouse conflict and hostility, and to attain, at least in part, a sublimation 
of his basic needs. The object here is to bolster the ego to a point where it can 
handle damaging emotions more rationally, as well as to improve interpersonal 
relationships so that hostility and other disturbing emotions are not constantly 
being generated. In some instances, such therapies help to liberate the indi- 
vidual from the vicious cycle of his neurosis, facilitating externalization of in- 
terests, increasing self-confidence, and indicating ways of discharging emotions. 

The therapeutic relationship is kept on as positive a level as possible, an 
attempt being made to show the patient that his symptoms are not fortuitous, 
a causal relation existing between his symptoms and his difficulties in dealing 
with life. The circumstances under which symptoms become exaggerated are 
investigated with the object of determining areas of failure in interpersonal 
functioning. Once a pattern is discerned, its significance and origin are ex- 
plored. Finally, the patient is encouraged to put into action his retrained atti- 
tudes toward life and people. 

Where the patient is coordinately under the care of an internist, coopera- 
tion between the therapist and internist will insure the best results. 


PERSONALITY DISORDERS 


The therapy of many personality (character) disorders is difficult because 
of what has been called the “negative therapeutic reaction.” The patient almost 
always utilizes his relationship with the therapist as a focus for his various 
character drives. He may subject the therapist to attitudes of contempt and 
ridicule. He may seek to vanquish, provoke, and to hurt him in subtle ways. He 
may slavishly subject himself to ingratiating or masochistic tactics to win the 
tribute, affection and support he believes he deserves. Feelings of self-devalua- 
tion and hopelessness often permeate his outlook and lead him to anticipate 
failure in therapy. In spite of the fact that the individual may be talented and 
outwardly successful, the inner image of himself is depleted and contemptible. 
Self-devaluation acts as a potent block to treatment. The patient seems to utilize 
the facade of helplessness to avoid making any effort to get well. 

Because of the vulnerability of the relationship with the therapist, inter- 
pretations are apt to be regarded by the patient as a blow to his self-esteem, 
initiating depression, rage or anxiety. They are evidences that the therapist does 
not approve of him. The patient is apt to intellectualize the entire therapeutic 
process, using his knowledge either as resistance or as a means of fortifying 
himself against change. Despite all logic, the patient strives to wedge therapy 
into the framework of his distorted attitudes toward life. He exhibits feelings 
of rejection and of distrust, and at the slightest challenge from the therapist 
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his defenses crumble, leaving him in a state of collapse and despair. He may 
then show a psychic rigidity that refuses to yield to reason or entreaty. 

The initial aim in therapy in personality disorders must be toward a solidifi- 
cation of the working relationship. This process is expedited where the patient 
does not feel forced to comply with demands he believes are against his inter- 
ests. Analytic probing and exploration of unconscious material should be in 
the most tentative terms. 

Until the patient is capable of understanding that many of his attitudes 
toward the therapist have no basis in reality, but are rather an outgrowth of 
personal difficulties, interpretations must be delayed. Attempts are first made to 
establish a positive relationship without analyzing its source. Hostile feelings 
toward the therapist and other irrational impulses which interfere with a good 
relationship must be dealt with actively. It may be necessary to confine the entire 
treatment hour to current problems, shying away from historical material. Only 
when the patient's relationship with the therapist becomes more congenial will 
it be possible for him to benefit from attempts to connect historical data with 
his present difficulties. 

During the course of treatment, the patient will seemingly modify his 
attitudes toward the therapist, but in this alteration the therapist must search for 
areas of resistance. For instance, a submissive, ingratiating attitude, which is a 
cover for a fear of abandonment, may, upon interpretation, be replaced by an 
apparently sincere attempt to search for and to analyze inner problems. The 
therapist may, if the patient is observed closely, detect in this attitude a fraudu- 
lent attempt to gain security by complying with what the patient feels is ex- 
pected of him. While the patient appears to be analyzing his problem, his real 
motive is to gain security by adjusting himself to what he considers are the 
demands of the therapist. In this way, the process of therapy itself becomes a 
means of indulging his neurosis. 

In analyzing resistances, their sources in infantile attitudes and condition- 
ings usually become apparent. Eventually it is essential to bring the patient to 
a realization of how the machinery with which he reacts to the world now is 
rooted in early conceptions and misconceptions about life. The interpretation of 
character strivings does not suffice to change their nature, for they are the only 
way the patient knows of adjusting; they are to him “‘ego-syntonic,” 

A breakdown of character strivings often brings out in sharp focus the 
repressed needs and impulses from which the strivings issue. When the patient 
becomes cognizant of the conflicts which produce his destructive interpersonal 
attitudes, he has the best chance of taking active steps toward their modification. 

In certain cases, particularly where there are time limitations, the only 
thing that can be accomplished is to adjust the person to his neurosis in as ex- 
pedient a manner as possible. Environmental manipulation may be necessary to 
take pressures off the patient. He may be shown how to adjust himself to the 
reality situation. For instance, if the patient has a strong striving for perfection- 
ism which drives him incessantly into positions he cannot handle with his in- 
tellectual and physical equipment, he may be shown how he can confine him- 
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self to a project which he can master proficiently. Whereas the scope of his 
operations may be limited, he can indulge his perfectionistic strivings in a cir- 
cumscribed way, gaining some measure of gratification in this. If he is inordi- 
nately dependent, it may be pointed out that he can maintain a certain freedom 
of action in spite of the fact that he has to lean on authority. If he has a power 
impulse, avenues for its exercise through competition may be suggested. This 
approach, of course, merely panders to the patient's neurosis, but it may be the 
only practical thing that can be done for the time being; in many cases, it will 
make the patient’s life immeasurably more tolerable. 

Whenever possible, the patient should be brought to an awareness of the 
nature, genesis and dynamic significance of his character trends. He should be 
encouraged to observe how his strivings and defenses operate in everyday life, 
and to scrutinize ways in which he can change his attitudes toward people. 

While character trends can be classified in such categories as dependency, 
power strivings and detachment, they are always interrelated and the fusion 
makes for a picture that is unique for each individual. Behavior is not the 
static product of a group of isolated trends, but rather is a complex integrate 
of a number of drives. The product of this intermingling differs from any 
of the component strivings. That is, if the person is compulsively modest, is 
fired by perfectionism, is unconsciously arrogant and aggressive, some of these 
traits will tend to neutralize and some to reinforce each other. Nevertheless, for 
treatment purposes, character disorders may be regarded in terms of the most 
dominant trend. 


1. “Inadequate,” Infantile and Dependency Patterns 


The treatment of extreme “inadequacy” and dependency reactions poses 
special problems. Dependent persons are often brought to the therapist for 
treatment not because they feel a need for change, but rather because parents, 
marital partners, or friends insist that something be done for them. Visits to 
the therapist, in such cases, are kept merely as a formality. The patient expects 
that no change will occur, and he will be resistant to any effort to get him to 
participate in the treatment process. The limit of his cooperativeness is to ex- 
pose himself to the therapist during the allotted hour. 

With a defective motivation such as this, little progress can be expected. 
The patient will particularly resent interpretations which he may regard as 
criticisms of himself. He will be antagonistic to any implication that there 
is something wrong with him. He may respond with bewilderment, aggression, 
or pseudo-conformity. Months and even years of therapy may effect little 
alteration in the inner dynamics of the personality. 

So long as the patient has no real incentive for therapy, no change will 
be possible. The sole hope lies in convincing the patient that in the therapist 
he has a friend who will not influence him against his will, and who understands 
and sympathizes with the way he feels. The struggle with the therapist will stop 


PSYCHOTHERAPY IN SPECIAL CONDITIONS 609 


only when the patient senses that the therapist is a person who does not 
challenge his scheme of life, but rather seeks to participate in it. 

The only real way of aiding the patient is to help him to establish a 
contact with the therapist which will assume a more mature form than his 
previous interpersonal relationships. Unfortunately, this is easier said than done, 
because the dependent individual, if he is not fighting the therapist, will 
utilize him in the same way that he uses all authorities—as a prop to security. 

The patient seeks to establish himself with the therapist in ways which 
resemble the infant’s strivings toward the parents. He does not seem to be 
interested in developing resources within himself. Rather, he desires to maneuver 
the therapist into a position where constant favors will be forthcoming. He will 
abide by any rules of therapy in order to obtain this objective, even to the 
apparent absorption of insight. It is most disconcerting, however, to learn that 
assimilated insights are extremely superficial, and that the patient is less in- 
terested in knowing what is wrong with him than he is in perpetuating the 
child-parent relationship. He actually seems incapable of reasoning logically, 
and there is an almost psychotic quality to the persistence of his demands for 
support and direction. 

Interpretations of the patient’s dependency are usually regarded by him as 
chastisement. He will assume that any attempt to put responsibility on his 
shoulders is a form of ill will expressed toward him by the therapist. He will 
demonstrate reactions of disappointment, rage, anxiety and depression, and he 
will repeat these reactions in spite of lip service to the effect that he wants to 
get well. 

In treating a dependency reaction, it is essential to recognize that hostility 
is inevitable in the course of therapy. The demands of dependent people are so 
insatiable that it is impossible to live up to their expectations. Only when the 
patient begins to experience himself as a person with aggressiveness, assertive- 
ness and independence, will he be able to function with any degree of well-being. 
This goal, unfortunately, may in some instances never be achieved. 

Supportive therapy, based on propitiation of the patient's dependency 
needs, is of extremely temporary effect. It is advisable to strive for a therapeutic 
approach in which the individual learns to accept responsibility for his own 
development. 

There are some individuals, however, whose self-structure has been so 
crushed that they will resist any attempt to make the therapeutic situation a 
participating one. Here the treatment program will have to be organized 
around a partial therapeutic goal. The therapist will need to resign himself 
to creating a modicum of security within the patient, and to educating him to 
function with his dependency strivings with as little detriment to himself as 
possible. 

When it is apparent that one cannot work along participating lines, and 
that the patient’s only objective is to make himself dependent on the therapist, 
visits may be cut down to once weekly, the patient being encouraged to engage 
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himself in various outside activities. He may be urged also to affiliate himself 
with a group to which he can make some contribution. 

As much pressure as the patient can bear must be imposed upon him so that 
he will engage in his own choices and decisions. It is to be expected that the 
patient will resent this vigorously, accusing the therapist of refusing to accept 
responsibility in the therapeutic situation. Should this occur, the therapist may 
explain to the patient that were he to pander to the patient's demands for 
support and make decisions for him, this would tend to infantilize the patient. 
It would make him more dependent and more unable to develop to a point 
where he could fulfill himself productively and creatively. He must earnestly be 
instructed that the therapist does not wish to shirk responsibility, but actually 
withholds directiveness out of respect for the patient's right to develop. Al- 
though the patient may still resent the therapist's intent, he will understand 
more and more that unless he begins to make his own decisions, he will never 
get to a point where he is strong within himself. He will realize that security 
will be fostered in proportion to his ability to develop resources capable of 
mediating his needs through his own positive efforts. He will accept the fact 
that, should the therapist be too supportive of him, he will never be able to take 
those steps which will enable him to grow. 

Many patients who seemingly are fixated on a dependent level may, with 
repeated interpretations and injunctions, finally begin to accept themselves as 
having the right to make their own choices and to develop their own values. 
Persistence, however, is the keynote. In therapy, the patient will exploit every 
opportunity to force the therapist to assume a directive role. Nevertheless when 
the patient sees that the therapist has his welfare at heart, he may be able to 
develop more independence and assertiveness. The shift in therapy from a 
directive to a non-directive role calls for considerable skill, and must be tempered 
to the patient’s insight and ego strength. Unless such a shift is made at some 
time, psychotherapy will probably be interminable, and the patient will continue 
on a dependent level requiring the ever-presence of the therapist or some other 
giving person as a condition to his security. 


2. "Schizoid" and Detached Patterns 


The treatment of a patient with a personality problem of detachment also 
presents many difficulties. Such a patient is usually motivated to seek therapy 
because detachment interferes with his livelihood or capacity to achieve social 
or sexual gratification. Often anxiety, which has developed from the individual’s 
effort to emerge from his detachment, is the complaint for which the patient 
wants help. 

The type of therapy employed will depend upon the function of detach- 
ment in the life adjustment of the individual. It will also depend on the ego 
strength of the patient and his capacity to tolerate the anxieties incumbent upon 
relating himself intimately to other persons. 

Detachment may be a means elaborated by the individual to protect him- 
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self from intense dependency strivings. A close relationship poses dangers of 
being overwhelmed, for in it the patient may envisage a complete giving up of 
his independence. Detachment may also be a technique of avoiding injury or 
mutilation which the patient believes will occur when he comes close to a person. 
Finally, it may be a method by which the patient protects himself from fears 
of attacking and destroying others. In treating the patient, therefore, the 
dynamic significance of detachment must be kept in mind and efforts must be 
made to modify the cause if possible. 

One way of estimating the capacity of the patient’s existing ego to tolerate 
interpersonal relationships is through the Rorschach test, especially noting his 
reaction to the color cards. The best way of estimating ego strength is, of course, 
the patient’s actual response to the therapeutic situation, and a study of his 
dreams, fantasies and feelings mobilized by the transference. 

Where the patient’s ego is so weak that it must fortify itself against shatter- 
ing, and where there is little practical possibility of modifying its strength, 
therapy along supportive lines may help the patient to reinforce his character 
defenses and to modify his detachment to some extent in line with a more 
comfortable adaptation. Where the ego strength will permit of close inter- 
personal relationships, insight therapy may result in a real alteration in the 
character structure. 

In treating a detached patient, one must anticipate that there will be 
difficulty for a long time in establishing a close relationship, since this tends 
to mobilize his fears of injury and inspires detachment. Much active work will 
be required in detecting and dissolving resistances to insight. The detached 
patient often has a tendency to intellectualize the entire therapeutic process. He 
will particularly shy away from expressing his feelings, because he will con- 
ceive of them as dangerous. 

Great hostility is bound to arise, which may be disconcerting; but the 
therapist must realize that hostility is a defense against interpersonal closeness. 
It is extremely important that the therapist be as tolerant toward the patient's 
outbursts as possible. The patient will probably attempt to provoke the therapist 
into expressions of counter-aggression to justify attitudes toward people as 
untrustworthy, and his withdrawal from the world as potentially menacing. 

Sometimes the patient may be encouraged to participate in social activities, 
competitive games and sports. Commanding, restrictive directions should, how- 
ever, be avoided. With encouragement, detached people may begin to relate 
themselves with others. In groups they drift cautiously from the periphery to 
the center as they realize that they will not be injured in a close interpersonal 
relationship. Group therapy may sometimes be most rewarding in certain de- 
tached, schizoid individuals, where no pressure is put on them to participate. 

A common reaction in the therapy of detached persons is anxiety, which 
is manifested by disturbing nightmarish dreams or by actual anxiety attacks. 
The reaction will usually be found when the patient experiences for the first 
time real closeness or love toward the therapist. The emotions terrorize him and 
cause him to fear injury or destruction of an indefinable nature. It is essential 


612 THE TECHNIQUE OF PSYCHOTHERAPY 


to deal with this reaction when it occurs by giving him as much interpretation 
as is necessary. Detached patients whose defenses have crumbled may go into 
a clinging dependent attitude when they realize the full weight of their help- 
lessness. Supportive therapy may have to be given here, in an effort to provide 
the patient with an experience in which he receives help without being dom- 
ineered or smothered with cloying affection. 


3. Paranoid or “Anal” Patterns 


A type of personality disorder often found in our culture, characterized by 
a self-entrenched attitude, is one commonly called an “anal” or “paranoid” per- 
sonality. The core of this personality is one of great distrust. This motivates the 
fear of being overwhelmed, and produces great suspiciousness and a desire to 
preserve oneself by warding off all intrusions through the building up of an 
impenetrable wall between oneself and others. The individual seems to want to 
take things in, but to give up little. Associated are impulses of stinginess, order- 
liness, cleanliness, obstinacy and sadism. 
The function of most of these traits is to preserve the wall that protects 
_ the person from others. Cleanliness becomes a means of warding off contacts 
with the outside world. Orderliness is a technique that keeps things in place 
so that the individual may not be caught unaware. Obstinacy is a technique 
of fighting off overwhelming power by negativism. Sadism stems from a feeling 
of weakness within oneself, and from the necessity to deal with others in kind 
through domination and force. One of the motivants of homosexuality, which 
often appears in this type of personality, is a fear of people of the opposite 
sex, who are not to be trusted because they are different from oneself and hence 
potentially evil. Intimacy with persons who are more familiar because they have 
the same sexual organs is less threatening. Homosexuality also represents a means 
of destroying others, of making oneself passive and dependent, and of gaining 
power. Love is conceived of as dangerous; indeed, any outgoing feelings are 
dangerous. 

There is much to indicate, in this personality disorder, that difficulties in 
relationships to parents occurred at the stage of social and toilet training, at 
which time intolerable frustrations were imposed on the child. During this 
period of development, the ego expands, and the child experiences a desire for 
mastery and dominance. He is exposed, however, to parental disciplines which 
challenge his claims for mastery. The child may strive to cling to his sense 
of power by conforming as little as possible to demands made on him. Toilet 
training usually becomes the arena in which he proves he can gain mastery over 
his parents. An ambivalent attitude exists in that he also realizes that by con- 
forming to the demands of his parents in establishing habits of cleanliness, he 
will obtain their love and support. Nevertheless, his desires for power and 
mastery conflict with this aim and create impulses to retain fecal material or to 
soil. It is probably for this reason that excretory activities become so overvalued 
and constitute symbols of danger and destructiveness in dream and fantasy life. 


PSYCHOTHERAPY IN SPECIAL CONDITIONS 613 


Punishment inflicted by others and self-punishment may actually be symbolized 
by anal punishment. The intense hostility that is generated in this condition 
may be projected outward in a paranoid reaction. An obsessive-compulsive 
neurosis is also common when the character facade fails. Understandably, the 
patient, for a long while, will regard therapy as a personal encroachment. 

Patients with this type of problem tend to intellectualize the therapeutic 
process. This serves as a defense against feeling. Sometimes all that can be 
done for the patient is to give him as much insight as he can tolerate, in this 
way cooperating with his need to intellectualize therapy. Interpretations should 
deal with the more superficial character defenses rather than with the deep 
hostile and sexual content. They must be made in a reassuring manner. A per- 
suasive approach as outlined for compulsion neurosis is usually best, although 
in some cases insight therapy is possible. 


4, Power Patterns 


Another type of personality disorder is one in which power impulses pre- 
dominate. In this condition all that seems to matter in life is forcefulness and 
strength. The feelings and rights of other people are disregarded. There is a 
blind admiration for everything invincible. The person is contemptuous of 
softness and tenderness, and self-esteem is seemingly dependent on the ability 
to be dominant. As in dependency, the dynamic force behind the power impulse 
is a profound sense of helplessness and an inability to cope with life with the 
individual’s available resources. A motive behind the power drive is to coerce 
people to yield to one’s will, which provides bounties of various sorts. 

The treatment of the power driven individual is oriented around a build- 
ing up of frustration tolerance, an increasing of his capacity to withstand 
tension, and a gaining of security through his own resources. A reeducative 
approach may be effective in permitting the individual to develop inner 
restraints capable of exercising control of his impulses. It is essential to be firmer 
in this type of disorder than in either dependency or detached reactions. The 
patient must be shown that there are limits beyond which he cannot go, and 
that he must face responsibility. Whenever possible, the patient should be 
acquainted with the dynamic significance of his power drive, and he should be 
encouraged to make efforts toward the expansion of his inner resources. 

Where dependency and power drives are fused, the effort must be directed 
toward correcting through insight therapy the core of selflessness which makes 
for trends of compulsive submissiveness and dominancy. The individual here 
functions in a dual manner, seeking security from stronger people by clinging 
to them helplessly, or wresting security from them by force and aggression. 


5. Narcissistic Reactions 


In treating the character disorder of excessive narcissism, much difficulty 
will be experienced. Persons with this problem seem to have such a need 
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for personal admiration that they conceive of therapy as a means of making 
themselves more worthy of praise. i 

Unlike the mature person who gains security from cooperative endeavors 
in attitudes of altruism and sympathy, the narcissistic individual concentrates 
most of his interest on himself. His self-love may actually become structured 
into grandiose strivings, omnipotent impulses and megalomania. Although the 
image of the individual appears to be bloated, analysis readily reveals how 
helpless and impoverished he actually feels. There is danger here of precipitat- 
ing psychotic depression or excitement in presenting insights prematurely. The 
shock-absorbing capacity of the ego must always be weighed, and interpreta- 
tions must be given in proportion to the available ego strength. In markedly 
immature individuals, little development may be expected other than a some- 
what better environmental adaptation through guidance techniques. 


6. Psychopathic Personality 


Most authorities agree that the treatment of psychopathic personality 
is most difficult. All therapies have yielded meager results. In many cases the 
only thing that can be accomplished is manipulation of the environment to 
eliminate as many temptations as possible which stimulate the psychopath into 
expressing his vicarious impulses, 

If a psychopathic individual can establish a relationship to a person, the 
latter may be able, as a kind but firm authority, to supervise the patient’s actions. 
Hypnosis can reinforce this authoritative relationship. The therapist may, by 
adroit suggestions, act as a repressive moral force and as a pillar of support. The 
patient may get to the point where he will turn to the therapist for guidance 
when temptation threatens him. Suggestions may be couched in such terms as to 
convince the patient that he is actually wiser and happier for resisting certain 
activities which, as he knows from past experience, are bound to result disas- 
trously. On the basis of a guidance relationship, the patient may be instructed in 
the wisdom of postponing immediate gratifications for those which, in the long 
run, will prove more lasting and wholesome. He is taught the prudence of toler- 
ating frustration, and the need to feel a sense of responsibility and consideration 
for the rights of others. Not that these lessons will be immediately accepted or 
acted on, but constant repetition sometimes helps the patient to realize that it is 
to his best interest, ultimately, to observe social amenities and to exercise more 
self-control. 

Experience demonstrates that it is possible to modify to some extent the 
immature explosive reactions of the psychopath by an extensive training pro- 
gram, particularly in cooperative group work where the individual participates 
as a member toward a common objective, Adequate group identifications are 
lacking in the psychopath, and the realization that ego satisfactions can accrue 
from group experiences, may create a chink in the defensive armor, In cases 
where the psychopath comes into conflict with the law, and where incarceration 
is necessary, a program organized around building up whatever assets the in- 
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dividual possesses, particularly in a group setting, may, in some instances, bring 
success. In young psychopaths, vocational schools that teach the individual a 
trade may contribute to his self-esteem and provide him with a means of 
diverting his energies into a profitable channel. 


7. Alcoholism 


When the average alcoholic applies for therapy, the therapist is usually 
confronted with the expressed or secret hope that the patient will learn to 
drink normally and to “hold his liquor like anyone else.” While this may be 
possible in the anxiety drinker following abatement of his neurosis, it is not 
true in the case of the real alcoholic. 

Although there are some persons who believe that the alcoholic can be 
cured by weaning him gradually from the bottle, and who are of the opinion 
he may learn to engage in social drinking without exceeding his capacity, ex- 
perience has shown that success is possible only where alcohol is completely and 
absolutely eliminated from the individual’s regime. The object in therapy is 
complete elimination of all alcoholic beverages, including wine and beer. 

The treatment of alcoholism not only embraces the removal of the desire 
for alcohol; it also involves restoration of the patient to some kind of adapta- 
tional equilibrium, Without such restoration, the person will become patho- 
logically depressed, and his tension will drive him to drink no matter what 
pressures are put on him. 

In the anxiety drinker, any attempt to force or to shame the person into 
sobriety will interfere with the therapeutic relationship. The patient should be 
made to feel that he need not apologize for his drinking desires. He should be 
shown that alcohol provides him with an escape, and that he may require liquor 
so long as his fundamental problems remain. The danger of his continued 
drinking may be pointed out to him. However, while the therapist does not 
approve of the patient’s drinking, the patient will not be ordered to stop. 
When the patient believes he is ready to give up alcohol, the therapist will help 
him to do so. The therapeutic program should be organized around the treat- 
ment of the underlying neurotic or character problem. A sympathetic attitude 
toward the patient’s need for alcohol is always appreciated by the patient. 
Nevertheless, the therapist must insist that the patient come in sober for his 
sessions. 

While a reconstructive approach is useful in the anxiety drinker, it is 
usually futile in the real alcoholic. The ego of the alcoholic is immature, and his 
Capacity to integrate and to utilize insight in a constructive manner is impaired. 
The alcoholic patient will dig out fascinating dynamic structures during 
psychotherapy, but this effort will have little influence on his drinking. In many 
Cases the therapist must be satisfied with the partial therapeutic objective of 
Weaning the patient from alcohol, thus permitting him to adjust to life with 
his immature character organization in as adaptive and non-destructive a manner 
as possible. 
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The greatest difficulty will be experienced in the handling of those 
alcoholics who do not wish to stop drinking, and who apply for treatment 
under coercion of parents, mate or friends. Exposure to therapy is merely a 
device to retain the good will of the people close to the patient. Treatment 
here will usually be unsuccessful, the patient utilizing the therapist as a referee 
who is expected to arbitrate between himself and his family. Sessions are spent 
lamenting his plight or presenting himself as a misunderstood and abused 
person who is completely justified in his drinking. ; 

Such alcoholics are best treated in an institution where they cannot obtain 
drink. The usual reaction to hospitalization is indignation and promises to re- 
frain from alcohol if released. When such release is not forthcoming, the patient 
will make an exemplary adjustment, creating such an appearance of normality 
that one may be tempted to discharge him prematurely. One difficulty is 
the attitude of relatives who will be goaded by the patient to secure his 
telease. In the hospital, psychotherapy may be started and an attempt may 
be made to get the patient interested in hobbies, crafts or an occupation which 
will engage his energies. Supportive therapy of a guidance and persuasive type 
is useful to help the patient discover and utilize his assets and talents. Insight 
therapy is, of course, the method of choice. A period of one to two years of 
hospitalization may be required, and before the patient is discharged, his 
environment should be manipulated to assure a minimum of stress. 

Whete hospitalization is impossible, certain forceful measures may be re- 
quired, particularly in the alcoholic who has no motivation whatsoever to 
abandon liquor. The best time to start therapy is when the patient is in an 
acute alcoholic episode. At this time, he is given the usual detoxification therapy 
of insulin, sugar and vitamins. The contact with the patient here will serve 
a psychotherapeutic purpose in promoting a close relationship. The therapist, 
utilizing the remorse and self-condemnation of the patient during the “hang- 
over” period, may enjoin him to seek psychotherapy. To offset depression and 
to give the patient a sense of well-being, benzedrine sulfate may be utilized. 
Ten milligrams are taken by mouth twice daily, after breakfast and after lunch. 
A good diet supplemented with vitamin B is essential, and a sedative, like 
seconal, may be prescribed at nighttime in the event of insomnia. 

The next phase of therapy is a coercive one in which an attempt is made to 
bring the patient to a point where he refuses to drink or is unable to drink. 
Cajolery and appeals to reason are usually futile. Sometimes a belittling and 
challenging manner mobilize in the patient a need to prove that he has the 
“guts” to master the craving for alcohol. This, however, cannot be depended 
on. Once the patient verbalizes a desire to stop drinking, conditioned reflex 
therapy or antabuse therapy may be started. The patient should be under close 
supervision during this period. 

An attempt must always be made to establish a tapid relationship with the 
patient. Should the patient become dependent on the therapist, the latter may 
utilize the dependency situation to reinforce the patient's desire to abstain from 
drink, and to motivate him towards utilizing his assets to best advantage. Interest 
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in hobbies and recreations should be stimulated. The patient should also be 
urged to join a group like Alcoholics Anonymous. 

The approach utilized by the Alcoholics Anonymous organization is a most 
effective one. Here the person is forced to admit that he is an alcoholic, that he 
needs help and that he wishes to do something about his condition. He is en- 
joined to realize that because of his own powerlessness in managing his drink- 
ing, his life has got out of control. He is encouraged to feel that a Power greater 
than himself can restore him to health, and he is advised to turn himself over to 
this Power in his quest for security. He is furthermore encouraged to make a 
searching moral inventory of himself, admitting his faults to others in the 
group, as well as to God. He must be willing to make amends to those persons 
whom he has in any way harmed. At the same time he is shown that he may have 
overemphasized his bad points. 

The alcoholic is never actually urged to say he will stop drinking entirely. 
Rather, he is informed that each day he will tell himself that he will remain 
dry, with God’s help, for twenty-four hours. At the end of the day he may take 
an inventory of himself to see if he did anything which was not constructive or 
was intolerant, resentful, jealous, spiteful or unkind. 

The group meetings are extremely useful, since the patient finds com- 
panionship with others who share similar emotional problems. Furthermore, 
when the patient feels tempted to drink, he is able to telephone one of his 
friends and make an appointment to talk things over. An important part of 
the program is the patient’s participation in helping other alcoholics who are 
in the grip of their drinking habit. The fact that the workers in the movement 
are ex-alcoholics enables them to display an enormous amount of tolerance, and 
to convince the patient that he, too, can do what others have done. It goes 
without saying that only an alcoholic really understands the drinker. An identi- 
fication is thus expedited. 

Many alcoholics stop drinking when they feel that their dependency is 
appeased by an alliance with God. The religious cure of alcoholism is often 
dynamically based on the drinker’s conviction that if he lives up to God’s 
expectations and stays sober, he will be given bounties, if not now, then in the 
hereafter. God becomes the ideal parent who is all-wise, all-supporting and 
all-forgiving. The alcoholic is unable to challenge this new parental figure, or 
to test his omnipotence or weakness, as he can a flesh and blood person. His 
hostility is consequently held in check. When a drinker “gets religion,” he 
may overcome his alcoholic habit. 

The treatment of the alcoholic who spontaneously applies to the therapist 
for help, while difficult, does not present as many problems as that of the person 
who is maneuvered into therapy through the agency of another concerned in- 
dividual. In treating such a patient, the following steps may be kept in mind. 
First, a relationship is started with the patient with the object of developing 
positive rapport. Second, an effort is made to build up the patient’s self-esteem. 
Third, his interests are externalized and outlets are provided for his aggression. 
Fourth, he is taught to handle frustration and deprivation. Fifth, he is en- 
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couraged to stop drinking. Sixth, he is urged to make social contacts with in- 
dividuals and groups. sigan 

The first aim is to get the patient to substitute a dependency relationship 
on the therapist for his alcoholic habit. The alcoholic seeks and needs this 
type of relationship. When he accepts the therapist and has confidence in him, 
the latter will then be able to utilize this to help break the drinking habit. It is 
essential, therefore, to make the alcoholic feel that he is accepted on his own 
level, drunk or sober. The patient may be told that the therapist wants to help 
him, but that the therapist is not going to act as a policeman and force him 
to give up drink if he believes it is so vital for his adjustment. He is informed 
that the therapist realizes that alcohol plays a major role in his life. Drinking 
does not make him a bad person. If he has the desire for alcohol, it is because 
of a sequence of conditionings and experiences that have happened to him 
which he can now overcome. 

Tt may be difficult to convince the patient that the therapist is interested in 
him, and he will often test the therapist's good faith by indulging in repeated 
heavy bouts of drinking. Should the therapist fall into this trap and become 
embittered with the patient, the relationship will terminate. One must remember 
that the patient habitually tries to wring out of the environment a good parental 
figure who will supply him with unqualified love and support. It is essential 
at first, then, to get the patient to accept the therapist in this role. 

Any existing remediable elements in the patient’s environment which may 
be creating conflict for the patient should be straightened out, with the aid of a 
social worker if necessary. In spite of his expressed optimism, the patient is 
unable to handle frustration, and any objective source of difficulty may suffice 
to promote tension which will produce a craving for drink. An inquiry into the 
patient's daily routine and habits may be expedient, Often one finds a gross 
defect in the person’s diet. Alcoholic overindulgence is coincident with a de- 
pletion in dietary intake and with vitamin deficiency. The prescription of a 
well-balanced diet with sufficient calories and with supplementary vitamin B is 
of great help. The patient should also be encouraged to appease his hunger 
whenever he feels a need for food. Hitherto he has propitiated hunger pains by 
drinking alcohol. He may be surprised to observe that eating three square meals 
a day can remove much of his craving for liquor. 

The numerous difficulties a patient has experienced through his inability to 
control drinking, the general condemnation of society, and the disdain of his 
family, all contribute toward a depreciation of his self-esteem. It is difficult 
to rebuild self-esteem by reassurance, but an effort must be made to demonstrate 
to the patient that he has many residual assets which he can expand. Because 
alcoholics become negligent about their appearance, it is essential to rebuild 
interest in their personal care. Appearing neat and well-groomed usually 
has a bolstering effect upon the person. Alcoholic women may be directed 
toward taking care of their complexions and hair by going to a beauty parlor. 
Whatever interest the patient shows in hobbies or external recreations should be 
encouraged. He must be reminded that he is not a hopeless case and that he has 
many good qualities which he has neglected. His guilt may be appeased by 
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showing him that he is not solely responsible for his alcoholic craving. It will 
be possible to substitute for it something much more constructive. The therapist 
will help him make a proper substitution. In discussing his work situation, a 
battery of vocational tests may disclose that the patient's interests and aptitudes 
are in a direction other than his existing work. He may be helped to develop 
along the lines indicated by his tests. The ultimate aim of these efforts is to get 
the patient to accept himself as a person with value and dignity. 

Because the alcoholic often is inwardly hostile, an outlet should be provided 
for his aggressive tendencies. Joining a Y. M. C. A. or athletic club, engaging 
in competitive games and sports, in swimming, archery or boxing, may be of 
value here. As release is provided for the patient’s aggression, he will become 
much less tense. 

Teaching the alcoholic to handle frustration will require considerable 
effort. The patient must be brought around to a realization that everyone has 
frustrated feelings, and that an important job in life is to exercise control. Be- 
cause of what has happened to him, he is apt to misinterpret any disappoint- 
ment as a sign of his own personal failure. It is mandatory that he build up a 
tolerance of frustration, even though he has to extend willful effort in this 
direction. 

Since frustration is usually accompanied by gastric distress, it may stimulate 
a desire for drink. The patient may therefore be advised to carry with him, at 
all times, a piece of chocolate or candy. Whenever he feels frustrated, or, under 
any circumstances where a craving for drink develops, he can partake of this 
nourishment. Hot coffee, cocoa, and malted milk are also good for the same 
purpose and can act as substitutes for alcohol. As the patient gains more respect 
for himself, it will be possible for him to tolerate greater and greater amounts 
of frustration. 

At some stage in therapy, the patient must be encouraged to stop drinking. 
He may be told that while the therapist does not condemn him for alcoholic 
indulgence, because liquor has a destructive effect, he must try to control its in- 
take. The close relationship with the therapist, the increased self-esteem that 
comes from positive achievements, the correction of difficulties in his life 
Situation, and the heightened ability to handle frustration, all help to reduce 
his thirst for alcohol. 

When the propitious time arrives, an explanation may be given the patient 
of how alcohol is poisonous to him because he has built up an allergy to it. 
It must be stressed that physiologically he is different from other persons, and 
for this reason he is unable to tolerate alcohol. Many alcoholics regard their 
inability to “hold liquor” as a sign of weakness. An organic reason for their 
intolerance usually has a soothing influence on them. The patient may be told 
that because of his allergic condition, alcohol is as much a poison to him in the 
long run as cyanide. While he has needed alcohol to appease his tension, he will 
find that he can utilize other methods now and can, therefore, reduce the 
amount of his alcoholic intake. Gradually, he will want to give up alcohol 
entirely, 

The patient must abandon the prevailing idea, so current among alcoholics, 
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that eventually he will get to a point where he can drink like anyone else. He 
must be assured that one drink is equivalent to a thousand, and that because 
of his inability to drink due to allergy, he must make up his mind to forsake 
alcohol completely. One way to do this is to live his life and make resolutions 
for only twenty-four hours in advance. 

An important phase of therapy is encouraging the patient to make social 
contacts and to affiliate himself with groups. If a branch of Alcoholics 
Anonymous exists in the community, the patient will find that he can make 
many friends there, and that he can involve himself in numerous constructive 
activities that will engage his energies and consolidate the gains he has made 
in therapy. 

In recent years, the use of the drug antabuse has come into prominence. 
The administration of antabuse creates an intense sensitivity to alcohol, with 
such violent reactions upon any consumption of liquor that the pleasure values 
of drinking are no longer possible. This serves to protect the patient against 
his uncontrollable urge to imbibe alcohol and gives him a sense of security. 
In order to employ antabuse therapy, the patient’s cooperation is necessary. 
Should the patient refuse to take antabuse, it will be impossible to force him 
to do so, With proper medical supervision, antabuse therapy is not dangerous, 
although disagreeable side effects are possible. Accidents, however, sometimes 
do happen, as where a patient unintentionally or defiantly swallows an alcoholic 
beverage. This may result in death, if a large amount of drink has been con- 
sumed. 

Once the patient is reasonably alcohol free, antabuse therapy may be 
started by a competent physician. The initial dose is 2 grams; on the second 
day 1.5 grams are given; on the third day 1 gram; and on the fourth day, 0.75 
gram. During the fourth day, a test reaction is administered with approximately 
12 to 14 cc. of alcohol in the form of the patient’s favorite beverage. Provision 
for emergencies during the test reaction must be made in the form of available 
oxygen, and cardiac and respiratory stimulants. After the test reaction, 0.5 gram 
of antabuse is given daily as a maintenance dose. Occasional test reactions with 
alcohol are given for reinforcement. This routine, described by Mann, et al. 
[459] is commonly employed although Fox [460] considers it to be too drastic. 
She recommends 0.5 gram daily for two weeks before the test reaction, which 
is made with three-fourths to one ounce of whiskey. The latter is repeated if no 
response’ occurs in twenty to thirty minutes. The maintenance dose is cut to 
0.25 grams daily. Antabuse therapy must always be combined with psycho- 
therapy in order to insure the best possible results. 


8. Drug Addiction 


The treatment of addiction to narcotic drugs, such as opium, morphine, 
heroin, dilaudid, demerol, methadone, marihuana, and cocaine is best achieved 
in a specialized institution where withdrawal symptoms can be handled and 
where the person is kept under close supetvision to prevent him from obtaining 
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drugs. The treatment plan should be organized so that total abstinence is 
achieved within ten days. Supplementary barbiturate sedation, a high caloric 
diet with vitamins, hydrotherapy, massage and glucose infusions are most 
easily administered in an institution. Hospitalization is best planned for a period 
of at least six months, during which period psychotherapy should be utilized. 
Unless sources of conflict are mediated and faulty attitudes toward life altered, 
relapse of the addiction is almost inevitable. 

The patient cannot be considered cured until all craving for drugs has dis- 
appeared, and until he is able to resist taking them even though they are 
available. 

Where the patient's financial condition forbids hospitalization in a private 
institution, it is advisable to ask the patient to apply for voluntary admisson or 
commitment to the U. S. Public Health Service Hospitals at Lexington, 
Kentucky or Fort Worth, Texas [461]. 

Following discharge from the institution, intensive psychotherapy provides 
the best opportunity for helping the addict remain drug free. The psycho- 
therapeutic principles outlined for the treatment of the alcoholic may be found 
helpful in dealing with the addict. At all times, the therapist must be wary of 
signs of relapse in the use of narcotic drugs. He should make arrangements for 
further hospitalization where this occurs. Under no circumstances should 
narcotics be prescribed in the office management of addicted patients. 

The treatment of the barbiturate addict is also difficult and will require 
that he be hospitalized except where the person has stabilized his intake and 
does not require excessive amounts of the drug. Barbiturates in large doses are 
destructive to brain tissue. Withdrawal must be gradual to avoid convulsions 
or the ptecipitation of a psychosis. As in the treatment of narcotic addiction, ab- 
stinence must be complete before the patient can be pronounced cured, Such 
abstinence should be complete within fourteen days. Generally, the drug is re- 
duced at the rate of 0.1 gram daily. In the event great weakness, tremors or 
insomnia occurs, the reduction of the drug is stopped until these symptoms 
disappear. As with narcotic addiction, psychotherapy should be administered 
during and following the withdrawal of the drug. 


9. Sexual Deviations 


The sexual function in the human being is often employed as a vehicle 
for the expression of varied strivings, interpersonal attitudes and needs. Thus, 
sexual behavior may embrace, among other things, impulses to hurt or to be 
hurt, to humiliate or to be humiliated, and to display or to mutilate oneself. 

The common kinds of sexual perversion encountered by the therapist are 
homosexuality, sexual masochism, sexual sadism, exhibitionism and voyeurism. 
These conditions are among the most difficult of all syndromes to treat. Be- 
cause of the intense pleasure values inherent in the exercise of the perversions, 
and the fact that they serve as avenues of discharge of deep needs other than 
sexual, the patient is usually reluctant to give them up. Although he may have 
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a desire to correct certain disagreeable symptoms, like anxiety or tension, he 
may not have the motivation to abandon his specific kind of sexual expression. 
Due to this lack of incentive, resistance often becomes so intense as to interfere 
with the therapeutic process. 

The treatment of sexual perversions must be organized around removing 
blocks to personality development in order to correct the immature strivings 
that are being expressed through the sexual perversion. Fears of adult genitality 
and of relating intimately and lovingly to persons of the opposite sex must be 
resolved before adequate sexual functioning is possible. The only rational 
approach is, therefore, reconstructive in nature. Unfortunately, lack of moti- 
vation may inhibit the patient from entering into reconstructive treatment. 
Additionally, ego weakness and disintegrative tendencies are often present in 
sexual perversions and act as further blocks to deep therapy. For these reasons, 
the therapeutic objective may have to be confined to the mere control of the 
perversion and to its possible sublimation. The therapist here may have to func- 
tion as a suppottive, guiding authority who helps the patient to lead a more 
restrained life. : 

In treating perversions, the therapist must prepare himself for a long 
struggle. Resistances are, as has been mentioned, usually intense, and the patient 
will repeatedly relapse into the sexual deviation. The patient should not be 
blamed, reproved or made to feel guilty for this. Rather, he must be helped 
to see the purposes served by his perversion, and to appreciate why the need 
to express it becomes more overwhelming at some times than at others. While 
the ultimate outlook is not as favorable as in some other problems, there is no 
reason why patients who become motivated for, and who can tolerate reconstruc- 
tive therapy, cannot achieve a good result. 


10. Speech Disorders 


Functional speech problems, which are sometimes arbitrarily called “‘stutter- 
ing,” are the consequence of incoordination of various parts of speech wherein 
the speech rhythm becomes inhibited or interrupted. Associated are vasomotor 
disturbances, spasm and incoordination of muscle groups involving other parts 
of the body. The speech difficulty is initiated and exaggerated by certain social 
situations, the individual being capable of articulating better under some cir- 
cumstances than under others. This is confirmed by the fact that the person 
is usually able to sing, and to talk without difficulty to himself and to animals. 

The treatment of stuttering should proceed on two different levels: cor- 
rection of the improper speech habit, and the handling of the deeper emotional 
problem which originally initiated and now sustains the difficulty. A guidance 
approach is of help in achieving the first objective. The second goal is ob- 
tained through a persuasive, reeducative, and, where possible, a reconstructive 
approach. Therapy involves correction of patent difficulties in the environment 
that stir up the person’s insecurity, and a dealing with disturbing inner con- 
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flicts. Since the character disturbance in stutterers is extensive, therapy is bound 
to be difficult, prolonged, and, in many cases, unsuccessful insofar as alteration 
of the underlying personality disorder is concerned. The most that can be 
done for many stutterers is symptomatic relief in the form of speech correction. 

Speech training may do as much harm as it does good. It is valuable only 
as a means of building up confidence in the individual’s powers to articulate. 
Unfortunately, it may psychologically have the opposite effect, since it over- 
emphasizes will power and control, and concentrates the stutterer’s attention on 
the mechanics of his speech rather than upon what he says. Instead of becoming 
less conscious about his speech difficulty, he becomes more involved with it, thus 
intensifying his problem. This is not to say that proper exercises in diaphrag- 
matic breathing, phonetics and articulation are of no value in certain patients. 
Sometimes, with these methods, a symptomatic recovery may take place in mild 
cases. However, in severe cases, they are relatively ineffectual, and, especially 
where the person makes a voluntary effort to put his stuttering to a halt, the 
severity of his speech problem may increase. There is one method, known as 
the “chewing method,” which has advantages over others, since it diverts at- 
tention from the speech mechanism. Rhythmics and eukinetics are also some- 
times helpful. Training methods, when utilized, should be employed by a 
therapist experienced in speech techniques. 

There are certain evasions and defenses that the stutterer may learn in 
order to tide over situations where he must talk, Drawling, speaking in a 
thythmic manner or in a sing-song tone, utilizing distracting sounds like “ah” 
or a sigh prior to articulation, employing a gesture or engaging in some motor 
act like pacing or rubbing a watch chain, purposeful pauses, and a variety of 
other tricks may be taught the stutterer by the speech teacher. These are entirely 
palliative and must be considered escapes rather than therapeutic devices. 

Since stuttering is essentially a symptom of a deep personality disturbance, 
the most rational form of treatment is that of reconstructive therapy. This is 
associated with many vicissitudes, such as have been described by Glauber 
{462}. 

Where reconstructive therapy cannot be done, a persuasive approach is 
sometimes helpful. The first step in therapy consists of convincing the patient 
that because of his experience and disappointments, he has come to over- 
emphasize the speech function. To him it constitutes an insignia of aggrandize- 
ment and defamation. His self-esteem has become linked with how he performs 
in his speech. Because of this, he concentrates his attention on the way he talks 
more than on what he says. It is essential to remember that while his speech 
problem is important in his mind, it is probably not regarded with the same 
emphasis by others. He must understand also that he will overcome his stuttering 
more easily when he stops running away from acknowledging it. He must face 
the situation and even admit his speech problem to others. When he does this, 
he will be more at ease and his speech will improve. 

A talk such as the following may be indicated: 
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There is nothing disgraceful about stuttering. Avoiding social situations because 
of fear of ridicule merely serves to exaggerate the sense of defeat. It is necessary to 
regard stuttering in the same light as any other physical problem. If you stop being 
ashamed of it, and do not concern yourself with embarrassing others, people will notice 
your speech less and less. As you become more unconcerned about how you talk, you 
will concentrate on what you say. Keep concentrating on what you say, and pay no 
attention to how it sounds. Fear and embarrassment exaggerate your speech difficulty, 
so make yourself act calm and you will feel calm, and your speech will improve. 


The next stage of therapy draws on some reeducative techniques and con- 
sists of demonstrating to the patient how he becomes upset and loses his sense 
of calmness in some situations. There will be no lack of material, since the pa- 
tient will bring to the therapist’s attention many instances in which his stuttering 
becomes exaggerated. Examining his emotional reactions to these situations as 
well as his dreams will give the therapist clues as to the dynamic elements 
involved in the patient’s speech disorder. These may be pointed out to the 
patient in terms that conform with his existing capacities for understanding. The 
aim is to show the patient that his speech difficulty appears when he loses his 
capacity to remain relaxed, and when, for any reason whatsoever, emotional 
instability develops. 

The patient is encouraged to cultivate a calm, unemotional tone of voice. 
He may practice this with a friend or with members of his family. One half 
hour each day devoted to reading aloud from a book, jotting down those words 
that are difficult to pronounce, is helpful. He may then practice enunciating 
words several times during the day. Some persons find it helpful to talk for a 
short time daily in front of a mirror, watching their facial movements as they 
utter sounds. Other individuals find such autosuggestions as the following 
useful: 


T am able to talk and to pronounce each word. I shall be able to do this better and 
better, under all conditions. I will make myself calm and unemotional when I am with 
people. I will concentrate on what I say rather than how I say it. Under no circum- 
stances will I get discouraged. If my speech gets bad on any occasion, I will do better 
next time, 


Two important adjuncts in speech therapy are self-hypnosis and group 
therapy. Persuasive autosuggestions in a self-induced trance reinforce the 
patient's desires for self-confidence and assertiveness. Group therapy, in which 
the patient comes into contact with other persons suffering from speech prob- 
lems, removes his sense of isolation. The fact that his companions experience the 
same trepidations as he does helps him to reevaluate his reaction, An oppor- 
tunity is provided him to speak and to recite in a permissive setting. The 
identification with the group, along with the growing confidence in his ability 
to express himself, may have a most positive effect on his speech performance. 

As the patient begins to experience improvement in his interpersonal 
relationships, his speech problem will plague him less and less. Utilizing the 
speech group as a bridge, he may be able to integrate himself with other 
groups and to consider himself on an equal plane with its constituent members. 
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11. Borderline Cases (Latent Schizophrenia, Pseudoneurotic 
Schizophrenia) 


Patients who diagnostically hover between neuroses and psychoses ate very 
commonly encountered in practice. These patients possess a personality dis- 
order characterized by dependency, immaturity, detachment, tendencies toward 
autistic thinking, disintegrative ego proclivities, faulty reality testing, transient 
psychotic episodes, and shifts in defenses from neurotic to psychotic-like 
processes. 

Therapy is best conducted on a once- or twice-a-week basis. The modifica- 
tions in method that are necessary include several points: (a) Establishing a 
warm supportive relationship is of paramount importance, the therapist doing 
the giving, being careful not to offend the patient. (b) Time restrictions in the 
session must be elastic. (c) A long testing period is to be expected. It may 
often be very difficult for the patient to make a relationship with the therapist. 
(d) Environmental manipulation may be necessary. (e) Working with the 
patient’s family to reduce pressure on the patient is frequently indicated. (f) 
The interview focus is on reality, the patient’s relapse into daydreaming or 
delusion being interpreted as a reaction to fear or guilt. (g) Avoiding the 
probing of psychotic-like material is advisable. (h) Active reassurance and 
advice-giving may be necessary. (i) Directive encouragement is given to the 
patient to participate in occupational therapy, hobbies, and recreations. (j) 
Neurotic defenses are supported and strengthened. (k) Challenging or dis- 
agreeing with the patient’s distorted ideas is delayed until a good relationship 
exists. (1) Therapy may last a long time, perhaps the rest of the patient's life. 

Excellent accounts of the therapy of borderline cases may be found in 
the articles by A. Wolberg, [463], Eisenstein, [464], Federn, [465], and 
Bychowski {466}. 

Some of the techniques for the treatment of schizophrenia described in the 
following section of this chapter may be valuable in the borderline patient. 


PSYCHOTIC DISORDERS 


In the treatment of a psychosis the chief aim is to bring the ego back to a 
tealistic level of integration, even though one has to restore habitual character 
traits and neurotic symptoms that have maintained the person in a sort of func- 
tional relationship with life. For instance, the individual, responding to a 
feeling of inner paralysis and helplessness, may have mastered his anxiety on 
the basis of a strong dependency drive. However, the death of the person 
on whom he has depended may suddenly confront him with feelings of isolation 
and despair so profound that his integrative capacities shatter, with a resulting 
Psychosis. In therapy an attempt may be made to restore equilibrium by provid- 
ing the patient with a compensatory dependency relationship. Active guidance, 
manipulation of the environment, and other supportive therapies may be useful 
in achieving this goal. Where the hold on reality is minimal, hospitalization, 
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sedation, electric convulsive therapy and insulin shock therapy may be required 
to bring the ego back to a more realistic stature. A most important element in 
the treatment program is establishing a relationship with the patient of an 
accepting nature, tolerating any psychotic projections he may display. 


1. Involutional Psychotic Reactions 


In the treatment of involutional psychosis, both good results and poor 
results have been reported following the use of estrogenic hormones in females 
and testosterone in males. As a general rule, endocrine therapy is indicated, 
where there are such evidences of endocrine insufficiency as vasomotor in- 
stability, flushes, sweats, headaches and tension. In certain cases, an estrogenic 
deficiency, as determined by accurate tests, seems to be coincident with the 
psychosis. Here, substitution therapy produces dramatic results. In other cases 
tests may show an estrogenic deficiency in which injection of estrogen has little 
effect. In most patients, however, the psychosis is a product of more complicated 
factors than endocrine substances. 

Milder cases of involutional psychosis may be cared for at home, or better 
still in a nursing home under the constant supervision of a nurse or attendant. 
At all times it is essential to keep in mind the great risk of suicide, and to make 
plans to forestall any suicidal attempt. In some cases treatment is best started 
by complete bed rest for a few weeks. Attention must be paid to the patient's 
diet and to his insomnia. Many patients refuse to eat and tonics prove of little 
avail. Forced feedings may have to be utilized to avoid emaciation. Insulin and 
barbiturates in small doses are often helpful. 

In disturbed, agitated, acutely paranoid, and suicidally inclined patients, 
hospitalization is mandatory. Some type of sedative therapy is advisable, at least 
at first, and in occasional cases prolonged narcosis therapy appears to have a 
real value. Continuous baths and wet packs may reduce the need for sedatives. 
However, massage is contraindicated. Occupational therapy may be of some help 
in diverting the interest of the patient from himself. 

By far the most effective therapy in involutional melancholia is convulsive 
treatment. Electric convulsive therapy has a definite advantage over other types 
and is to be preferred from the standpoint of safety. The results of convulsive 
therapy are often dramatic, and experience has shown that physical contraindica- 
tions to treatment need not be too stringent. 

Involutional psychotics are largely inaccessible to psychotherapy. All psy- 
chic probing in an analytic sense is to be avoided, and efforts must be directed 
at increasing repression rather than stimulating and interpreting the material 
that emerges from the unconscious. Persuasion and reassurance sometimes have 
the effect of tiding a patient over a crisis. Many patients confide that they have 
been immeasurably cheered by the physician who reassured them during their 
acute disorder, even though they were unable at the time to acknowledge the 
beneficial effect. 

In mild cases of involutional melancholia, hypnosis may have a beneficial 
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influence. Hypnosis may be used to induce relaxation and to reinforce reassur- 
ance and persuasive suggestions. These suggestions attempt to help the indi- 
vidual adjust to his life situation and to the limited capacities induced by his 
advancing years. If hypnosis cannot be induced, psychotherapeutic talks may 
be conducted on a waking level. If possible the patient should be diverted from 
concentrating on his various symptoms, and his attention should be directed 
to his daily activities, hobbies, recreations and occupational therapy. 

Psychotherapy is particularly indicated following convulsive therapy. The 
patient may be shown that advancing years inevitably bring with them convic- 
tions that one’s views are considered old fashioned and intolerable, along with 
feelings that one may be unable to gain praiseworthy recognition, There are 
numerous other blows to self-esteem at this time of life. Some persons attempt 
to compensate for this by becoming markedly egotistic or bigoted in their opin- 
ions, by clinging to their convictions stubbornly against logic, hoping thereby to 
regain their self-respect. Others react by depression, hopelessness, inferiority 
feelings, hostility and rage directed at the world at large. One must always 
recognize the limitations inherent in the process of aging. He should also realize 
that many creative capacities are unimpaired and that some are actually increased. 

It is important for the patient to appreciate and to accept the fact that as 
a person grows older, he does have modified physical and working powers. If he 
is so constituted that he considers an inability to compete physically with younger 
and stronger persons a blow to his self-esteem, he is apt to respond disastrously. 
He may become sullen, irritable, and defiant, or else he may evolve expansive 
notions regarding his own capacities, projecting his inability to function per- 
fectly on the basis that he is misunderstood by others. He will then become 
more and more unable to withstand frustration, and he will be victimized by 
his own emotion of rage. He may even withdraw from social contacts and 
enctust himself in a bitter vituperative shell, isolating himself from relations 
with other people. 

The patient may be shown that some persons attempt to adjust to the 
problem of their advancing years by a vicarious display of aggressiveness and 
energy, resenting any curtailment of activities. There is in this a frenzied at- 
tempt to regain one’s lost youth by proving to the world that one is still phys- 
ically virile. Yet it is most essential that the patient be able to tolerate certain 
frailties within himself. If the person persists in refusing to recognize self- 
limitations, he may continue to operate under exorbitant expectations of what 
he must accomplish in life. The realization that the most active period in his 
life span is over, that he does not have as strong sexual feelings as he once had, 
may arouse considerable anxiety. It is thus necessary to appraise honestly one’s 
impulses and demands in relation to expected goals in life. It may be difficult 
at first to admit weaknesses in oneself; but the gradual understanding that later 
years bring mellowness and measures of contentment that cannot be approached 
in the impetuosities of the early decades, can lead to self-tolerance and ac- 
ceptance. It is essential to remember that in this self-acceptance there is no 
element of “giving-up,” that reasonable physical activity is still essential to 
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health, and that mental activity can continue in a vital manner. It is urgent also 
to increase one’s social contacts and interests so as not to be upset with the 
spectre of “‘aloneness.” 


2. Manic-Depressive Reactions 


Psychotherapy is usually ineffective in manic phases of this disorder. The 
patient’s attention is too easily diverted; acting-out is too unrestrained; and 
emotion is too explosive. Because of this, hypomanic and manic patients are 
extremely difficult to manage in the office. They will seek to involve the ther- 
apist in all of their fantastic plans. They will make demands of him which, 
when unfulfilled, will release great hostility or aggression. They will try to 
overwhelm and dominate those around them, and they may become uncon- 
trollable when their wishes are not ratified. 

One of the chief reasons for hospitalizing the manic patient is to prevent 
him from involving himself and other people in projects which issue out of 
his overconfidence. Because he is inclined to be erotic, he must be protected 
from sexual indiscretions and from a hasty marriage, which he may contract on 
the crest of an ecstatic wave. Another reason for early hospitalization is that 
some manic cases will go into a state of delirium when they are not treated 
intensively at the start. These delirious attacks may be fatal due to exhaustion, 
dehydration and hypochloremia. Sedation, hydrotherapy and electric convulsive 
therapy are the usual treatments for a manic attack in a hospital set-up. 

Psychotherapy is also very difficult in depressed patients because their 
demands for help and love are insatiable. No matter how painstaking the ther- 
apist may be in supplying their demands, they will respond with rage and 
aggression, often accusing the therapist of incompetence or ill-will. The patient 
should be shown, nevertheless, that the therapist understands and sympathizes 
with his suffering. Such measures as active guidance and externalization of 
interests may be attempted. As in schizophrenic patients, the basis of treatment 

| is a warm relationship between the patient and the therapist. The relationship 
that the patient establishes with the therapist will, however, be extremely vul- 
nerable, because of the existing infantile ego. Much lenity and tolerance is 
needed and an attempt must be made to show the patient that the therapist 
realizes the depth of his fears and misgivings. This however is more easily 
said than done, since the depressed patient has a distrustful nature. 

Distrust springs from the fusion of hate with love. Hostile feelings gen- 
erate guilt which may be so disabling that the person will want to discontinue 
treatment. The slightest frustration during therapy, such as the unavoidable 
changing or cancelling of an appointment, may be equivalent to rejection and 
will mobilize a tremendous amount of anxiety. Under the surface there is always 
fear of abandonment, and the patient will tend to misinterpret casual actions. 
He has a tendency to seek reassurance, but he resents its being called psycho- 
therapy. 


The aim in treatment is to develop and to reinforce all positive elements in 
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the relationship. This will involve much work, since the attitudes of the patient 
are so ambivalent that he will feel rejected spontaneously, no matter what the 
therapist does. It is best to let the positive relationship take root without at- 
tempting to analyze its sources. 

One of the ways of maintaining the relationship on a positive level is by 
communicating empathy, by avoiding differences in opinion, by trying to see his 
point of view and sympathizing with it. It is essential to convey to the patient 
by non-verbal means the idea that he is liked and that the therapist is his friend 
in spite of anything that happens. An attitude of belittling, harshness, ridicule 
or irritation must be avoided. Treatment is bound to be prolonged, and is 
always punctuated with relapses corresponding to the cyclic phases of the 
disorder. 

Hypnosis can aid some of the milder depressions. The trance state is used 
primarily as a means of inducing relaxation and as a vehicle for persuasion in 
the attempt to stabilize the person. A number of depressed patients appear to 
thrive under hypnotic therapy, probably because it appeals to their dependency 
need. 

Mild depressions may be treated at home under supervision of a psychi- 
atrically trained attendant or nurse, or, better still, the patient should be ad- 
mitted to a rest home. Isolation from parents and friends, bed rest and constant 
care by a motherly attendant may prove very beneficial. Massage and hydro- 
therapy should not be neglected except in agitated patients who may become 
acutely upset by such treatment. Because of anorexia, efforts should be made 
to bolster the diet with high caloric and high vitamin intake in the form of 
small but frequent feedings. In severe cases of malnutrition a few units of 
insulin before meals may be helpful. If sedatives are needed, phenobarbital one- 
quarter of a grain at 3 p.m., 7 p.m. and 10 p.m. may suffice in allaying tension, 
and also in producing sleep at night-time. In extreme insomnia, three grains of 
seconal or one dram of pataldehyde may be necessary. Rest is important and 
a midday nap or rest period can be prescribed. Where it is essential for the 
depressed patient to continue work, dexedrine or benzedrine sulphate, five to 
ten milligrams after arising and before lunch, may be helpful as a stimulant. 
In the event these efforts fail to control the depression, electric convulsive 
therapy should be used. 

Where the depression is more than mild, hospitalization is advisable. 
Suicidal attempts in depression occur in almost one-third of cases, and deaths 
resulting from these attempts occur with great frequency. The patient's com- 
plete loss of interest in himself makes mandatory the establishment of definite 
daily routines, such as a hospital can best supply. Electric convulsive therapy is 
the treatment of choice and often dramatically arouses the patient from the 
depths of his depression. 

Psychotherapy is usually ineffective during extremely depressed phases. \ 
The only thing that can be done is to keep up the patient's morale. He should 
not be forced to engage in activities that he resists because this may merely 
convince him of his helplessness and of his inability to do anything constructive. 
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Where there is little suicidal risk, he should be encouraged to continue his work, 
if he feels at all capable of managing it, since inactivity merely directs his 
thinking on his own misery. In many cases contact should be established with 
the patient’s family and environment. This is necessary since the family of the 
patient often chides him for “not snapping out of it,” and constantly reminds 
him that he must make up his mind to get well. The family members may be 
told that recovery is more than a matter of will power, and they must be urged 
to avoid a nagging and critical attitude. 

The material elicited during the periods of active psychosis, both as to 
mental content and as to the character of the relationship with the therapist, 
may yield important clues to the inner conflicts of the patient. Notes may be 
made for later reference, but all interpretations during the active period must 
be suspended. Only during a remission can interpretive work be helpful. Many 
patients spontaneously express a desire to know more about their illness, Here, 
a modified insight approach may be used. The majority of patients, however, 
show an unwillingness to go into their difficulties, and resist insight therapy. 
Having recovered, they are convinced they are well, and they desire no further 
contact with the therapist. Without the “wish” to get well, little can be ac- 
complished in the way of deep psychotherapy. 

Once the patient has emerged from his depression, either spontaneously, 
as a result of convulsive therapy, or through psychotherapy, an attempt may be 
made to work with his character strivings, analyzing the relationship to the 
therapist actively, in an effort to help the patient become more assertive and 
self-sufficient. Whether or not psychotherapy can prevent the onset of, or amelio- 
rate an endogenous manic-depressive reaction is difficult to say, since one cannot 
validate results where a tendency to spontaneous recovery exists, as in this ill- 
ness. Development to a point where the individual is capable of tolerating 
frustration, and where he is able to achieve greater self-sufficiency and inde- 
pendence, will probably require a period of years, during which a number of 
relapses are to be expected. 


3. Schizophrenic Reactions 


The treatment of schizophrenia depends upon the stage of the disease, the 
depth of regression, the grasp on reality that remains, the desire of the patient 
for therapy, and his ability to establish some sort of relationship with the ther- 
apist. The first objective in therapy is to bring the patient from his inner re- 
gtessed state to a more realistic level of integration. Once this is achieved, the 
second stage in therapy may be attempted, which is to determine the cause of 
the patient’s anxiety, which has forced the ego to shatter in schizophrenic illness. 

Where the patient’s psychosis has been precipitated by an overwhelming 
external traumatic situation, simple environmental manipulation may suffice 
to bring the patient back to his prepsychotic level of adaptation. For example, a 
man inducted into the Armed Forces may develop an acute schizophrenic re- 
action as a result of an inability to adjust himself to the demands and disciplines 
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of army life. The personality resources of the individual, while adequate for 
satisfactory functioning in civilian life, are not now sufficient to cope with the 
added burdens imposed on them. In such a case the discharge of the man from 
the Army, and his return to his previous civilian capacity, may achieve a com- 
plete cure of the psychosis. 

Most schizophrenic reactions, however, are associated with such great 
weakness of the ego that the person is unable to withstand even average stresses. 
Ordinary processes of living and relating to people are much more than his ego 
can mediate. Environmental manipulation does not suffice to restore the patient 
to reality here, because he senses menace everywhere, even in the most obviously 
congenial atmosphere. 

Fears rooted in past inimical conditionings and damaging conflicts generate 
anxiety continuously and prevent the ego from emerging from its regressed level 
of integration. The patient erects a wall of detachment and isolation to protect 
himself from further hurt; it is this wall which interferes so drastically with 
any attempted therapy. 

The key to the treatment of schizophrenia lies in the ability to establish 
some sort of contact with the patient. Most schizophrenics fear relationships 
with people desperately, and they erect all kinds of obstacles to any interpersonal 
threat. The withdrawal from reality, and the archaic type of thinking and sym- 
bolism, enhance the individual's isolation from people, since there is no com- 
mon means of communication. Yet beneath the surface the patient yearns with 
all his might for a friendly and loving relationship. He wards it off, however, 
because he has been injured by past interpersonal contacts. He does not wish 
to encounter further rebuffs. His apathy, his detachment, and his expressed 
hostility and aggression are means of protecting him from his desire for a closer 
union with people. Establishing rapport with the patient is in line with two 
objectives: first, to reintegrate the patient in his relationships with people to 
where he can obtain at least partial gratification of personal needs without fear 
of abandonment or injury; and second, to bring him back to the realistic world 
by proving to him that reality can be a source of pleasure rather than of pain. 

The technique of developing rapport varies with the patient. A great deal 
of activity is essential. In very sick patients whose productions are seemingly 
irrelevant and incoherent, a careful analysis of the productions will disclose a 
language that is very meaningful to the patient. The ability to show the patient 
that his words and gestures are understood may be the first constructive step. 
Sullivan [467} has stressed the need to communicate understanding of the 
patient's language and gestures as a means of solidifying the interpersonal 
relationship. In order to do this it may be necessary to talk to the patient on 
his own regressed level. Rosen [468] interprets the utterances of the patient 
in terms of their symbolic meaning, and he has been able to develop a remark- 
able relationship with his patients through this method. 

In mute patients, therapy may consist of nothing more than sitting with 
the patient without prodding him to express himself. The very fact that the 
therapist refrains from probing his trends, and avoids discussing the causes 
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of his breakdown, but accepts him as he is, may help the patient to regard the 
therapist as a less threatening force than he regards other people. In many cases, 
therapy may consist of working with the patient at occupational projects and 
playing games with him; such as, cards, checkers or chess. Sometimes a more 
positive approach is made to the patient by giving him food, like milk, candy 
and cake. For a long time it may seem that these gratuities are the only reason 
the patient desires to see the therapist. In querying the patient after his recovery, 
however, one becomes convinced that the patient actually had a desire for close- 
ness and was testing the therapist constantly. 

Any relationship that the patient is able to establish with the therapist is at 
first bound to be extremely unstable. The schizophrenic individual feels very 
vulnerable and helpless within himself. His level of frustration tolerance is 
inordinately low. He is distrustful, suspicious and inclined to misinterpret the 
motives of the therapist in accordance with his inner fears and prejudices. He 
feels incapable of coping with life, and he resents the intentions of the therapist 
to return him to reality, which holds for him unbounded terrors. He fears injury 
and frustration from people, and it may be months, sometimes years, before he 
is willing to accept the therapist as a friend. Even then he will sense rejection 
and neglect in the most casual attitude of the therapist. Anxiety with a tempo- 
tary return to regression will interrupt therapy repeatedly, and it must be han- 
dled by a consistently reassuring and friendly attitude. Violent hostile reactions 
may punctuate treatment from time to time, especially when the patient senses 
that his liking for the therapist is forcing him to leave the relative security of 
his reality retreat. 

Fromm-Reichman [469] has commented on the unpredictable nature of 
the schizophrenic’s relationship to the therapist. A sympathetic, understanding 
and skillful handling by the therapist of the relationship is far more important 
than an intellectual comprehension of the patient's illness. She ascribes dif- 
ficulties in therapy to the fact that the therapist is unable to understand the 
primitive logic and magical reasoning which governs schizophrenic thinking. 

Unless the therapist analyzes his own reactions repeatedly, his sense of 
frustration may arouse aggression that will interfere with treatment, because it 
is manifestly impossible to treat any psychotic person where there is no genuine 
liking for him. If the therapist is able to regard the patient as essentially a 
child or an infant, emotionally speaking, he will best be able to understand 
the patient's vagaries. Cold logic fails miserably in explaining the reactions of 
the schizophrene. Despite his age, the patient seeks a childish relationship to 
the therapist, and he desires unlimited warmth, understanding, protection and 
help. He seeks a mothering rather than a give-and-take relationship between 
two equals. 

Therapy in schizophrenia must, therefore, be oriented around the fact that 
the ego of the patient is extremely immature. As a result the individual is as 
helpless as an infant in his dealings with life. He requires the aid of a stronger 
petson upon whom he can depend. Like an infant, furthermore, his emotional 
reactions to people are unstable and ambivalent. He is easily frustrated, and 
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he feels rejection for insufficient reasons. He is unreasonable and demanding. 
His concept of reality is wholly unreliable. He often confuses inner mental 
Processes with outside reality. He may believe that the person on whom he 
depends is omniscient and will supply his every demand, expressed or unex- 
pressed. He will react with hostility if he is not granted what he believes he 
deserves. Alone, his ego is so weak that he is unable to tolerate the impact of 
the world. He needs help.and support. 

Because of this, it is usually advisable to enlist the aid of a relative or 
friend, preferably a motherly person who can take upon herself the responsi- 
bility for the patient. Federn [470] stresses that no schizophrene should be 
allowed to depend on his own resources. He should at all times be surrounded 
by an atmosphere of love and warmth. His stability and his strength grow as 
a result of positive identifications with loved ones. If he is at all able to develop 
to self-sufficiency, his independence will grow best in the soil of this positive 
identification. The hope is to bring him to a point where his own ego can 
function satisfactorily without the aid of a parental figure. In many cases, the 
latter stage of self-sufficiency is never attained, and all one can do is adapt the 
individual to reasonable social functioning, while attached to some kindly 
person. 

The need to surround the patient with a favorable atmosphere necessitates 
work with his family or with people with whom he lives. This is essential to 
telieve the burden on the patient induced by demands and responsibilities he 
is incapable of fulfilling. Often the inertia and apathy of the patient stir up 
resentment in his family, and when the patient is aware of their hostility, he 
may retreat further from reality. Considerable work with the patient’s relatives 
may be required before they are sufficiently aware of the dynamics of the pa- 
tient’s reactions and before they are willing to aid the therapist in the treatment 
plan. 

The chief emphasis in treatment must be on the creation of a human re- 
lationship with the patient that has pleasure values for him. Only by this means 
will he relinquish the safety and gratification of regression, and, utilizing the 
telationship with the therapist as a bridge, return to reality. The handling of 
treatment, however, requires considerable tact. No matter how detached the 
patient is, he is extremely sensitive to everything the therapist says or does. 
An avoidance of situations that evoke anxiety in the patient is essential. This 
is often a very difficult task because the most casual remark may stir up powerful 
emotions in him. 

The patient may choose to remain silent throughout the treatment hour, 
and he will appreciate the therapist’s refraining from forcing him to talk. It is 
expedient with such a mute patient to point out occasionally that he perhaps 
abstains from talking because he believes that the therapist is interfering with 
him, or because he is afraid of what he might say. The patient may feel more 
at ease due to such remarks, and he may finally break through his silence. 

In most cases, the patient at first will feel alone, helpless and misunder- 
stood. He resents the intrusion of the therapist into his private life, and he 
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believes that the therapist, like everyone else, is unable to understand him. The 
initial task is to show the patient that his impulses and wishes are respected, 
and that he is not required to comply with demands that are unreasonable. 
Usually in all of his previous interviews he has been bombarded with questions 
about his breakdown, and, even when he has responded to these questions in a 
more or less frank manner, he has sensed disapproval. The fact that the therapist 
accepts him as he is, may eventually build up his own self-respect and strengthen 
his desire to return to reality. 

Constantly, during treatment, the patient will react by detachment or with- 
drawal, or he may subject the therapist to a testing period during which he is 
recalcitrant and hostile. His purpose is to determine whether the therapist is 
the kind of person who can be trusted, or whether the therapist is like all other 
people in his experience, who make unfair demands or react to his hostility 
with counter-hostility. The patient may believe that what the therapist demands 
of him is to be “good.” This “goodness” means to the patient that he must 
comply with standards that all other people impose on him. At first he will 
act as if the therapist actually expects him to abide by these standards, threaten- 
ing him with rejection or aggression if he resists. The testing period may be a 
trying one for the therapist, since it may continue for many months during 
which the patient constantly rejects the therapist's friendship. When the pa- 
tient realizes that the therapist does not expect him to do certain things, that 
the therapist sides with him against his family, he will begin to reevaluate the 
therapist in a new light. 

The beginning of a feeling of closeness may precipitate panic; the patient 
may try to run away from therapy, or he will exhibit aggression toward the 
therapist. The ability to see the patient through this stage may finally succeed in 
breaking down his reserve and in establishing for the first time an identification 
with a person based upon love. There exists within every schizophrene a psychic 
tug of war between the spontaneous forces of mental health that drive him to 
seek gratifying relationships with people, and the security of his regressed state 
that harbors him from the imagined dangers of a hostile world. The therapist's 
attitudes will determine which of these impulses will triumph. 

The method of handling the treatment hour is of signal importance. It 
is best not to cross-examine the patient because he may interpret this as censure. 
He must be convinced that the therapist does not want to invade and to remove 
him from his private world, but rather seeks to participate in it with him. This 
does not mean assuming a cloying sweetness during sessions, because the pa- 
tient will be able to see through this. It must be expected that the patient's 
attitudes will be ambivalent. He may profess little interest in the interview, 
yet resent its termination at the designated time. He may attempt to defy or 
to provoke the therapist, or he may refuse to cooperate. If the therapist becomes 
ill and cannot keep an appointment, the patient may react with rage and refuse 
to continue treatments. If the therapist is unavoidably late for an appointment, 
the same thing can occur. The patient may resent the therapist’s taking any 
vacation or assigning another person to care for him. Where customary routines 
have to be interrupted, it is best to prepare the patient far in advance, and if 
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necessary, to enlist the help of those members of his family with whom he has 
an attachment. If the patient becomes hostile toward the therapist, every attempt 
must be made to explore why he believes the therapist has failed him. Should 
he persist with his hostility and insist on seeing some other therapist, his wishes 
should be respected, because it is futile to do any work with a patient while he 
is governed by feelings of resentment. 

Once a positive relationship has been established, it is necessary to cherish 
it carefully. Nothing must jeopardize the relationship. For example, the patient 
must never be led to feel that his delusions are ridiculous. His feelings and 
attitudes must be respected at all times. It is unnecessary to reinforce these 
attitudes by agreeing with them; but they should be accepted as something the 
patient believes in sincerely. However, it may be impressed on the patient that 
there might possibly be another explanation for his experiences than the one he 
supports. All probing for dynamic material must assiduously be avoided. This 
is one of the most frequent errors in the handling of psychotic patients. It is 
also an error to cross-examine the patient regarding previous mental upsets. 

Because the aim is to increase repression, because the ego is already too 
weak and permits the filtering through of disturbing unconscious material, such 
techniques as free association are to be discouraged. Rather, the patient should 
be enjoined to talk about everyday reality happenings. In general, the past had 
best be avoided and the patient may be aided in any expressed desire to regard 
it as a “bad dream” or something that should be forgotten. Under no circum- 
stances should a positive relationship with the therapist be analyzed. Where the 
patient exhibits inhibitions or phobias, these too should be respected, since they 
probably have protective values. All resistances he uses to repress psychotic 
material must be reinforced, although the symbolisms he employs may some- 
times be interpreted to him. Unlike neurosis, analysis of resistances should be 
avoided to prevent the release of the unconscious content which will upset the 
patient more. When the patient himself brings up delusional material or 
symptoms, and spontaneously talks about the connection with traumatizing 
circumstances in his past, an effort may be made to explain in uncomplicated 
terms how these manifestations originated. The rule never to dissolve resistance 
does not apply to resistances to getting well or to integrating himself more 
closely with the therapist and with reality. These impediments should be 
analyzed and removed if possible. Guilt feelings may be met by reassurance, 
and hostilities dealt with in a manner that does not put responsibility or blame 
on the patient. 

One of the ways in which a positive relationship with the therapist may be 
used is to try to show the patient that his thoughts and ideas often appear to be 
realistic, but that it is necessary always to differentiate between what seems to 
be real and what actually is real. In the patient’s case too, he may confuse both, 
even though there is no question of doubt in his mind that the two states are 
identical. An excellent sign of restoration of ego strength is the ability of the 
patient to recognize the irrational nature of his ideas while he was in an 
upset condition. 

Hospitalization is frequently necessary. It may be essential for the safety 
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of the patient and the protection of his relatives to hospitalize him. Occasionally 
it may be advisable to admit the patient to an institution even though he 
manages to get along well on the outside. 

Insulin shock therapy is administered best in the protective atmosphere of 
a hospital, and such treatment may dramatically bring the patient to a more 
realistic level of integration. Whatever the psychologic effect of shock, regressed 
patients are often enabled through it to establish contact with reality. This can 
materially shorten the period of therapy. Along with shock treatments, psycho- 
therapy is essential. All the general rules expounded above for the handling of 
schizophrenic patients are applicable to patients in a state of remission brought 
about as a result of shock therapy. If possible, the psychiatrist who administers 
psychotherapy should be the one who carries out shock treatments. A very close 
relationship to the therapist is often established during the administration of 
shock. 

On the other hand, there are certain disadvantages to hospitalization. The 
most insidious feature of “institutionalization” is that the patient's tendencies to 
regress will be reinforced enormously by any lack of stimulation in the hospital. 
As one of a large group of patients, the individual may lose his identity. He 
becomes dilapidated in his appearance and oblivious to customary habit routines. 
There may be little in his environment to encourage his latent desires for 
growth and development. This unfortunate feature is due, to a large extent, to 
the overcrowding of institutions, and to the lack of enlightenment and education 
of the personnel. The motives governing an employe’s choice in working in 
an institution may not be those helpful to the patient in restoring him as an 
active unit of society. 

That hospitalization can prove itself to be a stimulating rather than a 
retarding influence is illustrated in institutions with a progressive administration 
and well-trained personnel. Selected occupational therapy and craftsmanship, 
carefully applied to the patient’s interests and aptitudes, can help prevent the 
abandonment of reality. Exercises, games, entertainment, dancing, music, social 
affairs and group discussions can also be of estimable benefit. The physical 
aspects of treatment should not be neglected. Correction of remedial physical 
defects, the use of glandular therapy where necessary, and the employment of 
hydrotherapy and sedatives, where indicated, may be helpful. Many of the 
benefits from such therapies are psychologic. They help convince the patient 
that he is not considered hopeless, in this way building up a feeling of con- 
fidence in the therapist and in himself. It is probable that the so-called Aschner 
treatment for schizophrenia with its stress on detoxification, stimulation, exercise, 
baths, sweats, venesection, catharsis, emesis and hormone therapy was really 
psychotherapeutic in effect. Where psychotherapy, drug therapy, rehabilitative 
procedures, or shock therapy fail to retard the deteriorative process, lobotomy 
is sometimes found helpful. 

While many patients retain a fairly good grasp on reality and tend to 
return to their customary occupations, and even to tolerable relationships with 
other people on the basis of the close attachment they establish with the 
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therapist, it may be necessary to do further work with the patient to prevent a 
relapse. Some of the patient’s problems may be rooted in the fact that he harbors 
bloated ambitions of what he should accomplish in life. His grandiose expecta- 
tions may have resulted in constant frustration. Under such circumstances it is 
essential to modify the patient’s goals through the careful use of the therapeutic 
relationship. It may be possible, for instance, to convince him that it is better to 
devote his life to the attainment of happiness in the immediate present than to 
strive for things in the unknown future. Character disturbances may exist that 
make relationships with people fraught with anxiety. An active manipulation 
of the patient's environment through consultation with his family may enable 
him to function more comfortably. Attempts should also be made to introduce 
him gradually into social contacts with other people. 

In spite of such corrective measures, hostility, tension and anxiety may 
constantly be created by unconscious inner conflict. The intensity of these emo- 
tions may again tend to shatter the patient's ego. The danger of another 
schizophrenic collapse may therefore be imminent. As a preventive measure, 
the cautious use of an insight approach may be indicated. It is best here not to 
attempt probing for conflicts until the patient evinces an interest in understand- 
ing his own problems. Schizophrenic persons are remarkably intuitive and can 
grasp the dynamics of their disorder better than most neurotics. This is probably 
because they live closer to their unconscious, and because ego barriers to deep 
impulses and fears are not so strong. It is for this reason that one must proceed 
very carefully in analyzing the patient’s deepest impulses. Bychowski [471] and 
Fromm-Reichmann [472] give some excellent suggestions for the analytic 
handling of schizophrenics. 

The realization of unconscious guilt, hostility and erotism through analysis 
has a dual effect on the psychic apparatus. On the one hand, it floods the ego 
with destructive emotion; on the other, by forcing a more realistic adaptation, 
it serves to liberate the psyche from incessant conflict. In this way the dynamic 
probing is like a two-edged sword; the ego has to be traumatized by the liberated 
emotions before it is able to mobilize defenses less destructive to the person 
than regression. The ego, however, may still be so weak that it collapses under 
the impact of emotion before it can adapt itself in a more adequate manner. 
This is always a danger in psychotic and prepsychotic conditions. All interpreta- 
tions must, therefore, be very cautiously applied. Reconstructive techniques 
should be abandoned temporarily if excitement or great hostility develop. For 
only when the patient is positively attached to the therapist is he able to bear 
the suffering brought out by a realization of his unconscious trends. 


STRESS REACTIONS 


Except for transportation and industrial accidents, and the rare catastrophes 
of hurricane, flood and famine, stress reactions (traumatic neuroses) are mainly 
consequent to the disasters of war. Especially prominent is combat fatigue 
among the soldiers of the participating armies. 
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Knowledge of the dynamics of war neurosis made certain preventive 
measures possible in World War II. Where the soldier had had effective train- 
ing that made him feel he could defend himself under all circumstances, where 
he was shown that he had adequate weapons of attack, where he had confidence 
in his leaders, and where he had obtained sufficient indoctrination and morale 
building, he was best prepared to resist a breakdown. An important element in 
prevention was group identification. Cooperation with others was essential, and 
the individual had to be made to feel that he was part of a team, with enough 
of an idea of the battle situation and the planned strategy so that he would not 
be caught by surprise. 

The incidence of war neuroses is proportionate to shattered morale and to 
feelings of isolation from fellow soldiers. An organized body of men fighting 
for a cause they consider just can best overcome war stress and hardship. 

The treatment of the soldier with acute battle exhaustion depends upon 
whether he is or is not to be returned to duty. The sequel of all battles are 
reactions of fear and great fatigue. Only later are these reactions organized into 
actual neuroses. Experience in previous wars has shown that evacuation and a 
too reassuring attitude encourage collapse. Unless the individual anticipates 
going back to the front in spite of his reactions, he may develop neurotic illness 
to avoid duty. 

Combat exhaustion, if treated early, does not necessarily result in neurosis. 
Early therapy consists of sedation, rest, good food and assignment to non- 
combat duty at the clearing station. It is assumed that the soldier will be returned 
to the front. Where there is reluctance to return to battle duty, appeals to 
patriotism, courage, and “not letting one’s buddies down” often build up the 
person’s morale and determination. Encouragement to verbalize fear and 
disgust is vital, since the soldier in this way releases tension, and discovers 
that others share in his anxieties. The value of respecting the soldier’s “gripes” 
in building morale has long been recognized. The role of the leader is im- 
portant, too, and an intrepid commanding officer has always been of great 
service. It is amazing how often a change of attitude on the part of the in- 
dividual can prevent neurotic collapse. 

Treatment of stress reactions in peace as in war should be started as soon 
as possible, since delay permits the neurosis to become more highly organized 
and allows the secondary gain element to take hold. 

In treating war neurosis in the incipient stages, where sleep disturbances 
and states of tension exist, a breakdown may often be averted by adequate 
petiods of rest during the daytime, by the use of hypnotics, such as seconal and 
veronal, and by the person’s being permitted to sleep in a dimly lit room, Many 
soldiers in the incipient stages show terror of the dark and of being alone. They 
may, therefore, be given some assurance on this account. 

In World War II, if sedation therapy failed to resolve the disorder, the 
soldier was confined to an evacuation hospital, from where, if his condition 
warranted it, he was sent to the rear echelon hospital. The immediate treatment 
consisted of rest, good food and quiet. The soldier continued under military 
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discipline. Psychotherapy was in the form of persuasion, suggestion and appeals 
to go back and try again. A simple explanation of anxiety was given to the 
patient along with assurances about the universality of fear reactions. The soldier 
was made to feel that there was nothing unusual in his breakdown and that he 
could learn to control his fear. Individuals who had not developed too severe 
reactions could occasionally be helped to return to combat. In some instances, 
pressure was exerted by stressing the fact that release from the fight was dis- 
honorable, that it was the soldier's duty to finish the job for the sake of his 
loved ones and companions. 

Where a patient has a well-defined stress reaction, narcotherapy and hypno- 
therapy are often remarkably effective for purposes of symptom removal and as 
a means of controlling insomnia and tension. Being palliative, these measures 
often reassure the patient and restore to him a sense of control and mastery. 

In instances where anxiety is extreme, one may utilize an “uncovering” 
type of technique. Here hypnosis and narcotherapy are also of signal help. The 
recovery of amnesias, and the reliving of the traumatic scene in action or 
verbalization, have markedly ameliorative or curative effects on acute stress 
reactions. 

While hypnotherapy and narcotherapy accomplish approximately the same 
results, the emotions accompanying hypnotherapy are often much more vivid, 
and the carthartic effect consequently greater, than with narcotherapy. There are 
other advantages to hypnosis. The induction of a trance-like state, once the 
patient has been hypnotized, is brought about easily without the complication 
of injections and without post-therapeutic somnolence. Additionally, hypnotic 
suggestions are capable of demonstrating to the patient more readily his ability 
to gain mastery of his functions. On the other hand, narcotherapy is easier to 
employ and does not call for any special skills. 

Where it is essential to remove an amnesia, the patient is encouraged under 
hypnosis or narcosis to talk about the events immediately preceding the traumatic 
episode, and to lead into the episode slowly, reliving the scene as if it were 
happening again. Frequently the patient will approach the scene and then block, 
or he may actually awaken. Repeated trance inductions often break through this 
resistance. Also, it will be noted that the abreactive effect will increase as the 
patient describes the episode repeatedly. Apparently the powerful emotions 
which are bound down are subject to greater repression that the actual memories 
of the event. 

In the treating of postwar neuroses of traumatic origin, Hadfield’s original 
technique is still useful [473]. The patient is hypnotized and instructed that 
when the therapist places his fingers on the patient’s forehead, the latter will 
picture before him the experiences that caused his breakdown. This usually 
produces a vivid recollection of the traumatic event with emotions of fear, rage, 
despair and helplessness. The patient often spontaneously relives the traumatic 
scene with a tremendous cathartic effect. If he hesitates, he must be encouraged 
to describe the scenes before him in detail. This is the first step in therapy and 
must be repeated for a number of sessions until the restored memory is com- 
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plete. ‘The second step is the utilization of hypnosis to readjust the patient to 
the traumatic experience. The experience must be worked through, over and 
over again, until the patient accepts it during hypnosis and remembers it upon 
awakening. Persuasive suggestions are furthermore given him, directed at 
increasing assurance and self-confidence. After this, the emotional relationship 
to the therapist is analyzed at a conscious level to prevent continuance of the 
dependency tie. 

Horsley [474] mentions that where the ordinary injunctions to recall a 
traumatic scene fail, several reinforcing methods can be tried. The first has to do 
with commanding the patient to remember, insisting that he will not leave the 
room until his memory is complete. The second method ‘is that of soothing, 
coaxing and encouraging the patient, telling him he is about to remember battle 
scenes that will remind him of his experiences. The patient may, if this is un- 
successful, be told that although he does not remember the experience during 
hypnosis, he will remember it upon awakening. He may also be instructed to 
recall it in a dream the next night. 

Various hypnoanalytic procedures, such as dramatization, regression and re- 
vivification, play therapy, automatic writing and mirror gazing, may be utilized 
to recover an obstinate amnesia. The reaction of patients to the recall of re- 
pressed experiences varies. Some patients act out the traumatic scene, getting 
out of bed, charging about the room, ducking to avoid mortar shells and ap- 
proaching tanks. Other patients live through the traumatic episode without 
getting out of bed. Some individuals collapse with anxiety, and they should be 
reassured and encouraged to go on. Where the patient voices hostility, he should 
be given an opportunity to express his grievances and dislikes. Clarification of 
his feelings of injustice may afford him considerable relief. 

It must be remembered that the object in therapy is to dissipate feelings of 
helplessness and of being menaced by a world the patient no longer trusts. 
The sense of mastery and the ability to readjust oneself to life must be restored. 
It is necessary to proceed with therapy as rapidly as possible to prevent organiza- 
tion of the condition into a chronic psychoneurosis. Follow-up therapy is essential 
with integration on a waking level of the material brought up during the trance. 
Where anxieties relating to war stress have precipitated hysterical, phobic, com- 
pulsive and other reactions characteristic of the ways the patient has dealt with 
anxiety in civilian life, long-term insight therapy will usually be required. 

In chronic stress reactions, treatment is difficult, due to the high degree of 
organization that has taken place, and because of the strong secondary gain 
element involving monetary compensation and dependency. The recovery of 
amnesias should always be attempted, but even where successful, this may not 
at all influence the outcome. An incentive must be created in the patient to 
function free of symptoms, even at the expense of forfeiting disability com- 
pensations, which in comparison to emotional health may be shown to be 
diminutive indeed. 


Sl 


Supervision of the Psychotherapeutic Process 


THE AVERAGE STUDENT LEARNING TO DO PSYCHOTHERAPY IS POSSESSED 
of a zeal generated by his didactic training in the psychotherapeutic method. 
He believes sincerely that he can help people with emotional problems by pro- 
viding for them an accepting, non-judgmental, non-punitive relationship, in 
which the patient can verbalize his innermost fears and then gather strength to 
liberate himself from the shackles of his neurosis. His own personal psycho- 
therapy, and the experiences of his colleagues and teachers in clinical confer- 
ences and continuous case seminars, point out to the student that the course of 
treatment never runs smoothly; instead, that the dual saboteurs, resistance and 
transference, always interfere with progress. Nevertheless, he is confident that 
once given the opportunity to do psychotherapy, important things will happen 
to his patients. 

In actual practice, things do happen to his patients, but not always the 
things he imagines. There is the initial enthusiasm of establishing a contact with 
the patient, of listening to dreams, fantasies, free associations, and other ver- 
balizations, of appraising behavior both inside and outside of therapy, and 
finally, of elucidating and bringing the dynamics of the disturbance to the pa- 
tient’s awareness. Both patient and therapist then bask in the glow of this 
achievement, and often there develops a dramatic alleviation of the patient's 
symptoms. But shortly thereafter, to the dismay of the therapist, a peculiar 
inertia strangles the therapeutic situation. The momentary lift the patient had 
got out of treatment disappears; dynamic revelations no longer become in- 
spitational; they serve merely as sources of depression for the patient. Clinging 
desperately to the therapist for relief which does not seem to be forthcoming, 
the patient then becomes enveloped in a miasma of frustration, hopelessness and 
tage. And the therapist stops looking forward to the treatment sessions; he 
finds his mind wandering while the patient talks; he feels himself to be on the 
defensive. More and more he becomes embittered, until finally he loses his 
therapeutic perspective. He chides the patient for his stubborn resistance or lack 
of motivation, and he looks forward with relief to forthcoming vacations, to the 
termination of treatment, or to a transfer to another unsuspecting therapist. 

When this experience repeats itself with other patients, the therapist 
undergoes a kind of crisis associated with a battering of his self-confidence. He 
may doubt his choice of profession, and regard himself as a sort of fraud. He 
may become critical of the therapeutic system he has learned, and seatch for an 
answer in schools of a different theoretic bias. Or he may take refuge in a 
peculiar grandiosity, crediting himself, his therapeutic skills, and the psycho- 
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therapeutic school to which he belongs, with virtues of a totally unrealistic 
nature. 
In most instances, the reason for this unhappy turn of events is lack of 
adequate preparation for actual functioning in the psychotherapeutic process. 
Psychotherapy is probably the most complex of all human relationships. During 
its course the therapist participates in a variety of roles both spontaneous and 
studied. Additionally, the therapist is burdened with responsibilities, and is 
subjected to an assault by the patient’s neurotic strivings from which there is no 
retreat, and toward which he is expected to react in a manner that will be of 
therapeutic value for the patient. No matter how extensive his training, the be- 
ginning therapist will find it difficult, without support and expert guidance, to 
stand up under the unreasonable demands and violent projections of the patient. 
He will need a skilled objective person to aid him in clarifying the dynamics of 
the therapeutic relationship. The most effective help of this type can be 
rendered by an experienced psychotherapist, who, in an atmosphere of warmth 
and sympathy, provides for the student a learning and growth experience [ 475— 


479}. 
FUNCTIONS OF SUPERVISION 


Supervision of the work of the young therapist is an essential requirement 
in his learning. Without supervision it will be difficult or impossible for the 
therapist to translate his theoretic knowledge into effective practice, to work 
through blocks in understanding, and to develop his skills to a point where he 
can help his patients achieve the most extensive goals. Supervision, then, is es- 
sentially a teaching procedure in which an experienced psychotherapist helps a 
less experienced individual acquire a body of knowledge aimed at a more dex- 
terous handling of the therapeutic situation. 

‘The traditional type of supervision, unfortunately, has become so con- 
taminated with overseeing, directorial and inspective functions, that it has 
frequently been diverted from its teaching objective. This has particularly been 
the case in agency work, where the supervisor, as part of the administrative 
body, is responsible for the quality of service rendered to clients. Many difficul- 
ties arise here because the supervisor serves in a dual role—as an overseer and a 
teacher. 

As overseer, the supervisor may be so concerned with maintaining the 
standards of the agency, that he may not be able to exercise the kind of toler- 
ance and patience required in a teacher. For instance, under press of respon- 
sibility, he is likely to “jump in” and interfere with the treatment plan set up 
by the supervisee, the execution of which, while perhaps less expert than a 
plan devised by the supervisor, would prove of greatest learning value to the 
supervisee. Because the student’s status is dependent on evaluations by the 
supervisor, the process of supervision in agencies is apt to become extremely 
trying. This is less frequently the case in psychotherapeutic supervision, al- 
though a parallel situation does develop where the supervisee is in training at a 
psychotherapeutic or psychoanalytic school, and his career is dependent on the 
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evaluation by his supervisor. Similarly, where the supervisee is a staff member 
of a clinic, the supervisor as part of the administration may subordinate his 
teaching role to a meticulous concern with the total case load. This shift in 
emphasis cannot help but influence adversely the quality of training received; 
this is inevitable whenever the training is oriented around circumscribed goals 
set up in relation to specific kinds of service for which the clinic is responsible. 
Much less complicated is the supervision of the-psychotherapist in private prac- 
tice, who chooses a supervisor principally to expand his technical skills, not 
being dependent on the supervisor for an evaluation which may destroy his 
career or eliminate his means of livelihood. 

As teacher, in instances where the supervisor is attached to a school or 
clinic, he will usually operate along the following lines: 


1. Teaching 


The first responsibility of the supervisor is observation of the total func- 
tioning of the therapist, in order to help him in his educational growth. Toward 
this end, it may be essential to bring the supervisee to an awareness of how he 
fails to live up to his therapeutic potentialities, either because of insufficient 
knowledge or because of his own neurotic character problems that inject them- 
selves into the psychotherapeutic relationship. It is incumbent on the supervisor, 
among other things, to help the supervisee (a) to gain knowledge he is lacking, 
(b) to achieve an awareness of his own character problems which may interfere 
with the establishment and maintenance of a therapeutic relationship, and (c) 
to overcome resistances to learning. 


2. Evaluating 


A second responsibility of the supervisor is an evaluation of the capacities 
and progress of the supervisee, for the purposes of determining his professional 
development and current skills as a therapist. Evaluation involves a number of 
areas including theoretic understanding, therapeutic aptitudes, and the kinds of 
relationships that are established with patients and the supervisor. 


3. Administration and Policy-making 


The third responsibility of the supervisor lies in the administration and 
policy of the school or clinic under whose aegis he functions. The supervisor 
here recommends modifications of the therapeutic and teaching programs in 
order to accomplish a better cooperation between the therapist and the agency. 
He helps also in an analysis of administrative, intake and pedagogic policies 
which may influence adversely the training and the work of the therapist, as 
well as the patient’s responses to treatment. 

To summarize, supervision in psychotherapy is fundamentally a teaching 
process in which a more experienced participant, the supervisor, observes the 
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work of the less experienced participant, the supervisee, with the aim of helping 
the supervisee acquire certain essential therapeutic skills through better under- 
standing of the dynamics involved in mental illness, and through resolution of 
personality factors which block performance of effective psychotherapy. Super- 
vision embraces a sharing of experiences; not only those gathered in the rela- 
tions between therapist and patient, but also those occurring in the relationship 
between the supervisor and supervise. 

Qualifications of a good supervisor are: 

1. Ability to function expertly as a psychotherapist. 

2. Ability to function effectively as a teacher. 

3. Ability to accept the supervisee unconditionally, without contempt, 
hostility, possessiveness and other unwarranted attitudes and feelings. 

Supervisory problems may roughly be divided into five categories: (1) 
problems in orientation, (2) problems in recording, (3) problems in technical 
performance, (4) problems in learning, and (5) problems in termination of 
supervision. 


PROBLEMS IN ORIENTATION 


1. Differences in Theoretic Orientation 


Important and often irreconcilable differences occur in the theoretic back- 
ground and orientation of the supervisor and the therapist whom he is super- 
vising, a product usually of varying kinds of preclinical training. Illustrative of 
such differences are the following: 

a. The relative weight to be placed on constitutional as compared with 
experiential factors in the genesis of neurosis. 

b. The importance of biologic, as contrasted with sociologic factors. 

c. The respective emphasis on past childhood experiences and on current 
environmental hardships. 

d. The degree of stress placed on unconscious conflict as the focus of 
neurotic difficulties. 

e. The extent of acceptance of the Oedipus complex, castration fears and 
penis envy as universal phenomena. 

f. The primacy of sexual over other drives. 

g. The significance of character structure in creating and sustaining neu- 
rotic disturbance. 

The most effective supervisor is one who respects the right of the therapist 
to his own ideas and opinions, yet who insists on the acceptance of a broadly 
conceived dynamic orientation which, discussed in chapter 14, is along the fol- 
lowing lines: 

a. Emotional difficulties are sponsored by a variety of conflicts operating 
on different levels of awareness. 

b. The most intense conflicts originate in early childhood, issuing from 
unfavorable experiences with and conditionings by important authoritative 
personages, particularly the parents. 

c. Resultant are blocks in psychosocial development and distortions in the 
character structure with impairment of the individual’s capacity for adaptation. 
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d. Disturbances in interpersonal relationships and in the expression of 
basic biologic and social needs inspire threats to mastery and expectations of 
injury which, in turn, alter the individual’s emotional homeostasis and provoke 
anxiety. 

e. Symptoms of neurosis consist of manifestations of anxiety, as well as 
defenses against anxiety and its causative conflicts. 

A dynamic formulation of the treatment of neurosis, agreed on by super- 
visor and therapist, would conceive of therapy as taking place in a unique re- 
lationship that is established between the therapist and the patient. This rela- 
tionship serves as a corrective experience for the patient, restoring his shattered 
sense of mastery to a point where he can deal effectively with his inner tensions, 
as well as with the demands of the outside world. The relationship supports 
the patient in the vicissitudes he undergoes while gaining an understanding of 
the conflictual sources of his difficulty. It helps him to reevaluate himself, and 
to discard some of his archaic fears, attitudes, and patterns of behavior, sub- 
stituting for them strivings that enable him to relate congenially to life and 
people. Finally, through the resolution of developmental blocks, it enables him 
to achieve an optimal level of emotional growth and personality maturity. 

Formulations such as these will provide considerable latitude for the 
merging of the views of both supervisor and supervisee. 


2. Differences in Communication 


Since communication is the basis of the supervisory relationship, it is im- 
portant that verbalizations and concepts be understood by both supervisor and 
supervisee. Assuming that there are no important language differences, prob- 
lems in communication are usually related to differences in terminology. 

One of the most poignant objections to psychiatry voiced by scientists in 
other fields is that it is so partial to neologisms. The worst offenders in this 
direction are followers of the Freudian and Meyerian schools, and to a lesser 
extent, those of the Rank, Horney and Sullivan schools. Tendencies to utilize 
neologisms and complex language forms have acted as one of the strongest 
barriers toward a rapprochement of the varying orientations. 

Both supervisor and supervisee may be victimized by an esoteric termi- 
nology. Translation of complex language forms into concepts with which both 
participants are conversant is vital to a mutual understanding, and to the estab- 
lishment of a common frame of reference. 


3. Differences in Method 


Another problem in supervision relates to differences in method; that 
Practiced by the supervisor, and that accepted or practiced by the supervisee. 
Such differences may involve various matters, such as the most desirable number 
of treatment sessions per week, whether or not to employ routine history-taking 
and psychologic work-ups, the use of free association, the emphasis on dream 
material and the manner of its employment, the use of the couch, the extent to 
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which a transference neurosis is permitted to develop, and the adjuncts to be 


utilized during therapy. Resolution of serious differences in method is to be 
expected in the course of good supervision. 

Considerable flexibility will be required in methodologic approaches, pat- 
ticularly where the therapist is expected to handle, in the practice for which he 
is being trained, a wide assortment of clinical problems. Supportive of the prin- 
ciple of technical eclecticism is the fact that no single approach is applicable to 
all types of emotional difficulties. Some problems seem to respond better to 
certain kinds of therapeutic method than to others. 


4. Differences in Goals 


Problems may arise between supervisee and supervisor on the basis of 
varying concepts of what makes for success in psychotherapy. Is success in 
therapy the achievement of complete resolution of all blocks in personality 
maturation with effective functioning in all areas of living? Or is success to be 
graded in terms of optimal development within the practical limitations im- 
posed on the individual by his existing motivations, his ego strength and en- 
vironmental pressures from which he cannot reasonably escape? 

While the therapist has a responsibility to the patient in bringing him to 
the most extensive personality reconstruction possible, he must realize that many 
circumstances may interfere with extensive goal achievement. A modified treat- 
ment objective may be the only possible alternative, at least temporarily. How- 
ever, a therapist, having been trained in the tradition that any therapeutic 
change falling short of complete reconstruction is spurious, may look askance 
at the supervisor who considers goals in terms of optimal functioning within the 
limitations of the reality situation. Or the supervisor may be unwilling to accept 
goal modification and may regard with contempt changes that fall short of 
absolute psychosocial maturity with complete performance in all areas of living. 


PROBLEMS IN RECORDING AND REPORTING 


Data on functioning are supplied by the therapist's reporting of his ac- 
tivities with patients. Careful listening to the content of the report, to the 
manner of reporting, to the evasions and points of emphasis, to slips of speech, 
and to casual off-the-record references to his feelings about his patients help the 
supervisor to evaluate the therapeutic work of the therapist. 

In making this appraisal, it is important to remember that the role the 
therapist plays with the supervisor, and his attitudes toward the supervisor, are 
no reliable index of what he does with his patients. For with his patients he is 
operating in an entirely different setting than with the supervisor, with whom 
he is in a more subordinate status—more vulnerable, and more capable of being 
challenged or criticized. He may respond to the supervisor with fear, detach- 
ment, resentment and other character patterns related to his feelings about au- 
thority. He will therefore not be able to communicate to the supervisor his 
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capacity to be spontaneous, empathic and responsive, which he may show in 
the relatively secure atmosphere in which he operates with his patients. His 
activity in the supervisory session may be contaminated by defenses against the 
supervisor, and his struggle with his supervisor may reflect itself in the content 
of his report. 

For instance, one therapist presented material to his supervisor in a cocky, 
superior manner, containing a somewhat contemptuous attitude toward the 
patient about whom he talked. However, it soon became obvious to the super- 
visor, in listening to tape recordings of actual treatment sessions, that hostile 
feelings were not manifest in the therapist’s responses nor in the manner of 
their presentation. A further inquiry revealed that hostility, marshaled by trans- 
ference feelings toward the supervisor, was seeping into the supervisory session 
and was influencing the nature of the reporting. 

Neurotic feelings toward the supervisor may thus distort the therapist's 
presentation of material. Pertinent data may be deleted, irrelevant items may be 
introduced, and secondary elaboration may destroy totally, or in part, the value 
of the presentation. Fear of exposing deficiencies, of appearing ridiculous, of 
incurring the displeasure and contempt of the supervisor are among the more 
common causes of poor reporting. 

Some of the difficulties in reporting may be obviated by insisting on proc- 
ess recording in which there is a verbatim account of both the patient's and the 
therapist's verbalizations. Process recording has the advantage of presenting a 
reasonably cogent picture of what is going on, since the tendency toward dis- 
tortion or deletion will be minimized. However, there are certain objections to 
this method, in that the therapist may be unable to record simultaneously with 
the performing of good therapy, or because of other personal blocks or due to 
the protests of the patient. Furthermore, no matter how carefully he attempts 
to record, he will be unable to include everything that is said. There will then 
be a tendency to curtail the material, consciously or unconsciously eliminating 
elements which cause him to feel that he is revealing himself unfavorably. In 
intensive supervision, in which one case is being presented over a long period of 
time, the supervisor may nevertheless have to insist on process recording until 
he has convinced himself of the therapist’s ability to report correctly in a more 
abbreviated way. (See Appendix K, page 825, for a case outline.) 

Perhaps the most effective type of recording is done with a recording ma- 
chine. Recording on plastic discs is cheap, but it lends itself only to typewritten 
transcription rather than to playback, because of the poor quality of reproduc- 
tion, Tape recordings are excellent for playback, and, if desired, a typewritten 
transcription can always be made from them. Few patients object to the use of 
machine recorders, and, once the therapist has overcome his fears about reveal- 
ing himself, he can function freely. 

The value of this kind of recording cannot be overestimated, since one has 
a most factual report of what has gone on in the session, not only in terms of 
content, but also in terms of intonations and sub-vocal utterances which cannot 
be communicated in written types of recording. The method enables the super- 
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visor to observe aspects of the interviewing process that are handled well or 
poorly. It helps him to understand how the therapist deals with different kinds 
of content, whether he exaggerates, minimizes, or negates the importance of 
certain types of material. It permits of observation of how he responds to un- 
reasonable demands of the patient, to hostilities and other transference attitudes 
that are developing in the relationship. It enables the supervisor to study tech- 
niques in interviewing, the handling of dream material, and skill in interpreta- 
tion in terms of timing and presentation. The difference between the written or 
verbal account and what actually went on, which is revealed in listening to a 
playback, is often so astonishing as to leave little question about the value of 
this kind of recording. 

For instance, one therapist’s verbal account made no mention of hostile 
feelings in the patient, to which the therapist was responding by shifting the 
topic of discussion and by complacent, reassuring utterances whenever the pa- 
tient introduced a slightly antagonistic remark. The therapist was totally un- 
aware of his responses, but in the playback he could not escape what had hap- 
pened. The educational value of listening to recordings of one’s own treatment 
sessions is enormous, as the above experience illustrates. 

Understandably, it will be impossible to utilize recordings at every super- 
visory session, due to lack of time. Several recorded sessions presented during 
each six months of supervision will usually suffice to measure the therapist’s 
progress, and in themselves will merit the training of the therapist in the use 
of the recording machine. 


PROBLEMS IN TECHNICAL PERFORMANCE 


The supervisee will experience trouble in various areas in the process of 
doing psychotherapy. These difficulties are the consequence either of lack of 
understanding, experience and skill, or of counter-transference. They will have 
to be handled by the supervisor in relation to their origin and function. Most 
common are the following problems: 

1. Difficulties in the conduct of the initial interview. 

2. Inability to deal with inadequate motivation. 

3, Inability to clarify for the patient misconceptions about psychotherapy. 

4. Inability to extend warmth and support to the patient or to establish 
an initial contact with him. 

5. Inability to define for the patient goals in therapy. 

6. Inability to structure the therapeutic situation adequately for the pa- 
tient. 

7. Inability to recognize and to handle manifestations of transference in 
the therapeutic relationship; specifically, dependence, sexual feelings, detach- 
ment, hostility and aggression. 

8. Lack of knowledge of how to explore and to bring to awareness con- 
flicts which mobilize anxiety in the patient. 

9. Lack of sensitivity and perceptiveness to what is going on in therapy. 
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10. Lack of technical skill in the implementation of free association, 
dream interpretation and analysis of the transference. 

11. Inability to deal with resistances in the patient towards verbal ex- 
ploration of his conflicts. 

12. Tendencies to avoid problems of the patient which inspire anxiety in 
the therapist. 

13. Tendency to probe too deeply and too rapidly at the start. 

14, Impatience with resistances toward the acquisition of insight. 

15. Faulty techniques of presenting interpretations. 

16. Frustration and discouragement at the patient’s refusal to utilize in- 
sight in the direction of change. 

17. Tendency to push the patient too hard or too rapidly toward normal 
objectives. 

18. Fear of being too directive with resultant excessive passivity. 

19. Lack of understanding of how to create incentives for change. 

20. Lack of understanding in dealing with forces that block action. 

21. Lack of understanding of how to help the patient master anxieties 
surrounding normal life goals. 

22. Inability to scale down therapeutic goals when modification of ob- 
jectives is mandatory. 

23. Lack of understanding of how to implement the translation of insight 
and understanding into action. 

24. Inability to deal with resistance toward abandoning primary and 
secondary neurotic aims. 

25. Inability to deal with resistance toward normality. 

26. Inability to deal with resistance in the patient toward activity through 
his own resources. 

27. Tendencies to overprotect or to domineer the patient. 

28. Inability to assume a non-directive therapeutic role. 

29. Lack of understanding of how to deal with the refusal on the part of 
the patient to yield his dependency. 

30. Lack of understanding of how to handle the patient’s fear of assertive- 
ness. 

31. Lack of understanding of how to analyze dependency elements in the 
therapist-patient relationship. 

32. Lack of understanding of how to terminate therapy. 

In observing his functioning, the supervisor must exercise great tolerance 
for the specific style of activity of the therapist. He must remember that irre- 
spective of training and exposure to specific schools of psychiatric thinking, 
basic petsonality patterns of the therapist will infiltrate into the treatment situa- 
tion and cannot help but influence the techniques that are learned. Some modi- 
fication of techniques will always occur, particularly of those that do not co- 
ordinate with the therapist’s personality structure. The therapist will probably 
never be able to duplicate the exact style of the supervisor, nor vice versa, since 
they are two different people and relate to patients in their own unique ways. 
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Yet certain basic principles in psychotherapy must not be violated, no matter 
what kinds of relationships one establishes and what types of techniques one 
employs. By defining the broad bounds of psychotherapy, and by elucidating on 
the fundamental principles to which every therapist must adhere, the supervisor 
may help the supervise perfect his skills, yet maintain his spontaneity, which 
is a most cherished characteristic in the psychotherapist. 


PROBLEMS IN LEARNING 


A number of propositions are involved in the learning of psychotherapy 
that may be expressed as follows: 

1. All learning necessitates a substitution of new patterns for old. This 
requires a working-through of blocks which constantly invest the acquisition of 
new patterns. Sometimes the struggle is a minimal one; sometimes it is intense. 

2. The manner in which learning proceeds is unique for the individual 
both in relationship to the rate of learning, as well as the methods by which 
material is absorbed and integrated. Some persons learn by leaps and bounds, 
others by cautious precarious crawling. Many variants expedite or interfere with 
learning in different people. What is taught an individual has to be accepted 
by him in his own terms. 

3. Learning involves both an understanding of theory as well as its in- 
tegration and translation into effective action. The responsibility for under- 
standing theory is vested in the instructors and teachers with whom the therapist 
has had preclinical training. The responsibility for execution of theory into 
practice is vested in the supervisor. 

4. No learning is possible without a motivation to learn. This motivation 
must be sufficiently intense to overcome the difficulties that inevitably envelop 
all learning. It is assumed that the therapist has sufficient motivation—in terms 
of a desire to be a psychotherapist—to expose himself to the ordeals of the 
learning process. 

5. Anxiety is present in all learning. Its sources are related to fear of 
change and the desire to cling to familiar patterns, as well as to resistance in 
altering basic accepted attitudes and behavior tendencies. 

6. Resistances to learning are present in all people in response to anxiety. 
The kind and the degree of resistance will vary with the individual. Most com- 
mon are lack of attention, lack of retention, amnesia and simulated stupidity. 
In addition, resistance may take the form of patterns of dependence, submis- 
siveness, self-depreciation, ingratiation, arrogance, grandiosity, resentment, ag- 
gression and detachment. These are products of specific neurotic character 
problems; but there may be a universality of expression of such trends in cer- 
tain cultures, reflecting accepted attitudes toward education and toward the 
authorities that are responsible for education. 

7. Resistances to learning must be overcome before learning can proceed. 
The attitudes of the supervisor are crucial here. His tolerance, flexibility, and 
capacity to extend warmth, support and acceptance toward the therapist, irre- 
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spective of the errors the latter makes, promotes the most effective medium for 
the handling of resistance. 

8. Learning is thus facilitated by a warm working relationship between 
supervisor and therapist. It is impeded by hostility that develops in this rela- 
tionship. A primary focus, then, in the supervisory process, is the existing re- 
lationship between student and teacher, with thorough ventilation of negative 
feelings before these exert a corrosive influence on the learning process. The 
therapist must be encouraged to express disagreements, criticisms or feelings 
in relation to the supervisor. He must be able also to accept criticism, and this 
will be possible where there is good rapport with the supervisor. 

9. As a general rule, learning blocks are resolved during the first few 
months of supervision. An inability to master such blocks after several months 
indicates a severe problem that necessitates incisive investigation. 

10. In learning, the therapist has a backlog of past experiences on which 
to build. He cannot be expected to progress any faster than would be warranted 
by the degree of his experience, no matter how hard the supervisor may push 
him. As a matter of fact, too severe demands will be of greater hindrance than 
of help. j 
11. As a rule, the therapist will in the early stages of learning feel re- 
sentful, unsure, and certain that he will fail. He will want to be told how to 
function; indeed, he will demand that the supervisor show him exactly what to 
do. The supervisor must accept the therapist’s dependency, and yet treat him as 
an equal. The setting of supervision is best permissive, the therapist being 
given the feeling that he is free to act, experiment and to make mistakes. 
Emphasis is on the sharing of experiences and responsibilities. 

12. Learning is a tedious process enhanced by the active participation of 
the student in his own growth. It is facilitated also by selected cases which serve 
a specific purpose in filling in gaps in the therapist’s experience, as well as by 
assigned reading and by recommended courses. At all times, critical thinking is 
to be encouraged, even at the expense of inflicting narcissistic slights on the 
supervisor. 

13. Learning is more an educational than a therapeutic process, and the 
focus in psychotherapy is on the therapist's work rather than on his problems. 
It is essential that the therapist be treated as an adult, and not as a problem 
child. 

14, Learning is expedited by successes, and it is impaired by failures. 
Provision should be made for some successes which will reinforce learning. 
Where the therapist encounters repeated failures, damage will be done to 
the learning process. 


PROBLEMS IN TERMINATION OF SUPERVISION 


The relationship the therapist establishes with the supervisor will, in 
general, proceed through various phases, including the establishing of rapport 
with the supervisor, the understanding of problems that occur in relationship 
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to the supervisor, the translation of this understanding into corrective action, 
' and finally, the ending phase in which the therapist develops the capacity to 
carry on, on his own, the working-through of his dependence on the supervisor. 

Where the supervisor has an authoritarian personality structure, it may be 
difficult for him to operate on equal terms with the therapist. He will want to 
continue to make decisions, to utter judgments and to offer interpretations, 
consciously or unconsciously resenting the therapist’s right to self-determination. 
Under these circumstances the ending of supervision may impose great hard- 
ships on both supervisor and therapist. 

On the other hand, the greater the dependency needs in the therapist, the 
more difficult it will be for him to countenance termination. An inability to 
resolve dependence on the supervisor indicates a severe characterologic problem 
for which the therapist may require further therapeutic help. 

During the terminal phases of supervision, the supervisor, in anticipation 
of the trauma of separation, may assume a non-directive role, insisting that the 
therapist be active and figure things out entirely for himself. One may expect 
that the therapist will respond to such non-directiveness with anxiety and 
hostility, and that he will attempt to force the supervisor to abandon this role. 
If the supervisor is persistent, however, justifying the passivity displayed on the 
basis of a respect for the therapist’s growth process, the therapist will eventually 
be convinced of the rationale of the supervisor's behavior. 


TECHNICAL DETAILS OF SUPERVISION 
1. Preclinical Training of the Therapist 


Before supervision begins, the supervisor will desire information about the 
preclinical training of his prospective supervisee. Questions he may have in his 
mind may include these: Is the theoretic background of the supervisee adequate 
for functioning in psychotherapeutic practice? Has he had the required courses 
and done essential reading? Has he integrated this theoretic material satis- 
factorily? Does the supervise have the personality qualities that will make for 
a good therapist? How profound an understanding does the supervisee have of 
his own emotional and interpersonal processes? Will he be able to resolve or to 
control the expression of hostility, detachment, sexual interest, overprotection, 
rejection, and other strivings that will be inimical to the psychotherapeutic 
relationship? Can we reasonably assume that the supervisee is sufficiently ad- 
justed to life now, so that he will not use the therapeutic situation and the ex- 
periences of the patient to live through vicariously his own frustrated ambitions, 
dependencies and hostilities? Does the supervisee have a capacity to empathize 
with people, to feel and to communicate warmth to them? Does he have the 
capacity to be resolute and firm on occasion, capable of insisting on certain 
essential actions during the therapeutic process? How much experience has the 
supervisee had in doing psychotherapy? What kinds of cases has he treated, 
and with what results? Has he had previous supervision, and if so, with whom 
and for how long? Does he believe he has benefited by such supervision? 

There is general agreement that the prospective psychotherapist requires an 
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extensive amount of preclinical training. A review of training which is being 
given in most of the recognized schools reveals a close similarity in prescribed 
courses and requirements. These include the following: 

a. Courses in basic neuropsychiatry, normal psychosocial development, 
psychopathology, psychodynamics, techniques of interviewing, techniques of 
psychotherapy, dream interpretation, child psychiatry and group psychotherapy. 

b. Clinical conferences ånd continuous case seminars which have been at- 
tended regularly. 

c. Readings in psychiatric literature of sufficient scope to provide the 
student with a good background in history, theory and practice. 

d. Enough personal psychotherapy or psychoanalysis to provide the stu- 
dent, first, with an opportunity to study psychodynamics, through self-observa- 
tion by observing his own emotional conflicts, their genesis and their projection 
into his present day functioning; and, second, to liberate him from personal 
ptoblems and character disturbances that interfere with the establishment and 
maintenance of a therapeutic interpersonal relationship. 

Should the supervisee be lacking in any of these basic requirements, the 
supervisor must help him find ways of making up his deficiencies. (See Ap- 
pendix L, page 827, for application blank for staff members. ) 


2. The Beginning Stages of Supervision 


The first contact of the supervisor with the therapist is in the nature of an 
exploratory talk. At this time there may be a discussion of the therapist’s pre- 
clinical training, and arrangements may be made as to the hours, frequency of 
visits, and the method of recording and presentation. The therapist may be 
given preliminary orientation as to what will be involved in supervision, and 
how supervisory sessions may best be utilized. Arrangements may furthermore 
be made for the handling with the supervisor of any emergency situations which 
may occur during the course of supervision. 

In the early months of supervision, a period of disillusionment is to be 
anticipated. The therapist will be brought face to face with practical problems 
in implementing therapy which may be at variance with what he has learned 
from books. He may also be upset by the fact that the specific kinds of problems 
that provoke his patients may be precisely those that are disturbing to himself. 
He may be exposed to certain situations that develop in treatment with a 
violent impact, that tax his own capacities for adjustment. It is incumbent on 
the supervisor to extend to the therapist, during this period, a good deal of 
warmth and understanding. The primary focus in early supervision is the 
relationship between supervisor and supervisee, since little progress will be 
Possible until good rapport exists. 


3. Later Phases of Supervision 


In supervision, the supervisor seeks to ascertain whether or not the 
therapist is living up to his potentialities. If not, the sources of this lack must 
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be diagnosed. For instance, the problem may relate to deficiencies in the kind 
of preclinical training received, or in the assimilation of educational materials 
presented to him in his training. It may be due to an absence of perceptiveness, 
or to insensitivity about what is going on in the therapeutic situation. It may 
be the product of personality problems that prevent the therapist from estab- 
lishing a meaningful contact with the patient. 

The areas in which the therapist needs help most will soon become 
apparent. In the main, technical ptoblems break down into difficulties in 
diagnosis, the conduct of the initial interview, the use of interviewing tech- 
niques, the understanding of the operative dynamics, the use of dreams, the 
detection and handling of transference, the awareness and mastery of counter- 
transference, the dealing with resistance, the use of interpretations, and the 
termination of therapy. 

The task of the supervisor here is not to tell the therapist what to do, 
but rather to teach him how to think through solutions for himself. Toward 
this end, it will be essential to ask questions and to structure problems so that 
the therapist can come to his own conclusions. Learning problems are to be 
diagnosed and handled along lines indicated previously. 

In the course of supervision, the therapist is bound to show transference 
manifestations. The supervisor will also have emotional attitudes toward the 
therapist. Both positive and negative feelings will have to be subjected to close 
scrutiny, in order to permit of the development of the proper kind of empathic 
yet objective attitudes. Furthermore, the supervisor will have to maintain a 
certain amount of tension in the supervisory sessions, to expedite activity. 

The beginning supervisor, particularly, may respond to supervision with 
untoward feelings. He may evidence a tendency to be pompous and over- 
bearing, and to overwhelm his supervisees with material. He is apt to feel 
irritable when a supervisee does not learn rapidly, when he defies suggestions 
and criticisms, even though these are offered in a constructive way. He may be 
provoked when there is persistence in errors that are so obvious that they 
scarcely need identification. Such attitudes on the part of the supervisor will, of 
course, interfere with learning. An honest search for feelings within himself 
will often reveal tendencies that stifle the development of his supervisee. One 
must emphasize again that counter-transference is always present, and that it 
need not be destructive to the teaching objective, provided the supervisor is 
capable of understanding his feelings, and of modifying and correcting them 
before they get out of control. 

Disagreements between supervisor and therapist are inevitable, even 
desirable. All learning inspires resistance. The therapist will voice protests in 
changing his habitual patterns. He is bound to be critical. Actually, he can- 
not change unless he is given an opportunity to voice and to work through his 
criticisms. The supervisor may be offended by the reactions of the therapist 
who presumably challenges his judgment with little provocation. The super- 
visor will best be able to respect the therapist’s right to his own opinions when 
he realizes the unavoidable learning struggle that is involved. 
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4. “Intensive” versus ‘Technical’ Supervision 


In practice, two general types of psychotherapeutic supervision may be 
defined. The first type, “intensive” supervision, consists of the “continuous 
case” type of reporting with a single patient, preferably from the initial inter- 
view to termination, utilizing process recording. This enables the supervisor 
to help the therapist in all phases of treatment, by observing his operations with 
one patient over a long-term period. “Intensive” supervision is the most 
effective kind of teaching for beginning therapists. 

The second type of supervision, arbitrarily called “technical” supervision, 
may be further divided into two sub-types. The first, or “case load” supervision, 
which is usually prescribed especially for the beginning therapist in a clinic, 
covers the general progress and specific difficulties being encountered in the 
entire case load of the therapist. One might consider this a kind of administra- 
tive supervision. The second sub-type, which we may, for want of a better 
name, call “special problem” supervision, is handled in a manner similar to a 
clinical conference. Any pressing problem in diagnosis, psychodynamics, or 
technical management may be presented, and the discussion centers around the 
specific difficulty encountered by the therapist. 

The latter kind of supervision is more highly advanced than other types, 
and presupposes more experience on the part of the therapist. It may also be 
effectively practiced in a group of no more than three or four therapists, who 
participate in the discussion with the supervisor. Each therapist may be given 
the privilege of presenting material on successive sessions. In practice, this 
proves to be a highly provocative teaching device, provided all the supervisees 
are approximately on the same level. 


5. The Evaluation of the Supervisee 


Evaluation is a means of helping the therapist develop his skills through 
a continuous assay of his strengths and weaknesses. As such, it becomes part 
of the teaching method, pointing to areas in which more development is needed, 
and helping in a positive way to promote such development. Criteria of evalua- 
tion may be along the following lines: 

a. Method of presentation, and recording ability. 

b. Theoretic understanding. 

c. Diagnostic ability. 

d. Integration of theory into practice. 

e. General therapeutic aptitudes, sensitivity and capacity for critical 
thinking. 

f. Kinds of relationships therapist establishes with his patients, and his 
skill in handling these relationships. 

g. Type of relationship therapist has with supervisor, and the use he 
takes of the sessions. 
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h. Types of relationships therapist establishes with colleagues and per- 
sonnel of the clinic, if any, to which he is attached. 

i. Therapist’s good points and his special skills. 

j. Therapist’s lacks and deficiencies. 

k. General learning ability, and the progress that has been made in 
learning. 

L Positive recommendations for increasing learning, including recom- 
mended readings, prescribed courses, and preferred kinds of cases to be as- 
signed to him. 

Yardsticks of expected progress have never been set. Arbitrarily, a rough 
gage such as the following may be useful to indicate minimal levels of 
achievement: 

End of first six months of supervision: ability to make diagnoses; ability 
to keep patients in therapy. 

End of first year: ability to understand dynamics; capacity to establish good 
rapport with patients. 

End of one and one-half years: recognition of personal problems in 
therapeutic functioning. 

End of second year: ability to overcome most personal problems in thera- 
peutic functioning. 

End of two and one-half years: ability to function without serious mistakes. 

End of three years: ability to do good psychotherapy. 

Evaluation imposes burdens on both supervisor and therapist. The super- 
visor may not want to criticize the therapist out of fear of hurting or offending 
him. The therapist in turn may feel humiliated at having his weak points ex- 
posed. The manner in which evaluation is presented, and the purpose for which 
it is used, will largely determine the reactions of the therapist. If the under- 
standing is clear that there will be periodic evaluations, let us say evety six 
months, to point out the areas in which the greatest or least development has 
been made, the experience can prove to be in the interests of learning. 

The evaluation conference may be set up in advance and both therapist 
and supervisor may prepare their observations for mutual discussion and 
consideration. At the conference a common understanding must be reached, 
and if a written evaluation must be sent to the head of a clinic or school, agree- 
ment on as many points as possible is best achieved in advance of sending the 
report. 


6. Administrative Responsibilities 


Where the supervisor and therapist are both associated with a clinic, the 
supervisor will have further responsibilities. For instance, he may participate in 
an analysis of administrative or intake policies, making recommendations of 
alteration of old or the devising of new policies. The object here is that of 
eliminating influences which are destructive to the patient’s therapy or to the 
therapist’s functioning. He will also, if supervision is part of a school training 
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program, probably be engaged in an analysis of administrative and pedagogic 
procedures in the program. This will include methods of choice of students, 
modification of curricula, introduction of new courses, and proposed changes in 
instructors or instructional methods. Routine meetings among the supervisors, 
or between supervisors and the supervisory head, will cover discussion of such 
problems in detail, with the introduction of whatever current difficulties the 
supervisor is having with supervision, and routine evaluations of the progress 
shown by the different therapists. 


SUPERVISION AS AN INTERPERSONAL RELATIONSHIP 


The supervisory relationship is one to which the supervisee reacts with 
mingled attitudes of admiration, jealousy, fear and hostility. Admiration 
and jealousy are usually inspired by the supervisor's superior knowledge, train- 
ing and status. Fear of the supervisor is often the product of the therapist's 
helplessness in the face of an authority, who, he feels, may judge him unfairly 
and destroy his career and livelihood in the event he fails to live up to ex- 
pectations. Hostility issues from many sources. On the one hand, it is the 
product of dependency on the supervisor, which is especially inevitable at the 
beginning of supervision. Dependency yearnings which are mobilized are 
usually accompanied by convictions that these yearnings will be frustrated. 
Feelings of being victimized by his own dependency needs, and the threats 
imposed by these needs on his independence and assertiveness, inspire further 
resentment. The very acceptance of supervision implies to some therapists a kind 
of subordination which imposes burdens on adjustment, particularly where in- 
dependence has become the keynote in the person’s life struggle. The therapist, 
in addition, resents demands he believes the supervisor makes on him. The 
restrictions imposed on the therapist, the criticisms directed at his functioning, 
deliver vital blows to his narcissism and contribute to further fears of loss 
of self. 

Supervision will thus produce feelings in the therapist that are related to 
neurotic attitudes toward authority. Difficulties in relationships to authority 
may come out toward the supervisor in the nascent state, in the form of 
verbalizations or behavioral acting-out. They may also be concealed behind a 
barrage of defenses which reflect the therapist's habitual patterns in his dealings 
with authority. 

The supervisor will, in his turn, respond in supervision with feelings 
toward the therapist, many of which are the product of neurotic attitudes toward 
subordinates. He may, in a flush of omnipotence, assume a patronizing attitude 
toward the therapist, presenting his ideas as if they were irrevocable pro- 
nouncements. He may feel contempt for the relatively inferior knowledge, skill 
or status of the therapist. He may develop hostility toward the therapist 
when the latter challenges his opinions or theories. He may resent the growth 
or advance of the therapist, seeking to keep him on a subordinate level, in an 
effort to preserve his own superiority. Accordingly, he may minimize successes 
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the therapist achieves, being chary of any praise or admiration he accords him. 
He may express his feelings directly toward the therapist, or, more likely, he 
may respond with defenses against his feelings which ate intended to conceal 
them. For instance, he may cloak aggression in a solicitous, ingratiating attitude, 
with overkindliness and overattentiveness. Or he may show disinterest in the 
productions of the therapist, offering him little help or reassurance. 

The supervisory process will thus arouse feelings and attitudes in both 
supervisor and therapist. The readiness of dissolution of these attitudes will 
depend upon their severity, the level of insight possessed, the strength of 
existing provocative factors, and their functional utility or destructiveness. 

Sufficient resolution of transference and counter-transference feelings must 
occur before real learning is possible, since the emotions that contaminate the 
relationship are apt to divert it from the goals for which it is intended. Neurotic 
feelings, along the lines indicated above, will always exist to some degree, 
although the intensity should not ordinarily be so great as to interfere with 
learning, nor so obdurate so as not to be resolved in the ordinary process of 
supervision. As a general rule, assuming that both participants are integrated 
people, capable of facing inimical attitudes and feelings, the initial resistances, 
fears and distrustful attitudes will be dissipated by the development of positive 
identification and rapport. 

Transference and counter-transference, however, may persist, blocking the 
therapist in his development and progress. Certain attitudes the supervisor dis- 
plays, for instance, may militate against learning. Among these are tentativeness, 
indecisiveness, minimization of himself, his knowledge and skill, irritability 
with the therapist, overprotectiveness, and a benign patronizing attitude which 
puts a damper on the therapist’s need to express critcism and to verbalize his 
doubts and indecisions. Lack of interest in the therapist and in his growth, and 
absence of praise when he has made an important gain, also act as dampers to 
learning. 

The therapist, undergoing a more violent struggle than the supervisor, is 
bound to show many resistances, some of which will persisit with an amazing 
tenacity. Among these are attitudes of conformity, and a seeming absorption 
of every utterance of the supervisor. This spurious kind of complacency is 
accompanied by a constant repetition of mistakes, as if the therapist sheds his 
knowledge immediately after leaving the supervisor's office. A pattern of this 
kind is often the product of a continuing fear of losing one’s independence 
by yielding to the supervisor's dictates and demands. Clinging to his old at- 
titudes then becomes for the therapist a means of retaining his identity. 

Another kind of resistance is the need to dominate and to take control by 
outsupervising the supervisor. Here the therapist overwhelms the supervisor 
with material, editing his reports, even falsifying material, in order to impress 
the supervisor. Belittling and derisive attitudes and feelings may exist toward 
the supervisor which are only indirectly expressed, and which serve to protect 
the therapist from fancied exploitation and injury. 

On the other hand, the therapist may become so terrified about what is 
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happening in his relationship with the supervisor as to seek reassurance, affec- 
tion and support in sundry ways. He may become helpless and hopeless, and 
assume a defenseless attitude. He may seek from the supervisor various panaceas 
for his difficulties, and insist that something positive be done for him that will 
help him in his conduct of therapy. In making such demands, he may express 
refusal to work out his own problems, attempting to force the supervisor to take 
decisive steps for him. Self-devaluation may follow in the wake of this attitude, 
much of which is an effort to avoid criticism and to forestall any responsibilities 
being put on the therapist. Where there is a strong masochistic bent, there may 
be attempts to flay himself, to undermine his intelligence and adjustment, and 
then to protest his being victimized or unfairly treated. 

Resistance to learning may also be expressed in the form of hostility. The 
patterns which hostility takes are legion, depending upon the individual’s 
habitual modes of dealing with this emotion. Where the person finds it 
difficult to express rage, he may respond with depression and discouragement. 
He may seek to terminate supervision on the basis that he is completely in- 
capable of learning. He may mask his hostility with dependence, with feigned 
amiability and with strong gestures to force the relationship with the supervisor 
into social channels. In instances where the therapist is capable of expressing his 
hostility openly, he may become defiant, challenging and overcritical. He may 
develop feelings of being exploited, misunderstood and humiliated, and he 
may attempt to find evidence for these feelings by misinterpreting what goes on 
between himself and the supervisor. He may become suspicious about the super- 
visor’s abilities, training and personal adjustment. He may enter into active 
competition with the supervisor, bringing in materials, quotations and references 
from authoritative works in order to challenge the supervisor or to nullify sug- 
gestions the latter has made. In some instances, the therapist may actually be- 
come uncooperative, negativistic and even mute, In other instances, hostility is 
masked by apathy and detachment. Here one will get the impression that the 
therapist, while presenting material and listening to the comments of the 
supervisor, is mentally “off in the clouds.” 

The therapist may try to ward off the supervisor by discursive talk about 
superficial topics, or by self-interpretations that are expressed with great 
vehemence. This attempt to disarm the supervisor by spurts of productivity 
has little corrective value for the therapist, since it is motivated by an effort to 
hurt the supervisor, rather than to learn. 

Other resistances take the form of an inability to think clearly and an in- 
Capacity to express one’s ideas. There may be an insistence that the therapist has 
achieved great development which is not supported by facts, and while self- 
confidence and assertiveness may be expressed, these will be found to be with- 
out substance. Another defense against the supervisor is an attempt to seduce 
him with gifts, lavish praise and compliments. The overvaluation of the 
abilities. of the supervisor may know few bounds, and unless the supervisor 
watches himself carefully, he is apt to respond to these devices with happy and 
omnipotent feelings. 
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Assuming that the supervisor is capable of controlling or of resolving 
counter-transference, can he help the therapist to overcome such varied resist- 
ances to the supervisory relationship? 

One must remember that supervision is a student-teacher relationship rather 
than a patient-therapist relationship. Emotional problems stirred up in the 
therapist in his work with his patients cannot entirely be handled by the 
supervisor in the setting of supervision. While often the outcome of supervision 
is definitely therapeutic for the supervisee, the goal is toward more adequate 
functioning in psychotherapy rather than the helping of the therapist with his 
own neurotic difficulties. Naturally, the supervisor does point out neurotic 
problems of the therapist that express themselves in the latter's counter-trans- 
ference, in order to bring the therapist to an awareness of blocks in his func- 
tioning. It is assumed that the therapist has had sufficient personal psycho- 
therapy, or is sufficiently integrated emotionally, to be able to work through 
these blocks with his own resources in the supervisory setting. In the event this 
is not possible by virtue of the depth of disturbance, it may be necessary to 
refer the therapist for more personal psychotherapy, or to enjoin the therapist, 
if the latter is in the process of receiving psychotherapy, to report to his own 
psychotherapist the problems that have developed in supervision. 

However, the supervisor will have to handle those aspects of feeling and 
attitude which impede the therapist in his acquisition of therapeutic skills. 
This experience may prove itself to be therapeutic for the supervisee, but, if 
this occurs, it is a by-product of the chief objective—the learning of psycho- 
therapy. Should the supervisor's effort to help the therapist to resolve his 
difficulties in supervision fail, referral for more personal psychotherapy may be 
necessary, a contingency the supervisor himself may want to seek where he 
realizes that he cannot work through his own problems in the existing relation- 
ship with his supervisee. In the event mutual trust and respect do not develop 
between supervisor and therapist after these devices have been exploited, 
transfer to another supervisor may be necessary. 
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Questions Therapists Ask about Psychotherapy 


SUNDRY QUESTIONS PLAGUE THE INDIVIDUAL DOING PSYCHOTHERAPY. 
Answers to these questions are not easily provided, since there are many ways 
of accomplishing the same task in psychotherapy, some of which are suitable for 
one therapist, and wholly inappropriate for another. In this chapter, a number 
of common questions, posed by therapists participating in case seminars con- 
ducted by the writer, and not answered completely in the text of this book, are 
considered. The answers given to these questions are, of course, not absolute 
and will require modification in terms of the individual’s unique experience and 
specific style of working. 


Q. If a patient attacks you verbally at the initial interview, how would you handle 
the situation? 

A. An aggressive outburst in the first interview is clearly an indication of great 
insecurity or fear in the patient. The patient will generally rationalize his hostility on 
one basis or another. A way of handling the situation is to accept the patient's hostility 
and to inform him that under the circumstances you do not blame him for being angry. 
As a matter of fact, it would be difficult for him to feel any other way. If possible, an 
effort should be made to bring the meaning of the aggressive outburst to the aware- 
ness of the patient. If this can be done, it may alleviate his tension and initiate more 
positive feelings toward the therapist. 

Q. How do you handle a patient who comes to see you while be is being treated by 
another therapist? 

A. This situation occasionally happens and will have to be managed diplomati- 
cally. There are a number of reasons why a patient finds it necessary to consult a second 
therapist. He may be in a state of resistance, and his visit constitutes an attempt at 
escape from, or a gesture of hostility toward his therapist. Or the patient may sense 
that he is unable to relate to his therapist, or that his therapist is unable to relate to 
him, and he is reaching out for a new, better therapeutic relationship. In either 
instance, one must respectfully listen to the patient, and focus particularly on the 
specific meaning of his consultation with you. Under no circumstances should one 
participate in criticism of the other therapist, no matter what outlandish activities are 
ascribed to him by the patient. On the contrary, one should alert himself to transference 
manifestations, and attempt to clarify any misconceptions or irrational attitudes about 
the patient’s therapist that present themselves. The ultimate result of the interview may 
be emotionally cathartic for the patient, and he may return to his therapist with insight 
into his resistance. Should there be reason for your considering treating the patient, 
and if he has not informed his therapist about his prospective consultation with you, 
it will be important to emphasize the need to discuss the situation with his therapist. 
The patient may be told that for ethical reasons it will be impossible to start treatments 
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with him unless both he and his therapist agree that a transfer is indicated. In the 
event the patient has, when he consults you, discontinued treatment with his therapist, 
the visit may, of course, be conducted as an initial interview. 

Q. Is it permissible to treat one’s friends? 

‘A. It is extremely difficult to be therapeutically objective with friends. Nor will 
they be able to establish the proper kind of relationship with you. For these reasons 
friends who consult you about starting treatment are best referred to another therapist. 

Q. How far can the therapist go in making interpretations at the beginning of 
therapy? 

A. An experienced therapist may discern in the first interview or shortly thereafter, 
from verbal or non-verbal communications, important dynamics underlying the pa- 
tient’s neurosis. To interpret these to the patient may be fatal. One must bide his time 
and wait for a strategic moment—which may come many months later—before re- 
vealing to the patient what the therapist already knows. New therapists, in their en- 
thusiasm, frequently violate this rule, as do experienced therapists with strong narcis- 
sistic leanings who attempt to demonstrate to the patient how much they know 
about him. 

Q. What causes violent feelings which are stirred up in the patient after the first 
interview? 

A. These may be caused by transference or by something the therapist has done 
in error. 

Q. Are mistakes that a therapist makes in doing psychotherapy irretrievably 
destructive? 

A, Even the most experienced psychotherapist makes mistakes in the conduct of 
therapy. There are many reasons for this, including the fact that the interpersonal re- 
lationship is so complex that the therapist cannot see all of its facets. Such mistakes 
are not too important if the working relationship with the patient is a good one. 

Q. Are the various psychotherapeutic approaches ever used together? 

A. Practically all forms of psychotherapy purposefully or inadvertently employ 
a combination of approaches, Even in formal psychoanalysis, one may, at times, be 
unable to avoid suggestion and reassurance. Persuasive and other suppottive influences 
may by design enter into insight therapy from time to time, and disturbing environ- 
mental factors may deliberately have to be handled in order to promote maximal 
progress. Wittingly or unwittingly then, no approach exists in a pristine form. Rather, 
it is blended with other approaches, made necessary on occasion by the exigencies of 
the therapeutic situation. 

Q. Does one ever start off using one approach and then, in the course of treatment, 
switch over to another approach? 

A. This is very frequently the case. One may start off with an approach aimed at 
a supportive or palliative goal. In the course of treatment, it may become apparent that 
no real improvement will be possible unless one deals with underlying causative factors. 
One will consequently have to motivate the patient toward accepting therapy aimed at 
reconstructive goals. On the other hand, one may begin reconstructive treatment and, 
in the course of administering this, discover that circumstances, such as inadequate 
motivation or diminutive ego strength, make less extensive goals desirable. A sup- 
portive approach may therefore become necessary. 

Q. Should the patient be required to pay for bis own treatment? 

A. As a general rule, the patient will get more out of therapy if he feels in some 
way responsible for its payment. 
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Q. How is the matter of fees best handled? 

A. The matter of setting a fee satisfactory to both therapist and patient, and of 
agreeing on the manner in which payments are to be made, is part of the reality situa- 
tion which therapy imposes on the patient. Most therapists gage their fees according 
to the patient’s ability to pay. In setting a fee, it is important that the therapist con- 
sider the patient’s capacity to carry the financial responsibility over the estimated treat- 
ment period. Unless this is done, both therapist and patient will find themselves in a 
difficult situation later on, Though grading the patient’s fee according to his ability to 
pay over the estimated time period of his treatment, the therapist must be assured that 
he is setting a fee acceptable to himself. Should he enter into an agreement whereby he 
accepts a fee so low that he is hampered in meeting his own obligations, he will feel 
insecure, Resentment or anxiety may occur that will impose a destructive influence on 
the therapeutic relationship. Once a fee is set, it is difficult and unfair to raise it unless 
the financial situation of the patient has changed for the better. Often a neurotic 
problem interferes with the work capacity and productiveness of the patient. At the 
start of therapy, the earning ability of the patient will therefore be minimal. Once 
therapy gets under way, the patient may be able to earn a great deal more money. 
Under such circumstances, discussing with the patient the raising of a fee is justifiable, 
and an adjustment of fees upward usually will be acceptable to the patient. On the 
other hand, financial reverses may occur during the course of therapy. In such in- 
stances a reduction of fee may be required. 

Q. What do you do when a patient neglects payments of fees? 

A, Lack of punctuality in the payment of fees may be a manifestation of tem- 
porary financial shortage, a problem in the patient related to money or to giving, or an 
indication of resentment toward the therapist and of a desire to frustrate him. Should 
the patient disregard the payment of the bill for a considerable period, the matter 
may merit inquiry and therapeutic handling. Where the therapist himself has neurotic 
problems in relation to money, he may evidence marked anxiety when payments are 
not being made on time. He may consequently tend to overemphasize the importance of 
punctuality in payments, and he may introduce the matter of finances completely out 
of context with the material that concerns the patient. On the other hand, the ther- 
apist may be negligent as to the matter of payments, and he may fail to bring to the 
patient's awareness possible avoidance of a responsibility which is part of the reality 
situation. Unless justified by financial reverses, the accumulation of a debt creates 
hardships for the patient which may be harmful to his relationship with the therapist. 

Q. If you discover that the patient's finances are greater than those he reported 
at the beginning of therapy, would you boost the fee? 

A. Financial arrangements with a patient may have been made on the basis of a 
teported low income. If the patient has purposefully concealed his finances from the 
therapist, this deception will, in all probability, later create guilt and tension. The 
therapist may assure the patient that there must have been reasons why he felt he had 
to falsify his income. Understandably, careful handling is necessary to avoid mobiliz- 
ing further guilt. In the event the set fees require adjustment because of the patient's 
larger income, this matter must be discussed thoroughly with the patient, no change of 
fees being made except on mutual agreement. If the patient's fees are arbitrarily raised 
without his complete cooperation, grave difficulties may be anticipated in the ther- 
apeutic relationship. 

Q. Should the therapist ever visit a patient in his home? 

A. Only in the event of a serious incapacitating illness or accident where it is 
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impossible for the patient to come to the therapist’s office and where it is urgent to 
administer psychotherapy. 

Q. What do you do when a patient talks too much and doesn’t allow the ther- 
apist to speak? 

A, If the patient is focused on an important area and is doing good therapeutic 
work, one does not interrupt. If he is talking about irrelevant things, or his rambling 
seems to be resistance, one interrupts and focuses on pertinent topics. If this does not 
help, one may question the reason for rambling, or perhaps attempt its interpretation. 

Q. What do you do if the patient has been in negative transference for a long 
time and this continues no matter what the therapist does? 

A, First the therapist might examine his own feelings and behavior to see if he 
is provoking these feelings. If he is sure there is nothing in the therapeutic situation 
that is stirring up the patient, he may attempt to analyze possible projections by the 
patient into the present relationship of negative attitudes toward important past person- 
ages. If this does not help, he may go back to the first phase of therapy and actively 
try again to establish a working relationship with the patient. 

Q. What is the relative merit of focusing on past as compared with present life 
difficulties in reconstructive therapy? 

‘A, In reconstructive psychotherapy, some controversy exists as to the relative im- 
portance of material that deals with the past, and material relating to the present. 
Extremists of both points of view argue the merits of their particular emphasis. On the 
one hand, there are those who regard the present problems of the individual as a 
superficial product of personality disturbances arising out of insecurities in childhood. 
These insecurities have undermined the self-esteem and blanketed sexual and aggres- 
sive drives with a mantle of anxiety. Environmental difficulties and current situational 
distortions stir up hardships for the individual by agitating past problems. Dealing 
with provocative current situations may restore the equilibrium of the individual. This 
stability is, however, precarious due to the continued operation of immature strivings. 
While harmony may be reconstituted, the recurrence of environmental stress will pro- 
mote a new breakdown in adaptation. It is fruitless, therefore, to concentrate on the 
present, since the roots of the difficulty, imbedded in the past history, will remain 
firmly entrenched. On the other hand, there are therapists who are opposed to an 
emphasis on the past. It is claimed that the individual repeats in present-day patterns 
his important childhood disturbances. A concern with the present must of necessity 
involve a consideration of the past. To discuss the past in detail results in a mere 
raking over of dead historical ashes; while interesting material may be exposed, it may 
bear little relationship to current happenings. A dichotomy may then be set up between 
the past and the present, with lacking unity of the two. As irreconcilable as these 
two viewpoints appear, they are not so disparate as the proposed arguments would 
seem to indicate. In psychotherapeutic practice, one constantly utilizes current life 
experiences as vehicles for discussion, for it is in the present that the individual lives 
and feels. Yet, a consideration of the past is mandatory in understanding what is 
happening in the present. Current life experiences may be regarded as reflecting a pat- 
terning from the past through the use of present-day symbols. It is therefore necessary 
to blend the past and the present, and to focus on whichever element is of immediate 
importance. 

Q. Is it ever permissible to assign “homework” to the patient? 

A. Where the patient is not too productive and does not work industriously at 
therapy, asking him to keep a kind of diary, writing out his reactions, observations, 
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and dreams between sessions, may get him to approach treatment more seriously. Each 
interview may be organized around discerning and exploring basic patterns which are 
revealed in the patient’s notes or observations. The patient should leave every session 
with a general problem to focus on up to the time of the next session. He may then 
work on this problem, observing himself and his reactions, noting which environmental 
or interpersonal situations tend to aggravate or moderate it. This “homework” may 
catalyze the patient’s thinking, and get him to assume more responsibility for his 
treatment. 

Q. If a patient wants information about a subject like sex, do you give it to him? 

A, Yes, but only after ascertaining why the patient asked for this data. 

Q. Isn't a routine physical examination for all patients a wasteful practice? 

A, Every patient about to get psychotherapy should have a good physical examina- 
tion and preferably a thorough neurologic examination performed by a competent 
neurologist. The findings will be negative in the vast majority of patients, but the 
occasional case of early cancer, brain tumor, or other operable maladies that may be 
detected will justify the precaution of routine physicals. 

Q. How would you handle a patient who appears to have read just about every- 
thing on the subject of psychiatry and keeps citing the opinions of different authorities 
which may or may not agree with your point of view? 

A. The patient may have read more on psychiatry than you, but this does not 
mean that he has integrated what he has read, As a matter of fact, he will probably 
tend to utilize the knowledge he has gained as resistance, by intellectualizing what 
goes on, or by criticizing the technique or formulations of the therapist. At some point 
in therapy, it may be necessary to mention to the patient that, while his reading has 
given him a good deal of information, this information may be a hindrance to his 
therapy rather than a help. No two problems of an emotional nature are alike, and 
things he has read applying to other people surely do not exactly apply to himself. He 
can be fair to himself only by observing his feelings and his attitudes, without specu- 
lating what they must be like on the basis of his readings. Sometimes it may be neces- 
sary to be very blunt and to tell a patient that it is important for him to forget every- 
thing that he has read, since this seems to interfere with his spontaneity. 

Q. What do you do when the patient asks a question the therapist is unable 
to answer? 

A, The therapist may say that he cannot answer the question at this time, but will 
do so later when the answer becomes more clear. 

Q. Is it ever justifiable to lie to a patient? 

A, Lies eventually reveal themselves and shatter the patient's trust and confidence 
in the therapist. Truthfulness is, consequently, the keynote in therapy. In an effort 
to be truthful, however, one should not reveal things to the patient that may be harm- 
ful to him. It may be essential, therefore, where his security and health are menaced, 
to avoid answering certain questions directly. If, for instance, the patient shows symp- 
toms of an impending psychosis, and is dangerously tottering between sanity and 
mental illness, and if he is frightened by the upsurge of archaic unconscious material 
to a point where he believes himself to be insane, it may be harmful to tell him that he 
is approaching a psychosis. Rather, he may, if he questions the therapist, be told that 
his preoccupation with becoming insane is more important than the symptoms he 
manifests. These are evidences of great insecurity. Whenever the patient asks a direct 
question, an honest answer to which may be upsetting to the patient in view of existing 
ego weaknesses, he may be asked why he asks this question, and his concern may be 
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handled without upsetting him with a straight reply. It is important to remember that 
truthfulness must not be confused with necessary caution in divulging information 
and interpreting prematurely. Where a patient is insistent on a complete answer to his 
question, it may be helpful to point out to him that therapy involves a mutual inquiry 
into a problem, and an avoidance of premature judgments. One must patiently wait 
until enough evidence is available before being certain of one’s observations. The 
answer to questions will soon become evident, both to the patient and to the therapist. 
If for any reason the patient cannot perceive the truth, the therapist will point out to 
him why it is difficult for him to understand what is happening. The patient will 
eventually develop confidence in the fact that the truth will not be kept from him, 
but that ideas must be checked and double-checked for their validity before they 
can be communicated. 

Q. Sometimes it is necessary to break an appointment with a patient. How can 
this best be done? 

A. Appointments should, if possible, never be broken without adequate notice 
being given to the patient. Unless this is done, the relationship may be injured and a 
great deal of work may be necessary to undo the damage. Where circumstances make 
it necessary to break an appointment, the therapist or his secretary should telephone 
the patient, explain that an emergency has developed that necessitates a revision of 
the therapist's schedule, and that, consequently, it will be necessary to make a new 
appointment for the patient, or to skip the present appointment. In instances where 
the therapist is ill, or expects to be away from his practice for an indefinite period, 
the patient may be informed that the therapist will get in touch with him shortly to 
give him a new appointment. If a reasonable explanation is given to the patient to 
account for a broken appointment, there will be no interference with the working 
relationship. 

Q. How would you handle a patient's resentment because you do not keep ap- 
pointments on time? 

A. The patient's resentment may be justified. Because of ambivalent feelings, the 
patient usually has difficulties trusting any human being completely. The therapist 
must therefore give the patient as little reality basis for his distrust as possible, al- 
ways explaining to the patient the reasons for unavoidable irregularities in appoint- 
ment times, so the patient will not assume that the therapist is irresponsible. Giving 
the patient an allotted amount of time is part of the reality situation to which both 
the patient and therapist must adjust. Where appointments are forgotten by the ther- 
apist, or where the patient has to sit around and wait for the therapist because the 
therapist has not finished with a preceding patient, resentments will develop which 
may interfere with therapy. Of course, there will be occasions when the therapist can- 
not help being late for a session. Emergencies with a preceding patient may develop, 
and the therapist may have to run over in time into the next session. Under such cir- 
cumstances, an explanation must be given the patient to the effect that an emergency 
occurred which could not be avoided and which necessitated a delay in starting his 
session. In order to impress on the patient the fact that he is not being exploited, he 
may be told also that time taken from his session will be made up. In the event a mis- 
take has been made in the patient’s appointment, and the patient appears for his 
session at a time allotted to another patient, he must be taken aside and given an 
explanation to the effect that an unfortunate error in scheduling has occurred which 
resulted in the patient’s being given the wrong appointment time. Another appoint- 
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ment should then be given the patient during which any resentment resulting from 
the error may be handled. 

Q. If you are unable to understand what is going on dynamically in a case you 
are treating, what do you do? 

A. Occasions will arise when the therapist may be unable to discern exactly what 
is happening in his relationship with a patient. When this occurs, it may be indicative 
of such blocks as unyielding resistance in the patient, or of counter-transference. In 
either instance, where the therapist is disturbed by what is happening, or where prog- 
tess is blocked, several supervisory sessions with an experienced psychotherapeutic 
supervisor may be helpful in resolving the difficulty. 

Q. When do you increase the frequency of sessions? 

A. During the course of therapy it may be necessary to increase the number of 
sessions weekly for the following reasons: (1) an upsurge of intense anxiety, de- 
pression, or hostility which the patient cannot himself control; (2) violent intensifica- 
tion of symptoms; (3) severe resistance that interferes with progress; (4) negative 
transference; (5) unrestrained acting-out that requires checking; (6) threats of shat- 
tering of the ego unless constant support is given the patient; and (7) where one 
wishes to stimulate transference to the point of creating a transference neurosis. 

Q. When would you decrease the number of sessions weekly? 

A. A decrease in the number of weekly sessions is indicated: (1) where a patient 
is becoming too dependent on the therapist; (2) where alarming transference reac- 
tions are developing which one wishes to subdue; (3) where the patient has a tend- 
ency to substitute transference reactions for real life experiences; and (4) where the 
patient has progressed sufficiently in therapy so that he can carry on with a diminished 
number of visits. 

Q. Is advice-giving taboo in reconstructive therapy? 

A. Generally. One must keep working on the patient’s resistances to the solving 
of his own problems. The ultimate aim is self-assertiveness rather than reliance on 
the therapist. 

Q. Should the therapist ever insist on the patient’s engaging in a specific course 
of action? 

A, Only when it is absolutely necessary that the patient execute it, and its rationale 
is fully explained to, and accepted by the patient. 

Q. Should the therapist ever try to forbid the patient from making crucial de- 
cisions during therapy? 

A. While important changes in his life status, like divorce or marriage, may best 
be delayed until the patient has achieved stability and greater personality maturity, it 
is obviously difficult for the therapist to “forbid” the patient to make any decisions. 
The patient may be reminded that it is important not to take any drastic steps in alter- 
ing his life situation without discussing these thoroughly with the therapist. If the 
therapist believes the decisions to be neurotic, he may question them, presenting in- 
terpretations if necessary. In the event the patient decides nevertheless to go through 
with a move that is obviously impetuous, it means that he is still at the mercy of 
neurotic forces he cannot control, that his insight is not yet sufficiently developed, or 
that he has to defy or challenge the therapist. The therapist may have no other alterna- 
tive than to let the patient make a mistake, provided the patient realizes that he has 
acted on his own impulse. It is important not to reject the patient or to communicate 
resentment towards him for having made a move against advice. Only when the pa- 
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tient is about to take a really destructive or dangerous step is the therapist justified 
in actively opposing it. 

Q. What do you do if the patient brings in written material for you to discuss? 

A. Occasional written material may be important, but if large quantities are 
brought in, this practice should be discouraged. 

Q. What would you do if the patient refuses to talk session after session but offers 
to write out his ideas? 

A. If this is the only way the patient will communicate, it should be accepted. 
However, an attempt must be made to handle the patient's resistance to talk at the 
same time that he is encouraged to bring in written comments. 

Q. What do you do if a patient says he fears he will kill someone? 

A. One should not reassure the patient nor minimize what he says. Rather, he 
may be told that there are reasons why he feels so upset that he believes that he will 
kill someone. He may then be encouraged to explore his impulses and fears. If the 
patient is psychotic or destructively dangerous, hospitalization may be required. 

Q. Should the therapist permit the patient to express hostility or aggression 
openly in the therapeutic situation? 

A. Any overt behavioral expressions of hostility or aggression are forbidden, al- 
though verbalization of these emotions or impulses is permissible, even indispensible. 

Q. Do you ever reassure the patient during insight therapy? 

‘A. Reassurance should be kept at a minimum. However, gross misconceptions 
will require reassuring correction; or the patient may be in an emotional crisis which 
needs mitigation. Reassurance should never be given the patient when he is in a 
negativistic state, since this may produce an effect opposite to what is intended. 

Q. Are fleeting suicidal thoughts arising in the patient during treatment im- 
portant? 

A. Suicidal thoughts are not uncommon during therapy. They often serve a de- 
fensive purpose, acting as a kind of safety valve. Vague ideas of suicide may be enter- 
tained as a way of ultimate escape from suffering in the event life should become too 
intolerable. In most instances, such ideas are fleeting and are never put into practice 
no matter how bad conditions become. They are handled therapeutically in the same 
way that any fantasy or idea might be managed. It is important not to convey undue 
alarm when the patient talks about escape fantasies in taking his life. To do so will 
frighten the patient or cause him to use suicidal threats against the therapist as a form 
of resistance. Rather, the therapist may listen respectfully to the patient and then state 
simply that there may be other ways out of his situation than suicide. Suicide is an ir- 
revocable act. More suitable ways of coping with the situation will present themselves 
as he explores his difficulty. Where, however, the patient has, in the past, made an 
attempt at suicide, fleeting suicidal thoughts must be taken very seriously. A careful 
watch is indicated, since the attempt may be repeated. Any evidence of hopelessness 
or resentment that cannot be expressed as such, must be explored and resolved if it is 
possible to do so. Should resolution be impossible, and should the danger of suicide 
continue to lurk, hospitalization may be required. Suicidal thoughts in patients who 
ate deeply depressed must be considered as dangerous, and the patient must be handled 
accordingly. 

Q. What do you do if a patient you are treating telephones and insists on seeing 
you that very day? 

A, If possible, this request should be respected, provided the situation upsetting 
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the patient is an emergent one. Should the therapist be unable to arrange for an ap- 
pointment, or for a partial appointment, he may promise to telephone the patient at 
a specified time that day to discuss the situation with him. As early an appointment as 
possible should be made for the patient. 

Q. What would you say to a patient who asks whether he may telephone or 
write to you whenever he desires? 

A. Lack of time will obviously make it difficult for the therapist to answer tele- 
phone calls or to read all the material that the patient wishes to communicate in writ- 
ing. The therapist may handle a request on the part of the patient to telephone by 
saying simply that it is much better to take up matters during a session, since the 
limited time available during telephone conversations may create more problems than 
are solved. In response to excessive written communications, the therapist may remark 
that verbalization is to be preferred to writing. The patient may be informed that 
where emergencies occur, he may feel free to telephone the therapist. Where a crisis 
has developed, the patient may be given specific times at which he may call, or he may 
be told that the therapist will telephone him at a certain hour. It is usually best to 
keep such telephone calls at a minimum, and to increase the sessions of the patient 
should a more intensive contact be required. 

Q. How would you handle a patient who is insistent that you inform him of your 
whereabouts at all times, so that he can get in touch with you? 

A, One would deal with this the way any other symptom in a neurosis would be 
handled. The patient may be told that it is important to find out why he needs’ to 
know the therapist’s whereabouts. It may be that he feels so helpless and insecure 
within himself that he must be convinced that the therapist will not desert him or 
deny him help in the event of a catastrophe. The patient may be assured that the ther- 
apist will, in the instance of an emergency, always be happy to talk with him, but 
that it is important to understand what is behind the patient's insecurity in order that 
he be able to overcome his feelings of helplessness. 

Q. In the event a patient who has been using the couch position manifests 
anxiety and asks to sit up, would you encourage this? 

A. Anxiety may be the product of penetration of unconscious material into pre- 
consciousness, or it may indicate a feeling of isolation from, or a feat of the therapist. 
Encouraging the patient to continue his verbal associations on the couch, may enable 
him to gain awareness of important feelings or conflicts. However, if anxiety becomes 
too great, his request to assume the sitting-up, face-to-face position should be granted, 
This will generally permit of a restoration of stability, especially if supportive meas- 
ures are coordinately employed. 

Q. What do you do when a patient has reached a stalemate in therapy? He is 
completely unproductive, and any attempts of the therapist to mobilize transference 
and to resolve resistance fail. 

A. Group therapy with alternate individual sessions often stimulates activity, 
as may several sessions of hypnosis or narcotherapy. Continued resistance may justify 
a vacation from therapy, or, as a last resort, transfer to another therapist. 

Q. When is psychotherapy likely to become interminable? 

A. A patient whose personality has been so damaged in early childhood that it 
has never allowed for a satisfactory gratification of needs or for an adequate defense 
against stress may feel he requires a continuing dependent relationship in order to 
function. Transference here is organized around maneuvering the therapist into a 
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parental role, There is strong resistance to a more mature relationship. Where the 
therapist enters into the patient’s design, due to his own needs to play parent, therapy 
is apt to become interminable. 

Q. What does dreaming indicate when it becomes so excessive that it takes up 
the entire session? 

A, Where the patient deluges the therapist with dreams, the therapist should 
suspect that they are being used as resistance, perhaps to divert the therapist from 
other important material. 

Q. Which dreams that the patient presents should one consider of great im- 
portance? 

A. Repetitive dreams and those with an anxiety content may be of great im- 
portance, 

Q. What do you do when a patient constantly brings up important material several 
minutes before the end of a session, leaving no time to discuss it? 

A, This is usually a manifestation of anxiety. It may be handled by mentioning 
to the patient the fact that the material he has brought up sounds important and 
should be discussed at the next session. If the patient does not spontaneously bring 
it up, the therapist may do so, handling whatever resistances arise. 

Q. How would you handle a parent who brings a child to you for therapy, and you 
are impressed by the fact that the parent needs treatment more than does the child? 

A, It may be important to determine how much motivation the parent has for 
therapy, and his level of understanding. Should the parent be unaware of how he 
participates in the child’s neurosis, it may be necessary to inform him that the treat- 
ment of his child will require seeing the parent also, both to determine what is going 
on at home and to help the parent understand how to handle developing problems. 
In this way, the parent himself may be brought into a treatment situation. 

Q. Are interviews with the patient's family or with other persons important to 
the adult patient of any value? 

A, The therapist may frequently get information from persons close to the pa- 
tient that the patient himself has been unable to convey. Often a conference reveals 
distortions in the patient’s attitudes and behavior that are not based on reality. One 
or more interviews with important family members may thus serve as a constructive 
experience. Furthermore, where the patient is unable to correct a disturbed environ- 
mental situation by himself, the cooperation of a related person as an accessory may 
be helpful. Where the patient is reacting destructively to a relative who then responds 
in a counter-destructive manner, where demands on the patient by a relative are 
stirring up problems in the patient, where a related person is opposing the patient's 
therapy—and his help, financial and other, is needed—an interview with the relative, 
aimed at the clarification of these issues, may yield many dividends. The relative may 
require reassurance to neutralize his guilt about the patient. Sometimes relatives can 
be prepared for contingencies that may arise in therapy, such as rebelliousness and 
hostility directed at them by the patient. An explanation that such occurrences are in- 
evitable in treatment, and that they are part of the process of getting well, may fore- 
stall retaliatory gestures. The patient's need for independence and assertiveness may 
be explained for the benefit of relatives who unwittingly overprotect the patient. 
Statements to the effect that the patient will get worse before he gets better, and that 
it will require time before results are apparent, often prevent discouragement and 
feelings of hopelessness among concerned relatives. Because a therapeutically in- 
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duced change in the patient’s attitudes brought about by therapy may impose new 
and unaccustomed burdens on persons with whotn the patient associates, preparing 
these persons for the change may avoid a crisis. An interpretation of the patient’s 
actions in dynamic terms will often relieve a related petson’s guilt and lessen his re- 
sentment. For instance, if an adolescent is beginning to act cantankerous and tesistive, 
an explanation to the parent that this behavior is to be expected at the patient’s time 
of life, that all adolescents are often difficult to live with, and that parents are bound 
to feel resentful at the behavior of their offspring, may foster greater tolerance. Or a 
wife distraught at her husband’s inattentiveness may be helped to realize that her 
spouse is responding not specifically to her as a person, but rather to her as a symbol 
of some actual past or fantasied personage against whom the patient had to build 
a wall of detachment. This insight may help avoid the creation of the very situations 
that would drive her husband deeper into isolation. 

Q. How would you approach a patient should you decide a conference with a 
relative is necessary? 

A, The patient may be told that in psychotherapy the therapist may want to have 
an occasional conference with a relative or other person close to the patient. The 
purpose is to get to know the relatives and their attitudes. Following this, the therapist 
may say, “I wonder how you would feel if I thought it necessary to talk with 
(mentioning name of person) ?” The patient may acquiesce; he may question the need 
for such a conference; or he may refuse indignantly to permit it. If the patient is 
insistent that no contact be made, his desire should be respected. Important material 
concerning the relative will undoubtedly be forthcoming and may constitute the mate- 
tial of later interviews. 

Q. If an interview with a family member or other significant person is decided on, 
are there any rules one should follow? 

A, Experience has shown that a number of precautions are necessary when it is 
decided to contact the family. First, the patient’s consent should always be obtained, 
the only exception being where he is dangerously psychotic. Second, confidential 
material revealed by the patient must never be divulged, since the breach of confidence 
will usually be flaunted at the patient even where the relative promises to keep the 
revelations to himself. Third, in talking to the related person, the therapist will often 
have a temptation to blame, to scold or to enjoin the person to change his ways or 
attitudes toward the patient. Distraught, confused, frustrated, and filled with guilt and 
indignation, the related person will expect the therapist to accuse him of delinquencies 
toward the patient. Permitting the person to talk freely, sympathizing with his feel- 
ings, and encouraging him to express his ideas about the situation, will tend to al- 
leviate his tension. It is important to try to establish a rapid working relationship with 
the person, if this is at all possible. Once the person realizes that the therapist is sym- 
pathetic with him, he will be more amenable toward accepting interpretations of the 
patient’s reactions, and he will be more cooperative in the treatment plan. Indeed he 
may, if he has been hostile to the patient's therapy or to the therapist, become a helpful 
accessory. Fourth, should the person telephone the therapist, he must be told that it 
is best that the patient be informed about the call, although the specific details need 
hot be revealed. Fifth, if the patient is insistent on knowing what went on in the con- 
ference or conversation with the therapist, he may be told that the conversation was 
general and dealt with many of the person’s own problems, as well as his relationship 
with the patient. Sixth, it may be necessary to see the person more than once, perhaps 
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even periodically. Seventh, the therapist should not participate with the patient in 
“tearing down” a family member, ñor should the member be defended when the pa- 
tient launches an attack. A sympathetic, impartial attitude is best. 

Q. Under what conditions would you advise a relative of a patient to get psycho- 
therapy? 

A, Where the patient is in close contact with a neurotic relative, and he is being 
traumatized by the relative, psychotherapy may be advised, provided the therapist has 
a sufficiently good relationship with the relative to make this recommendation. Ther- 
apy may also be advised when a change in the patient's condition makes a new ad- 
justment by the relative necessary. For instance, a frigid wife, living with an im- 
potent husband, may, as a result of psychotherapy, on the basis of experiencing sexual 
feelings, make sexual demands on her husband that the latter will be unable to ful- 
fill. In order for the husband to make an adjustment, he may require psychotherapy. 

Q. Is it permissible to treat several members of the same family? 

A. The situation often becomes complicated, but it can be done. Whether or not 
simultaneous treatment is practiced will depend on the goals. Where one wishes to 
achieve goals of personality reconstruction, simultaneous treatment is usually not ad- 
visable, On the other hand, effecting a better adjustment in such difficulties as marital 
problems may permit of therapy of both partners. Whether or not members of the 
same family are treated by the same therapist will also depend on the therapist, and 
his ability to handle inevitable complications, like being used as a referee. 

Q. How should one act when one meets a patient on the street or at a social 
affair? 

A. The character of the therapeutic relationship is such as to make it essential 
to reduce social contacts to a minimum. Occasions will, however, arise where the 
therapist will run into the patient on the street, in public places or at private social 
affairs, This may prove embarrassing to both therapist and patient. One cannot handle 
such situations by running away from them. Once the therapist is recognized by the 
patient, the former may greet him cordially and then proceed with his activities as 
usual. Understandably, at private gatherings, one’s spontaneity will have to be cur- 
tailed to some extent. The patient’s reactions to seeing the therapist in a different role 
may have to be handled with him during the ensuing sessions. 

Q. Should you expect all your patients to like you? 

A. Except for very sick patients, a satisfactory resolution of prejudices, suspicions 
and resentments will occur relatively early in therapy, leading to a good working 
télationship. Periodically, however, the patient’s feeling about the therapist will be 
punctuated by hostility, issuing either out of transference or out of an inadvertent 
error in the therapist’s handling of the patient. Analysis and resolution of hostilities 
as they develop should bring the relationship back to a working level. 

Q. If a patient continues to dislike you no matter what you do, should you dis- 
continue therapy? 

A. A continued dislike is usually indicative of either errors in therapeutic man- 
agement or of transference which the patient cannot resolve. So long as the dislike 
persists, little progress can be expected in treatment. Should the therapist be unable 
to correct the patient’s feeling, he may have to suggest the possibility of transfer to 
a different therapist. This must be done in such a way that the patient realizes that 
the transfer is being recommended out of consideration of his welfare and not be- 
cause the therapist rejects him. As a general rule, very few patients will need to be 
transferred because of persistent negative feelings. Where a therapist encounters this 
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problem frequently, the chances are that he is doing something in the therapeutic 
situation that is inspiring the dislike of his patients. He should, therefore, seek super- 
vision with an experienced psychotherapist who may be able to help him to under- 
stand what is happening. 

Q. How should you act to displays of crying or rage on the part of the patient? 

A, One generally permits these to go on without reassurance until the meaning 
of the reaction is explored and determined. If the reaction is dangerous to the patient 
or to others, it should be controlled by supportive measures. 

Q. Should the therapist engage in a confessional, confiding his past or present 
life to the patient in an effort to show the patient that he too has frailties? 

A. This can be very destructive to the relationship, especially at the beginning of 
therapy. The patient may use any revelations made as a confession of the therapist's 
weakness and ineptness, and he may then decide to discontinue treatment. 

Q. Should you ever admit to the patient that you may be wrong about certain 
things? 

A, Except in prestige suggestion, it is important to admit of an error when this 
is obvious to the patient and he questions the therapist about it. 

Q. If a patient asks you if you are ill or tired, would you admit it? 

A, If it is true, it may be important to confirm the patient’s observation, adding 
that you do not believe this will interfere with your ability to work with the patient. 

Q. What happens in insight therapy if the therapist s personality is authoritarian? 

A, If the authoritarianism of the therapist interferes with the patient's ability to 
express hostility, and with his assertiveness, it will probably limit therapeutic goals. 

Q. Is it possible that a therapist may develop a deep hate for a patient? 

A. If a circumstance like this develops in therapy, there is something seriously 
wrong with the therapist or with his technique. It is not possible for the therapist 
to like all patients to the same degree, nor is it possible to avoid disliking some of his 
patients temporarily in certain phases of treatment. When this happens, the therapist 
must resolve the untoward feeling before it interferes with therapeutic progress. If he 
cannot do this, he should transfer the patient to another therapist, and perhaps seek 
psychotherapy for himself. 

Q. Does a therapist ever fall in love with a patient? 

A, If such a situation develops, it is a manifestation of counter-transference which 
will seriously interfere with the therapist's essential objectivity. Failure to analyze his 
feeling and to resolve it will make it necessary to transfer the patient to another ther- 
apist. 

Q. Does a therapist ever develop sexual feelings for a patient? 

A. It is possible that certain patients may arouse sexual feelings in the therapist. 
If this happens, such feelings must be subjected to self-analysis and resolved. 

Q. Should not the conduct and attitudes of the psychotherapist be as passive and 
noncommittal as possible? 

A. The idea that the therapist should remain detached and completely passive 
stems from the notion that this attitude will best demonstrate to the patient how he 
automatically projects onto the therapist attitudes and feelings that are rooted in past 
relationships. Not having done anything to incite his attitudes, the therapist is in a 
better position to interpret transference. The passive, detached attitude also is be- 
lieved to avoid dependency and to throw the patient on his own resources. Experience 
shows, however, that the projections of the patient, which are sparked by past dis- 
tortions in interpersonal relationships, will develop whether the therapist be passive 
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or active. A patient with hostile problems will thus develop hostility toward the 
therapist who acts detached, as well as toward one who acts accepting. If the patient 
has a problem of dependency, he will get dependent on the most passive therapist. 
Rather than cripple the spontaneity of the therapist in the dubious quest of interpret- 
ing transference phenomena, or of mobilizing assertiveness, it is best for the therapist 
to act himself, and not to assume artificial passivity, if he is not normally a passive 
person, Such an assumption may signify rejection to the patient, and, in mobilizing 
hostility, may interfere with the working relationship. 

Q. Are not warmth and emotional support necessary for some patients? 

A. Yes, especially when the patient’s adaptive resources are at a minimum. Un- 
fortunately, some therapists have been reared in the tradition of passivity and non- 
directiveness to a point where they provide for the patient a sterile, refrigerated atmos- 
phere which, in seriously sick patients, is anathema to a working relationship. 

Q. Is the assumption of a studied role by the therapist of any help in insight 
therapy? 

A. It has been recommended by some authorities that the therapist play a de- 
liberate role in insight psychotherapy that is at variance with his usual neutral, though 
empathic, position. Such role-playing, however, may inspire intense transference that 
the therapist may be unable to control. As a general rule, the therapist should not 
transgress his defined role of a professional person who seeks to enable the patient 
to help himself through understanding. An exception to this rule is an extremely 
experienced and skilled therapist who is thoroughly acquainted with the existing 
dynamics operative in a patient, and who, by dramatizing a part and injecting himself 
actively into the patient’s life, strives to expedite change. Such activity is not without 
risks, but it may, in some cases, produce brilliant results. On the whole, role-playing 
is not to be recommended. Most patients quickly perceive the artificiality in the as- 
sumed part played by the therapist. 

Q. If the therapist acts consistently permissive and accepting, will this not in 
itself eventually reduce the patient's irrational responses to authority? 

A. The behavior of the therapist, no matter how well-controlled will, to some 
degree, always be subject to distortion in terms of the patient’s conceptual framework, 
which, in turn, is based on his previous experiences with authority. This is not to say 
that gross deviations of behavior on the part of the therapist will not bring about 
appropriate reality-determined responses. A brusque, disinterested, detached or hostile 
manner will produce untoward reactions in most patients. However, one must not de- 
lude himself into thinking that absolutely correct activity and behavior will always 
bring about good responses, since the patient may interpret the therapist’s actions 
as a hypoctitically conceived lure. 

Q. Should deprivations ever be imposed on the patient? 

A, Occasionally it is necessary to enjoin the patient to deprive himself of certain 
sources of gratification to help the exploratory process. Thus, a homosexual patient 
may be urged to control his sexual impulse so that tensions may accumulate which will 
facilitate an analysis of his problem. Where the patient is shown the reason for his 
need to give up certain pleasure promptings, he will be less inclined to resent the 
therapist. 

Q. How would you handle the overanxious and completely unreasonable patient 
who acts more like a child than an adult? 

A. It is essential to remember that while the patient may be chronologically an 
adult, emotionally he may not have progressed beyond a childhood level. One may 
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expect, therefore, childish tantrums, ambivalent feelings, unrestrained enthusiasms 
and other reactions. If one can respect the patient despite his unreasonableness, one 
will best be able to help him. 

Q. What do you do when your relationship with the patient starts getting bad? 

A. All other tasks cease, and one must concentrate on bringing the relationship 
back to a satisfactory level. It is useless to explore patterns, to interpret and to engage 
in any other interviewing tasks so long as good rapport is absent. Essentially, one 
must go back to the first phase of therapy and focus on reestablishing a working 
relationship. 

Q. Why is the handling of transference important in reconstructive therapy? 

A. Since much of the suffering of the patient is produced by destructive trans- 
ference involvements with people, part of the therapeutic task in reconstructive 
therapy is to put a halt to such reactions and to replace them with those that have a 
foothold in reality. If, for instance, the patient responds automatically to authority 
with violent hate, as a result of an unresolved hatred toward a parent or sibling, his 
reaction may have a disorganizing effect on his total adjustment. The patient usually 
does not appreciate that this response to all authority is undifferentiated. He may not 
even be aware of his hate, which, considered to be dangerous in expression, becomes 
internalized with psychosomatic or depressive consequences. Liberation from such 
reactions is essential before the patient can get well. This can best be insured in therapy 
by bringing him to an awareness of his projections. Several means are available to the 
therapist in executing this goal. First, on the basis of functioning in the role of an 
objective and impartial observer, one may help the patient realize how many of his 
reactions outside of therapy have no reality base. Second, by watching for instances 
of transference toward the therapist, one may demonstrate to the patient, often quite 
dramatically, the nature of those projections which constitute basic patterns. 

Q. What is the difference between “transference,” “transference neurosis,” “para- 
taxic distortions,” and “positive relationship?” 

A. Stereotyped early patterns, projected into the relationship with the therapist, 
were called by Freud “transference reactions.” When these became so intense that 
the patient acted out important past situations, this was known as a “transference 
neurosis.” No satisfactory name was given to repetitive early patterns occurring with 
persons outside of the therapeutic situation until Sullivan invented the term “‘para- 
taxic distortions” which included all stereotyped patterns that developed inside or out- 
side of therapy. A “positive relationship” usually refers to a good working relation- 
ship with minimal transference contamination. 

Q. Isn't the accepted idea of transference as a manifestation of purely infantile 
or childish attitudes or feelings a restricted one? 

A. Probably. A broader concept of transference would consider it to be a blend 
of projections onto the therapist of attitudes and feelings that date back to infancy 
and childhood, as well as more current attitudes that have had a formative influence 
on, and have been incorporated into, the character structure. 

Q. Does every patient have to go through a transference neurosis in order to 
achieve very deep, structural personality changes? 

A. There is much controversy on this point, but experience shows that some 
patients can achieve extensive personality growth without needing to live through 
a transference neurosis. 

Q. What activities on the part of the therapist encourage neurotic transference 
responses? 
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A. Dependency may be stimulated in the patient by such therapist activities as 
overprotecting the patient, making decisions for him and exhibiting directiveness in 
the relationship. Sexual feelings in the patient may be provoked by seductive behavior 
displayed toward the patient, by socializing with the patient and by physical contact 
of any kind, Fearful attitudes and hostile impulses may be mobilized where the ther- 
apist acts excessively passive, detached, authoritarian, overprotective, hostile, pompous 
or belligerent. It must, however, be remembered that transference may arise without 
any provocation whatsoever on the part of the therapist. This is the case where needs 
are intense and can be voiced and expressed in transference due to the permissiveness 
of the therapeutic relationship. 

Q. What is the best way of handling transference? 

‘A. There is no best way; methods depend on the kind of therapy done and the 
therapeutic goals. Transference may not be explored or handled in supportive therapy. 
In teeducative therapy, it may be immediately interpreted in an effort at resolution 
whenever it becomes apparent as resistance. In some types of reconstructive therapy, 
it may be allowed to develop until it becomes so disturbing that the patient himself 
achieves awareness of its irrational nature. In Freudian analysis, it may be encouraged 
to the point of evolution of a transference neurosis. 

Q. Are so-called “transference cures” ever permanently effective? 

A. Structural personality changes rarely occur. However, a “transference cure” 
may permit a patient to relate better to his life situation. This facilitates the develop- 
ment of more adaptive patterns that can become permanent. 

Q. How does counter-transference lead to an improper assessment of neurotic 
traits in the patient? 

A. Counter-transference may cause the therapist to make incorrect interpretations 
of the patterns exhibited by the patient. Thus he may, if he welcomes hostile outbursts, 
regard these as manifestations of assertiveness rather than as destructive responses. 
If he relishes a submissive, passive attitude on the part of the patient, he may credit 
this to cooperation and to the abatement of neurotic aggression, rather than to a 
neurotic need for compliance. 

Q. Should you ever emphasize positive aspects of the patient's adjustment? 

A. Therapists too often tend to regard the patient as a repository of pathologic 
strivings, emphasizing these to a neglect of constructive traits, mention of which is 
very important in the reality assessment. 

Q. Is acting-out always a bad sign? 

A, No. It may be a transitional phase in therapy indicative of a shift in the psychic 
equilibrium. Thus a repressed, timid individual, realizing that he has been intimidated 
by an archaic fear of physical hurt for assertiveness, may become overly aggressive 
and act-out his defiance of authority as a way of combating his terror, Proving himself 
to be capable of this expression without experiencing the dreaded punishment, may 
enable him to temper his outbursts. In the same way, a sexually inhibited person may 
become temporarily promiscuous, almost as if liberation from fear is tantamount with 
indulgence in sexual excesses. Incorporated also in the acting-out process are unre- 
solved impulses and conflicts, in relation to early authorities, that have been mobilized 
by the transference. When the therapist becomes aware of acting-out, it is important 
for him to discourage it in favor of verbalization. As verbalizations replace impetuous 
acts, and as understanding progresses, a more rational solution is found for neurotic 
drives and impulses. 

Q. How do the value prejudices of the therapist interfere with treatment? 
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A. Whether he wants to or not, the therapist will accent in the interview, atti- 
tudes and feelings that are in line with his value system, and he will minimize those 
that are opposed to it. Where, for instance, the therapist has a problem in his own 
relationships with authority, manifesting submission and ingratiation, he may overvalue 
these traits. He may then tend to discourage assertiveness or aggressiveness when the 
patient seeks to take a stand with authority. He may credit his philosophy to “good 
common sense” and to justify it in terms of the benefits that accrue to ingratiation. This 
may seriously inhibit the patient from working through neurotic feelings toward au- 
thority. On the other hand, where the therapist himself reacts to authority with ag- 
gression and hostility, he may inspire defiance or promote aggressive attitudes toward 
authoritative persons which may seriously endanger the patient's security. 

Q. What value standards should the therapist have? 

A. The values of the therapist should reflect the constructive values of the cul- 
ture. However, the therapist should be able to tolerate those biologic needs that do 
not entirely conform exactly with the existing mores, recognizing that cultural values 
and folkways may inhibit the spontaneous expression of some biologic and social 
needs, The therapist should also be sensitive to neurotic distortions that are culturally 
nurtured, and help bring the patient to an awareness of these distortions in order that 
the patient be able to take a more rational stand with life. Respect for the patient's 
tight to autonomy and self-determination must be blended with a realistic appraisal 
of social disciplines to which the patient will have to make an adjustment. 

Q. Shouldn't the therapist be trained in all therapeutic approaches? 

A. The most effective therapist is one who can implement whatever therapies are 
indicated, whether these are of a supportive, reeducative or reconstructive nature. If 
the therapist has a broad understanding of various therapeutic procedures, if he knows 
how to execute them, and if he is sufficiently flexible in personality so as not to be tied 
to a single treatment process, he will score the greatest therapeutic successes. This, 
however, is an idealistic situation. Most therapists learn only one kind of technique, 
which enables them to handle only a certain number of problems—those which are 
amenable to their technique. They may also be limited by their character structure so 
as to be unable to utilize certain techniques. For instance, a therapist may be an es- 
sentially passive person, and, on this account be unable to employ the directiveness 
and authoritarianism of approach essential for symptom removal, reassurance, guid- 
ance, persuasion, environmental manipulation and other supportive therapies. On the 
other hand, the therapist may be so extremely authoritarian and dogmatic that he may 
not be able to allow his patient to make mistakes, to work out his own problems and 
to establish his own sense of values, so essential in reconstructive therapy. 

Q. When is supportive therapy justified? 

A. Supportive psychotherapy is aimed at a rapid relieving of the symptoms of the 
patient, enabling him to function as effectively as possible within the limitations of 
his neurotic difficulties which cannot or should not, for one reason or another, be 
dealt with in the present therapeutic effort. 

Q. Is not insight a basic factor in all therapies? 

A, Insight on some level is fundamental in all therapies. Even in supportive 
therapy, an understanding of the existing environmental encumbrances eventually leads 
to a correction of remediable difficulties, or to an adjustment to irremediable condi- 
tions. In reeducative therapy, knowledge of the troublesome consequences of existing 
behavioral patterns is ultimately accompanied by substitution with more wholesome 
interpersonal relationships. In reconstructive therapy, insight into unconscious conflicts 
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and their projected manifestations into his everyday life, leads the patient to attempt 
reactions motivated more by the demands of reality than by the archaic needs and fears 
of his childhood. 

Q. What is the difference between the level of insight effectuated in reeducative 
therapy and the kind in reconstructive therapy? 

A. In reeducative therapy an inquiry is conducted into conscious and preconscious 
drives, impulses, feelings and conflicts with the object of suppressing ot changing 
those that disorganize adjustment, and of encouraging others that expedite adjust- 
ment, In reconstructive therapy, the exploratory process deals with the more uncon- 
scious drives and conflicts. Due to the intensity of repression, one must implement the 
inquiry through examination of, and the inculcation of insight into, derivatives from 
the unconscious as revealed in verbal associations, dreams, fantasies, slips of speech, 
and the transference. The object in reconstructive therapy is to liberate the individual 
as completely as possible from anachronistic values, attitudes, strivings and defenses, 
and to remove blocks to personality growth. 

Q. What is the best kind of therapy to use when the sole object is symptom relief 
or mere control of certain obnoxious personality traits? 

A. The objective in the treatment effort may practically be limited to the restora- 
tion of habitual controls to the individual, to the mediation of any continuing en- 
vironmental stress, and to the modification of strivings and goals that are inimical 
to the person’s well-being or that are beyond his existing potentialities. Through the 
use of supportive techniques, and by bringing the patient to an awareness of some 
of his character distortions and strivings, we may accomplish these objectives in a 
satisfactory way. There are, however, some conditions where the character structure 
is so disturbed, and where elaborated crippling mechanisms of defense are so tenacious, 
that even the objective of mere symptom relief presupposes an extensive exploration 
of aspects of the personality that have been repressed. This will necessitate recon- 
structive approaches. 

Q. Is it possible to do reconstructive therapy on the basis of once-a-week sessions? 

A. The effectiveness of therapy is dependent upon factors more important than 
the number of times each week the patient is seen. Reconstructive therapy is possible 
in some patients on the basis of sessions once weekly; it is not possible in others. 
Great skill is required to bring about reconstructive changes where there are long 
intervals between visits. Serious developmental blocks usually necessitate frequent 
visits, and where a transference neurosis is to be created, four to five sessions weekly 
will be needed. 

Q. What is the difference between an apparent and a permanent recovery as 
related to reconstructive therapy? 

A. An apparent recovery is mere restoration to the pre-morbid level with the 
strengthening of the defensive techniques that have served, prior to illness, to main- 
tain the ego free from anxiety. A permanent cure involves a real alteration of the 
ego to a point where those compromising defensive attitudes and mechanisms are 
no longer necessary to keep it free from anxiety. Under these circumstances, the in- 
dividual is capable of gratifying his basic needs and strivings without undue con- 
flict. Recovery in psychotherapy is permanent only insofar as it produces a real change 
in the character structure of the individual, and a reorientation of his relationships 
with others and with himself. Due to the operation of resistances which blanket 
offending impulses, and because of repressions which keep from awareness the most 
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important problems of the individual, reconstructive psychotherapy offers the person 
the greatest chance of overcoming a severe emotional difficulty. 

Q. What would you consider an acceptable minimal goal in reeducative therapy? 

A, The least we can do for a patient is to bring him to as great an awareness of 
his problems as is reasonably possible; to enable him to lead as useful, happy and con- 
structive a life as he can with his personality and environmental handicaps; to help 
him to overcome remediable life difficulties, and to adapt to irremediable ones; and 
to adjust his ambitions to his existent capacities. 

Q. What is the difference between a “normal” and “neurotic” person? 

A. “Normality” is a social designation that embraces characteristics not entirely 
consonant with a definition of mental health. The average “normal” person in a cul- 
ture possesses many neurotic drives that are sanctioned and perhaps encouraged by 
society. While these drives nurture some anxieties, the “normal” individual is still 
capable of functioning and of making a satisfactory social adjustment. Where the 
person is no longer able to adjust himself, and he begins to manifest excessive anxiety 
and maladaptive mechanisms of defense, we may classify him as “neurotic.” In 
therapy, our objective may be to restore the person’s social adjustment and his “not- 
mal” neurotic tendencies, However, a more extensive objective would be a correction 
of all neurotic traits, even those condoned as “normal.” 

Q. If ideal goals of complete reconstruction are impossible, what would be reason- 
ably good goals in reconstructive therapy? 

A, It is manifestly impossible for any one individual to reach the acme of emo- 
tional maturity in every psychic and interpersonal area. One may decide that a satis- 
factory result has been achieved when the patient loses his symptoms, abandons his 
disturbing neurotic patterns, deals with his difficulties spontaneously without needing 
help from the therapist, manifests productivity and self-confidence, shows absence 
of fear following expression of assertiveness, and exhibits an improvement in his in- 
terpersonal relationships with increased friendliness and respect, and lessened sus- 
piciousness, detachment, aggression and dependency. 

Q. What is the chief use of “short-term” or “brief” psychotherapy? 

A. In “brief” psychotherapy the whole object is to achieve as rapid change as 
possible in a limited period of time. This entails a circumscription of goals. We may 
achieve symptomatic relief, or the facing of one’s problems mote constructively, but we 
will usually not effectuate deep character change which will require a long period of 
treatment. Nevertheless, with all of its limitations, “brief” therapy has an important 
utility in selected patients. 

Q. How does the therapist's personality influence his techniques? 

A. Each therapist eventually evolves his own therapeutic method which is a com- 
posite of the methods he has learned, the experiences he has had, and his specific 
personality traits. For instance, an analytically trained therapist, inclined by person- 
ality to be authoritarian, may be unable to maintain the traditional silence and passivity 
demanded by psychoanalysis. To do so robs him of spontaneity; it provokes tension 
and prevents him from exhibiting the kind of relaxed objectivity that is most helpful 
in treatment. He may find it necessary to abandon passivity and to permit himself to 
participate more actively in the treatment process. His patients will perhaps respond 
to this change in a gratifying way and react mote positively than when he was be- 
having in a stultified manner. This success may encourage the therapist to be him- 
self, and he will probably find that his results continue to justify his alteration of tech- 
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nique. For him, then, the shift is justified since it liberates him from acting in an 
artificial, inhibited way. Yet another therapist may not be able to do the same thing; 
for instance, one who by personality is more retiring, quiet and unobtrusive. For him, 
the passive technique will probably work well; to attempt to force activity would be 
as artificial as to expect the former therapist to assume a feigned passivity. 

Q. How do you explain the misunderstanding that exists among the different 
schools of psychiatry and psychology? 

A. In so virgin a territory as the uncharted psyche, a diversity of theories, interpre- 
tations and methods may be expected. A great deal of animosity has, however, un- 
fortunately come to the surface among groups with divergent points of view. Splinter 
societies have erupted, justifying their break with the parent body on the basis of dis- 
ctimination and lack of academic freedom in the older organization. Sparked at first 
by the impulse to create groups possessed of scientific liberalism, a number of the 
splinter organizations have, upon achieving stability, fallen victim to the same in- 
tolerant forces that initiated their secession, developing their own dogmas and rejecting 
original thinking among the members. Such entrenched and reactionary attitudes are 
to be condemned in any scientific group. 

Q. Should a good therapist be able to cure or help all patients? 

A. No matter how highly trained the therapist may be, he will be able to help 
some patients more than others. There will be certain patients he will not be able to 
treat—patients which other therapists may successfully manage. On the other hand, 
he will probably be able to cure some patients with whom other therapists have failed. 
He will make some mistakes during the course of therapy with all of his patients, but 
these mistakes need not interfere with ultimate beneficial results, Finally, he will be 
rewarded by a large number of successes, but he will also have his quota of failures. 

Q. Does it follow that a psychoanalytically trained therapist will do better therapy 
than one who has not been analytically trained? 

A. It is fallacious to assume that a non-analytically trained therapist is incapable 
of doing many kinds of psychotherapy as well as one who has been analytically trained. 
However, where the therapist plans to do reconstructive psychotherapy, utilizing 
dream interpretation, transference and resistance, he will require sound training in re- 
constructive therapy including a personal analysis. 

Q. Must the therapist be completely free from neurosis? 

‘A. It is doubtful that any person in our culture is entirely free from neurosis, no 
matter how much personal psychotherapy he has had. In order to do psychotherapy, 
however, the therapist must be sufficiently free from neurosis so that his own personal 
problems do not divert the relationship from therapeutic goals. 

Q. Will personal psychotherapy or psychoanalysis guarantee good functioning 
on the part of an adequately trained therapist? 

A. In most instances it will. However, serious personality difficulties may not be 
resolved to a point where the individual will be able to function as a therapist, al- 
though he might work satisfactorily in some other field. In other words, where his ego 
has been so damaged through a combination of constitutional predisposition and 
traumatic life experiences, he may not, even with extensive psychotherapeutic help, 
be able to achieve that kind of personality flexibility, objectivity, sensitivity and 
empathy that are prerequisite for functioning as a psychotherapist. 

Q. Why should not psychotherapy or psychoanalysis be able to resolve the neurotic 
problems of the psychotherapist, since he actually is not as sick as most patients and 
should benefit greatly from psychotherapeutic help? 
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A. The motivation to do psychotherapy, which is what inspires many therapists 
to seek personal therapy, may not be sufficient to enable the therapist to endure and 
to work through the anxieties underlying his character distortions. For instance, the 
individual may, prior to his determination to become a therapist, have been function- 
ing in a more or less detached manner, removing himself from disturbing interper- 
sonal situations periodically when these had become too difficult for him to handle. 
Under ordinary circumstances, and in average relationships, he would be able to func- 
tion quite effectively with this kind of a defensive attitude. However, his detachment 
may seriously affect his capacity to operate in a therapeutic interpersonal relationship, 
in which he will constantly be brought into contact with critically disturbed people 
who will seek to extract from him responses he may be unable to give. A tremendous 
amount of personal psychotherapeutic work may be required before the therapist will 
be able to give up his detachment as an interpersonal defense. However, where he does 
not have sufficient anxiety to incite him to seek new modes of adjustment, he may 
not have the incentive to tolerate the great amount of work and suffering that will 
be involved in effecting a reconstructive change in his own personality. Consequently, 
in his personal therapy, he will keep warding off the deepest character change, and 
he may go through his total treatment without significant modification of his de- 
tachment. The fact that many therapists have exposed themselves to extensive personal 
therapy or psychoanalysis, and have emerged from it without any basic character 
changes, is no indictment of psychotherapy. Rather, it is an indication of how difficult 
it is to treat certain kinds of emotional disturbance without adequate motivation. In 
other words, the desire to become a psychotherapist is not in itself sufficient motiva- 
tion to promote deep character change. 

Q. What can the therapist do whose personality problems interfere with his 
executing good psychotherapy even after he has gotten extensive personal therapy and 
Supervision? 

A. If a qualified supervisor finds that the therapist's problems are interfering 
with his therapeutic effectiveness, the therapist may be advised to seek further personal 
psychotherapy. Should no change occur, it may be necessary for the therapist com- 
pletely to give up psychotherapy as a career. He should not regard this as a personal 
defeat or as a sign of devaluated status, since he will probably be able to function very 
effectively in another role. For example, a psychiatrist may decide to do diagnostic, 
institutional, or other kinds of work that do not bring him into an intimate therapeutic 
relationship with patients. A caseworker can confine his activities to an agency or- 
ganized around other areas than therapeutic services. A psychologist can restrict his 
functions to diagnostic testing, research, vocational guidance and counseling. 

Q. Don’t you believe that every therapist should know the principles of preventive 
mental health in addition to knowing how to do psychotherapy? 

A. Mental health needs are only partially served by an exclusive program of 
psychotherapy. This is because the impact of emotional problems on the lives of people 
so often reflect themselves in disturbances in work, family, marital, interpersonal and 
social relations without causing collapse in adaptation characteristic of neuroses. The 
providing of help for these pre-clinical problems requires an ability to consult with, 
and to supervise community workers and professionals like social workers, teachers, 
nurses, physicians, psychologists, correctional workers and ministers, who are unable 
to handle such problems alone. It is advisable that every therapist be acquainted with 
the principles of preventive mental health and know how to communicate himself to 
community agencies and the ancillary professions. 
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Recording in Psychotherapy 


SATISFACTORY RECORDING IS CONDUCIVE TO GOOD PSYCHOTHERAPY. 
It acts as a kind of discipline to the beginning therapist. It is helpful even to 
experienced therapists, facilitating the following of the progress of a case, 
and helping in the rendering of a report. It is indispensible for purposes of 
research. 

Except in those clinics where an ample budget provides dictating facilities 
and secretarial services, records of patients receiving psychotherapy are apt to be 
pitifully sparse. To some extent this is due to the absence of an organized 
routine recording system. Additionally, note-taking during the treatment session 
is distracting to the therapist and annoying to some patients. Of utmost value, 
therefore, would be a recording system that is both simple to follow and not too 
disturbing to the patient. 

Most patients expect that some kind of record will be kept. They usually 
accept note-taking during the initial interview, and do not object to occasional 
notes being written during later sessions. Where objections are voiced, these 
may be dealt with by an explanation to the effect that the keeping of a record 
is helpful in following the progress of the patient. If fear is expressed that 
confidential material may be read by another person, the patient may be in- 
formed that under no circumstances will the record be released, nor any in- 
formation divulged, even to the patient’s family physician, unless the patient 
gives written permission for this. 

The case record should minimally contain the following data: (1) 
Statistical data sheet, (2) Initial interview, (3) Daily progress notes, (4) 


Monthly progress notes, (5) Terminal note, (6) Summary, and (7) Follow-up 
note. 


1. Statistical Data 


Basic statistical data include the following: 


. Patient’s name 

. Address, home and business telephone 

Age 

Sex 

. Marital status, how long married, previous marriages, ages and sex of 
children 

f. Age and occupation of mate 

g. Education 


nanana 
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h. Occupation, salary, sources of income if unemployed 
i. Military record 
j- Referral source 


This data may be entered on a separate sheet or on a form (see Appendix 
A, page 809), or the first sheet of the initial interview form (see Appendix C, 
page 812). A more complete statistical form, which is useful in clinics, is 
illustrated in Appendix B, page 810. 

Sometimes the patient may be asked to fill out certain questionnaires 
to help get statistical data without taking up too much of the therapist's time. 
Short forms are included under Appendix D, page 816, which is a Personal 
Data Sheet, and Appendix E, page 818, which is a Family Data Sheet. In 
using these forms, the Personal Data Sheet is given to the patient to fill out 
immediately prior to the initial interview. The Family Data Sheet is filled out 
after the therapist has accepted the patient for treatment. 


2. Initial Interview 


The data to be included in the recording of the initial interview are the 
following: 


. Chief complaint 

. History and development of complaint 

. Other symptoms and clinical findings 

. Patient's attitudes toward his family 

. Previous emotional upsets 

. Previous treatment 

. Estimate of existing insight and motivation 
. Tentative diagnosis 

. Tentative dynamics 

j. Disposition of the case 


me PO moan oe 


A convenient initial interview form is included under Appendix C, page 
812, the first sheet of which is for statistical data. 


3. Daily Progress Notes 


At the end of each session, the date and a brief note, which may consist 
of no more than one sentence, should be entered on a progress note sheet. 
This should contain the dominant theme of the session. Other entries may be: 


a. Present state of symptoms or complaints (absent, improved, the same, 


worse) 

b. How the patient feels (anxious, placid, depressed, happy) 

c. Important life situations and developments since last visit and how they 
were handled i 

d. Content of the session 
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e. Significant transference and resistance reactions 
f. Dreams 


Since the wording of the patient’s dreams is important, it is best to write 
dreams down during the session while they are related by the patient. 
Appendix F, page 819, is a convenient form for progress notes. 


4. Monthly Progress Notes 


A summarizing monthly progress note is of value in pulling together 
the events of the month. This may be a succinct recapitulation of what has been 
going on in treatment. In clinic set-ups where supervision of the total case-load 
is essential, a monthly progress summary, such as illustrated under Appendix G, 
page 819, which is routinely reviewed by the supervisor, may make for a more 
efficient kind of reporting. 


5. Terminal Note 
A terminal note is important containing the following: 


. Date of initial interview 

. Date of terminal interview 

. Reason for termination 

. Condition at discharge (recovered, markedly improved, moderately im- 
proved, slightly improved, unimproved, worse) 

e. Areas of improvement (symptoms, adjustment to environment, physical 
functions, relations with people) 

f. Patient’s attitude toward therapist at discharge 

g. Recommendations to patient 

h. Diagnosis 


Bowe 


A terminal note form will be found under Appendix H, page 821. 


6. Summary 


The summary should contain the following information: 


Chief complaint (in patient’s own words) 

. History and development of complaint (date of onset, circumstances 
under which complaint developed, progression from the onset to the 
time of the initial interview) 

Other complaints and symptoms (physical, emotional, psychic and 
behavior symptoms other than those of the complaint factor) 

d. Medical, surgical, and, in women, gynecologic history 

e. Environmental disturbances at onset of therapy (economic, work, 
housing, neighborhood and family difficulties) 


ve 
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f. Relationship difficulties at onset of therapy (disturbances in relation- 
ships with people, attitudes toward the world, toward authority and 
toward the self) 

g. Hereditary, constitutional and early developmental influences (sig- 
nificant physical and psychiatric disorders in patient's family, socio- 
economic status of family, important early traumatic experiences and 
relationships, neurotic traits in childhood and adolescence) 

h. Family data (mother, father, siblings, spouse, children—ages, state of 
health, personality adjustment, and patient’s attitude toward each) 

i. Previous attacks of emotional illness (as a child and later). When did 
patient feel himself to be completely free from emotional illness? 

j. Initial interview (brief description of condition of patient at initial 
interview, including clinical findings) 

k. Level of insight and motivation at onset of therapy (How long ago did 
the patient feel that he needed treatment? For what? Awareness of 
emotional nature of problem. Willingness to accept psychotherapy. ) 

. Previous treatments (When did the patient first seek treatment? What 
treatment did he get? Any hospitalization? ) 

m. Clinical examination (significant findings in physical, neurologic, psy- 
chiatric and psychologic examinations) 

. Differential diagnosis (at time of initial interview ) 

. Estimate of prognosis (at time of initial interview) 

. Psychodynamics and psychopathology 

. Course of treatment: 

(1) Type of therapy employed, frequency, total number of sessions, 
response to therapist 

(2) Significant events during therapy, dynamics that were revealed, 
verbatim report of important dreams, nature of transference and 
resistance 

(3) Progress in therapy, insight acquired, translation of insight into 
action, change in symptoms, attitudes and relationships with 
people 

r. Condition on discharge (areas of improvement, remaining problems) 

s. Recommendations to patient 

. Statistical classification 


A summary form with spaces for the above items will be found under 
Appendix I, page 822. 


— 


atmos 


co 


7. Follow-up Note 


A note on follow-up visits, or the inclusion of follow-up letters from , 
patients, helps the therapist to evaluate the effectiveness of treatment. A follow- 
up letter may be mailed out one, two and five years after therapy. A form 
letter such as the following may be used: 
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“Dear 
In the past year I have wondered how things were progressing with you. Would 


you drop me a note telling me how you feel, and indicating any new developments. 
You may perhaps want to comment on your experience in treatment and how this was 


of help to you. 


Sincerely yours, 


8. Case Folder 


A manila folder is advisable to hold the case record of the patient. The 
name of the patient is written on the flap, and, if the patient is being treated in 
a clinic, the case number is also entered. Some therapists prefer a folder which 
has several pockets that may be used for correspondence in relationship to the 
patient, as well as for detailed notes. Under Appendix J, page 824, there is a 
folder the writer has found useful in private practice as well as in clinic practice. 
Printed on the front of an ordinary folder are spaces for entry of the date 
of each visit, payments made, and certain items that are pertinent to the treatment 
of the patient. It is a simple matter of only a few seconds to check on the total 
number of visits, the number of broken or cancelled appointments, the pay- 
ments that have been made and the dates of completion of the statistical data 
sheet, initial interview, monthly progress notes, consultations (psychiatric, 
medical, psychologic and casework) if these were obtained, tests administered 
by the therapist, terminal note, summary and follow-up notes. There is space 
also for entry of supervisory sessions if these were obtained in relation to the 
patient. Printed on the back of the folder are lines for entry of dates for more 
visits if the space on the front of the folder is not sufficient. 


9. Miscellaneous Enclosures 


Included in the case record, in addition to the above data, are other 
notations and forms used by the therapist, such as psychologic test results, notes 
on medical and other consultations, detailed notes made by the therapist, written 
comments of the patient (see Appendix S, page 840), and correspondence in 
relation to the patient. 


ELECTRICAL RECORDING 


Recording the treatment session on wire, tape or plastic disc has become 
popular in recent years. Such recordings are valuable to the beginning therapist 
who may play certain sessions back to his supervisor to study how he functions 
in an interview situation. It is amazing to observe how rapidly a therapist can 
learn from listening to his own recordings, provided he has the capacity to be 
objective and he is not too defensive about his techniques. Recordings may 
sometimes be played back to a patient who has progressed in therapy, and 
who has forgotten how upset he was in the early stages of treatment. This is 
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a most impressive demonstration to the patient of his progress, and it tends to 
evoke further insight. 

From a practical point of view, it is impossible to record all of the treat- 
ment sessions of any single patient. Apart from the expense of the recording 
materials, and the problem of storage of the recordings, transcription of even 
a single recorded session is an item of considerable, and in many instances 
prohibitive, cost. Occasional recordings that are saved until they have served 
their purpose will, however, be found valuable. The best kind of recording 
apparatus is that which uses plastic tapes, and which operates continuously for 
the entire treatment session. Such a machine may be purchased at a reasonable 
price. 

Where the therapist is not afraid of recording the session, he will ex- 
perience relatively little difficulty in gaining the patient's permission and co- 
operation. The microphone is placed unobtrusively (it must not be concealed) 
midway between the patient and the therapist. When the patient enters the 
room (usually when recordings are to be made, it is best to introduce this fact 
to the patient at the initial interview) he may be approached in a way somewhat 
similar to this: 


TA. Hello, I'm Dr, —___. 

Pt. Hello, 

Th. Won't you sit down in this chair so we can talk che over? 

Pt. Yes, thank you. 

Th. (pointing to the tape recorder) Don't mind this machine. Sometimes I record 
an important session during therapy. It saves me the need to write everything down, 
so I can pay attention better to what is said. 

Pt, I see, 

Th. (smiling) Does this scare you? 

Pt. Oh, no, if it’s useful, I've never been recorded. 

Th. Of course, what is recorded is completely confidential between us, but if you 
object for any reason, we don’t really have to record. 

Pt. No, I don’t mind. 

Th. If, for any reason, it interferes in any way or bothers you, tell me and I'll 
turn it off. 

Pt. All right, I really don’t mind. 

Th, All right then, would you like to tell me about your problen a so we can de- 
cide the best thing to do for you? 


The recorder may be turned on at this point, or, if it has been on, no 
further attention should be paid to it. During later sessions, it may be started 
prior to the patient’s entering the room, so that the first comments may be 
tecorded. If the recording is to be used for teaching purposes or transcribed for 
publication, it is important to remove all comments that may identify the patient. 
If, for any reason, the patient objects to the machine, it should immediately be 
turned off and not used again unless the patient’s permission has been obtained. 


Case History 
DN ————— 


THE CASE HISTORY PRESENTED HERE ILLUSTRATES MANY OF THE 
techniques described in previous chapters. The case was chosen, not for its 
dramatic interest—since there was nothing spectacular about the involved 
dynamics—but because it delineates within the nine sessions that comprised the 
total treatment period, important processes observed in the opening, middle and 
terminal phases of therapy: A five year follow-up was obtained to see how 
many of the gains in therapy continued. 

The treatment sessions, which had been recorded on tape, were then typed 
and minor changes were made to conceal the identity of the patient. The 
original transcription was read at a seminar of psychiatrists in training, and 
interpolations were made by me during the reading. The seminar sessions were 
additionally recorded on plastic discs, and the recordings, which contained the 
treatment sessions as well as my comments, were transcribed and then minimally 
edited for purposes of inclusion in this chapter. The complete transcription 
follows: 


In preparing this course I was somewhat in a dilemma as to the best kind of 
case material to present. The goals I had in mind were, first, to demonstrate the actual 
process of therapy from the first contact with the patient to the terminal interview; 
second, to illustrate the procedure of interviewing; and third, to try to give you an 
idea of the thinking that went into the total handling of the case. I felt I might do this 
by reading to you a full transcription of the tape recordings of a patient whom I 
had treated, interpolating comments as to what I believed was going on in the patient's 
mind, what conscious thoughts were in my mind, and the reasons I employed the 
methods I used. 

To do this it was necessary to select a case that illustrated typical situations en- 
countered in psychotherapy. Because I wanted to cover beginning, middle and terminal 
phases of treatment, it was essential to describe a patient who had been handled on a 
short-term basis. One should not interpret from this that all patients will respond to 
short-term measures as well as did the patient chosen. Even in this patient, while some 
personality changes occurred, many more would undoubtedly have eventuated had 
the patient remained longer in treatment. Nevertheless, for the purposes outlined, the 
case presented will suffice. 

The type of treatment employed was insight therapy with reeducative goals. The 
problem for which therapy was sought was a “run-of-the-mill” type of situation often 
encountered in practice. I was happy that the psychopathologic material elicited in 
this case was not so startling as to excite concentration on psychodynamics. In teaching 
therapy there is so often a temptation to focus on the spectacular, to wallow so in 

688 


CASE HISTORY 689 


symbolic representations of conflict and in the manifold defenses that the human mind 
employs in seeking surcease from turmoil, that one may fail to emphasize what is 
really important in treatment: the study of the relationship that develops between the 
patient and the therapist. I felt that the case I chose would permit us to explore such 
aspects as the conduct of an initial interview, the establishment of a working relation- 
ship with the patient, the techniques for arriving at the dynamics of a neurosis, the 
promotion of activity toward therapeutic change, and the termination of therapy. 

In the course of my presentation I expect that you will, from time to time, be 
puzzled and perhaps even critical of some of the things I said and did. Psychotherapy, 
after all, is essentially a blend of the personality of the therapist and the method he 
has learned. Since no two personalities are exactly alike, the blend must always be 
different no matter how similar the training may have been. Your personalities will 
make you see things differently from the way I see them, and perhaps to emphasize 
and to focus on different areas. Your specific character traits will enable you to employ 
varying degrees of directiveness and non-directiveness in therapy, and, even, to some 
extent, to strive for divergent objectives. This need not disturb you, because your results 
will be good, provided you do not violate certain basic principles in therapy. As I 
present the material, I shall try to show you how I personally function within the 
bounds of these basic principles. But I do not expect that you will be able to accept or 
to follow my techniques precisely as I present them to you. These techniques are 
germaine to my own personality structure; all may not be germaine to yours. Indeed, 
it would be remarkable if you saw things exactly the same way as I see them. Yet you 
should be able to derive out of the material presented a method through which you 
can fulfill the basic principles of a good psychotherapeutic program. Appreciating 
your own personality assets and limitations, you may then be able to work out means 
by which you can reach satisfactory goals in therapy in ways that coordinate with your 
unique personality traits. 

It may be proper at this time to say something about the interview process utilized 
in this case. The fact that I made certain responses and focused on special problems 
does not mean that they were the only responses that could have been offered the 
patient, Other comments and different areas of focus may have been chosen, and the 
therapeutic result would probably have turned out equally satisfactorily. But there were 
special reasons why I selected the responses I did; and I shall point out the reasons to 
you. Again, you may have seen things in another light, and, if you conducted yourself 
within the bounds of good therapeutic procedure, your personal selection of responses 
would probably have ensured success in treatment. 

In going over the transcription, I can see certain things that I did, and that I 
failed to do, that I shall point out to you as mistakes. Mistakes are commonly made 
in the conduct of therapy; understandably they are more frequently perpetrated by 
inexperienced than by experienced therapists. You are bound to make many mistakes 
in the course of learning psychotherapy. These will probably wound your ego, but 
without mistakes you will probably be unable to develop into good therapists. Even 
experienced psychotherapists sometimes make mistakes. The process of treatment is so 
complex that one cannot always be right. As a matter of fact, mistakes need not hurt 
the patient nor interfere with the relationship, provided the therapist has a good 
feeling for the patient and does not violate the general principles of a good psycho- 
therapeutic structure. 

Now a word of warning. While case presentations such as this, and other didactic 
teaching aids, are important in learning psychotherapy, supervised clinical experience 
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is indispensible. Without supervision, the person seeking to do psychotherapy is truly 
handicapped, because he will be unable to develop himself to his full potential. The 
psychotherapist is, after all, merely a human being, and he may react to his patients 
with an array of prejudices, likes and dislikes of which he may be partially or com- 
pletely unaware. Even though he has been psychoanalyzed, he may be unable to control 
feelings which will interfere with the execution of sound therapeutic procedures. In 
supervision, the supervisor may be able to detect and to help the therapist to overcome 
blocks which strangle the therapist’s effectiveness. 

With this brief introduction I should like to tell you something about the patient 
in the case. I received a telephone call from a former patient who asked if I could 
see a friend of hers in consultation. Her friend, a retired business woman, had, during 
the past two years, become progressively more depressed, and in the past six months 
had retreated from her customary social contacts. An attractive widow, and comfortably 
situated financially, there was no objective reason why she should act in this manner. 
She had tried to convince her friend to seek therapy six months previously, but the 
reaction to this suggestion was a bad one. However, her friend had telephoned her 
this morning and had asked to be referred. My comment was that I would want to see 
her friend in consultation before I could decide whether I was the best person to treat 
her particular problem. If she would ask her friend to call me, I would be pleased to 
give her an appointment. That afternoon the patient telephoned me and I set up an 
appointment for an initial interview. 


FIRST SESSION 


The goals of this interview are: (1) to establish rapport with the patient, (2) to 
make a tentative diagnosis, (3) to get an idea of some of the involved psychodynamics, 
(4) to determine the extent of motivation for therapy, and to help motivate the patient 
if this is necessary, (5) to elicit and correct misconceptions about therapy, (6) to test 
the existing level of insight, (7) to determine if the therapist is capable, with his skills, 
of treating the patient, (8) to make the essential time and financial arrangements 
for therapy, (9) to refer the patient to another therapist if necessary, (10) to prepare 
the patient for psychologic testing if testing is required, and (11) to make any other 
disposition of the case that is necessary. 

Because so much data must be collected, the therapist is inclined to be very much 
more active during the first interview than during later interviews. 


* * * 


(The patient enters the office with a depressed worried expression on ber face. 
She is an attractive, well-groomed middle-aged woman.) 

Th, Hello. I'm Dr. Wolberg. {Most patients are frightened at the first session, 
anticipating censure or rejection. The mysteries of psychiatry both intrigue and terrify 
them, They expect to have their minds dissected by a cold, detached, Scientific wizard. 
A friendly greeting may help put them at their ease.} 

Pt. How do you do. {This conventional remark may conceal various feelings. In 
some patients there is deep despair and hopelessness. In others there is tension or panic 
related to expectations of injury. Some patients are quite resentful that they have been 
finally forced to seek help. By listening closely, the therapist may detect the feeling 
behind the content of the patient's verbalizations.} 
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Th. Won't you sit here in this chair opposite me so we can talk things over? 
[Sitting in a chair opposite the patient sets the stage for a more cooperative relation- 
ship. Interviewing from behind a desk in the traditional doctor-patient position helps 
maintain the authoritative station of the therapist which is best minimized in insight 
therapy. } 

Pt. Thank you. (pause) [There are many reasons why the patient may pause 
here. She may be waiting for the therapist to ask her questions. She may be fearful, 
hostile or frustrated. These emotions may block her speech or ideation.} 

Th. Would you like to tell me something about your problem? [This question is 
necessary only because the patient hesitates. Most patients are only too eager to talk 
about their problems.} 

Pt, Well, doctor. I don’t know what’s wrong, but there is something seriously 
the matter with me. I am upset, and depressed, and I have pains around my heart, I’m 
frightened that I haye a heart condition. (pause) [These symptoms indicate that the 
patient is experiencing adaptational collapse. Her defenses apparently are no longer 
capable of protecting her or of mediating a satisfactory adjustment. She is concerned 
with her symptoms, and she realizes that something is wrong.) 

Th. I see. (pause) Have you had your heart checked by your physician? [Whether 
her heart complaint is organic, psychosomatic or hypochondriac is not known and this 
question attempts to probe further into this.} 

Pt. Yes, I have. He gave me an electrocardiograph. 

Th. Uh huh, (nodding) {non-verbal encouraging responses to signal the patient 
to keep on talking) 

Pt. He said that I had a heart condition. (pause) [It seems probable to me that 
this patient will need much activity in interviewing to keep her talking. Most patients 
are only too willing to tell their story, and therefore few responses from the therapist 
will be required. Some patients, like this one, do not communicate well, and need 
constant responses by the therapist to keep them verbalizing.} 

Th. What was your reaction to this? [This question was asked to determine the 
patient’s reactions to a potentially serious condition. } 

Pt, I was upset, but he reassured me it wasn’t serious. (pause) 

Th. Do you feel that your heart condition is a serious one? [Even though re- 
assured by her physician, the patient may still worry about the seriousness of her heart 
condition. This question is to test her own evaluation of the condition.} 

Pt. No, I don’t. I don’t think about it as being serious. You know doctor, I don’t 
feel very good. I don’t feel strong. I don’t . . . (pause) well, maybe it’s nerves, 
{She returns to her provocative symptoms and acknowledges at least a possibility of 
their being emotional in origin.} 

Th. Nerves? [focusing on the word “nerves” to explore the depth of her insight} 

Pt, That’s right. I have a good doctor and I trust him as far as my physical 
condition is concerned. (pause) 

Th. But? 

Pt. Well, doctor, I know that there’s something wrong. And I don’t know what 
it is. There is something wrong with me. I can’t seem to get interested in anything. 

Th, I see. (nodding) 

Pt. I don’t have any interests . . . of course, I have the theater, but I haven't 
been going. I've had no desire to go. I just don’t feel like it. I've been going to bed 
every night about 9 o'clock ‘cause I guess I think I’m sick and I should go to bed and 
test. I mean, I mean I don’t do anything that would be pleasant. I just sit home and 
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read, and I can do those things, but that isn’t the way to live. [It would seem from this 
that her insight is not too extensive. A profound dissatisfaction with her symptoms 
is, however, apparent, which is good in the sense that it can provide strong motivation 
to get well.} 

Th. It must be very frustrating. [communicating sympathy} 

Pt. I have a feeling that life makes no sense. I suppose I worry too much about 
things like my heart. [This sounds as if she recognizes her worry about her heart as 
emotionally determined.} 

Th. And you get little real pleasure out of life. [I feel that it would be of little 
avail to talk any more about her heart condition.} 

Pt. That’s right. And I tell myself it’s because of the heart, but I know it isn’t a 
heart condition. 

Th. I see. (pause) You're sure it’s not a heart condition? [testing her conviction} 

Pt. I haven't had a pain in two months. I used to get a pain across here, in my 
back. But that really doesn’t bother me. 

Th, I see. (nodding) 

Pt. Yes, And I was talking to an old friend of mine. She's the one that recom- 
mended you. She said you helped her a lot and she was sure you could help me. 

Th. You would really like to get rid of this trouble? 

Pt. Doctor, there is nothing I wouldn't do to get rid of it. Life doesn’t mean any- 
thing, you know, the way things are going. (pause) 

Th. How did you come to the conclusion that it was your nerves that were at 
fault? [again probing the extent of her insight} 

Pt, Well doctor, you know Mrs. Henshaw, and I’m very fond of her, and I've 
seen how she’s come along so nicely that I thought that maybe I could get something 
out of it too. [Mrs. Henshaw is the friend who referred her to me.} 

Th. Mm hmm. (nodding) {encouraging her verbalizations along this line} 

Pt. I said to her, “You know, really I should do something for myself. This is 
awful what’s happening to me, now.” This was only last week, because, really, I said 
I don’t do anything, but just sit at home. I don’t want to see anyone, and I get into 
bed and can’t wait to get into bed. I just look at my bed, and it looks so good that 
. . . but I guess, I don’t know whether it’s health or what it is doctor, whether it’s 
mental or . . . I don’t know. (pause) 

Th, Well, let's see. You do seem to have a problem and perhaps I can help you 
with it. First, however, I should like to get a little more information, and then we'll 
talk things over and see what can be done. [We seem to have reached a dead-end in 
her talking about her difficulties. Direct questioning seems necessary to gather es- 
sential information. } 

Pt. Anything that I can tell you, doctor, that will be of help, I wouldn’t hesitate. 

Th. Do you have any ideas about what is causing this trouble? [more probings 
for insight} 

Pt. I really do not, except that I find that nothing really matters. It’s so discourag- 
ing, you know. I don’t feel as if I’m living. You know that . . . you know about 
that song “Old Man River?” Scared of living and afraid of dying? Well, that’s it. 

Th. Mm hmm. (nodding) 

Pt. It goes back further than I think, because while I was in business my mind 
was occupied and I didn’t think about myself so much. You know, we had a book 
business, my husband and I. We built it up into something very substantial. And then 
when he died I was left with the business. That was six years ago. (pause) 
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Th. I see. (pause) Perhaps if I ask you a few pointed questions, it may make it 
unnecessary to come back to preliminary things later on. [To permit the patient to 
ramble on in this interview would result in a failure to obtain essential data.) 

Pt. All right, anything you say, doctor. 

Th. How old are you? [questioning for essential statistical data} 

Pt, Fifty. 

Th. Your husband died six years ago you say? 

Ps, Yes. 

Th. How long were you married? 

Pt. About twenty-three years. 

Th. Any children? 

Pt. No. 

Th. And you were in the book business. When did you give that up? 

Pt, About a year ago. 

Th. Have you been doing any work since? 

Pt. No, doctor, I've been retired and haven’t wanted to do anything. I gave up my 
business because I felt I couldn’t stand working any more. 

Th. Now briefly, what other symptoms do you have besides those you told me 
about? [The patient is questioned as to symptoms other than the complaint factor.} 

Pt. I don’t know what you mean. 

Th. Do you feel depressed? 

Pt. Very much so—most of the time. 

Th. Any panicky feelings that scare you? 

Pt. (pause) No, not anything like that. 

Th. Any fears? 

Pt. No. 

Th. Any thoughts that crowd into your mind that you can’t get out of your mind? 

Pt. I don’t think so. 

Th. How about compulsions? Do you feel compelled to do anything over 
and over? 

Pt, No. 

Th. What about headaches and dizziness? 

Pt. I do get dizzy feelings from time to time. 

Th. Any stomach trouble? 


Pt. No. 
Th. Any sexual problems? 
Pt. Well . . . there just is no sex, and I don’t seem to miss it. 


Th. Upset by that? 

Pt. I don’t think so. 

Th. Any tension? 

Pt. I am tense most of the time. 

Th, How do you sleep? 

Pt, Very poorly. I average 4 to 5 hours of sleep a night. 
Th. Any nightmares? 


Pt. No. 
Th. Do you dream a lot or a little? [This question is better phrased this way 


rather than asking the patient if she ever dreams. Many patients will answer the latter 
in the negative who might respond positively to the former phrasing.) 
Pt. I rarely remember any dreams. 
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Th. Can you recall a dream that seems vivid in your mind? [A therapist trained 
in dream interpretation can sometimes get the essential dynamics of the patient's 
problem from a vivid dream.} 

Pt. (pause) No, not a single one. 

Th. How about drinking? I mean alcohol. 

Pt. Just an occasional drink. 

Th, How about sedatives? 

Pt. I take none. 

Th. Do you feel fatigued or exhausted? 

Pt. A good deal of the time. 

Th. In other words, the chief problems are this lack of energy, the exhaustion 
and depressed feelings. [ summarizing} 

Pt. Yes, if I could get rid of those, I would be happy. 

Th. You have no financial worries? [Information as to the financial status is 
important in planning a psychotherapeutic program the patient can afford. ] 

Pt. I don’t have to worry. I mean, of course, I can’t go crazy, do a lot of stupid 
things with money, but I can get along nicely with what I got for the business. And 
there’s another thing, I like to do things. If I can get things for someone else, I break 
my neck to go out and get it. For myself I just haven't any interest. I'd walk miles 
to find the right thing for a friend or any one that I'd want to do something for, but 
I haven't . . . I don’t even want to go out and get anything for myself. I need a hat, 
and one night I should go out and buy a hat. This hat is about five years old. I should 
go out and buy a couple of hats. You see what I mean? [Why the patient does not 
buy things for herself is of interest. Does she value herself minimally, does her guilt 
prevent her from getting nice things she can enjoy, or is she masochistically punishing 
herself?) 

Th, I believe I do. You find this very annoying? [reflecting feeling} 

Pt. I do very much. It’s about time I did do something for this trouble. 

Th. To get back to the origin of this trouble, was there ever a period when you 
felt happy? [This question is asked to determine whether the patient ever experienced 
a period of good adjustment, and whether the present complaint is an outgrowth of 
earlier maladjustment.} 

Pt, That’s hard to say. I suppose there were times. 

Th. How about your childhood? {questioning to elicit family data] 

Pt, Well, that was bad. We had a tough time. My father died when I was five 
years of age, 

Th, Do you remember him? 

Pt, No, but I do remember going to live with my mother’s cousin. I saw my 
mother though, occasionally. [This remark is significant. A child wrested from its 
mother is one whose security mechanism is damaged and whose self-esteem is apt to 
be undermined.| 

Th. What sort of a person was she? 

Pt, She was a sweet person. I was very close to her, a wonderful mother, and 
understanding. She lived with my sister and I before I was married, and with my 
husband and I after my marriage. She passed away five years ago. [One wonders how 
she could both have been separated from and have been close to her mother. This 
should be explored later.) 

Th. I see. 

Pt. My husband liked my mother too. 
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Th. What about your husband? 

Pt, Well doctor, that’s where a lot of my trouble was. He was a playboy type, and 
didn’t pay enough attention to me. Well, it hurt, my pride was hurt, but then I thought 
he’s probably seen so much of me, he’s tired of me, you know. You work with some- 
one all day long, and you have all the troubles together. You know, doctor, we've been 
through so much, through the depression, and through so many problems we had to 
work out. And I thought maybe he was just tired of the whole thing. I don't know 
whether I resented it or not, I don’t know. [This area is undoubtedly a painful one that 
should also be explored later.) 

Th. You were attached to him? 

Pt, Well, I was crazy about him. And, of course, he was very good, he was vety 
good to my mother, see, and I appreciated that. And after all, I got along with him. 

Th. And then he passed away, and after that your mother died, Were you alone 
then? 

Pt. Well, I had my sister, and I, we, have a great deal in common; and besides 
being a sister she’s a good friend. I can talk to her. 

Th. Do you see her? 

Pt. Every week, she comes in to see me once a week and we have lunch at my home 
together and we visit. She stays a few hours and that’s about all. I haven’t anyone else. 
I mean not anyone else to confide in or go over anything else that I might feel. 

Th. How old is your sister? 

Pt, A few years older than I am. 

Th. Any other children in the family? 

Pt. Yes, an older brother who I don’t see often. 

Th. How do you get along with him? 

Pt. Very well, but we don’t see each other often. 

Th. I see. 

Pt. You see, doctor, while I was working I wasn’t thinking about how bad things 
were, but I haven't regretted getting out of my business, doctor, not for one minute— 
that I haven’t, because it was too much for me. (pause) 

Th. It was too much? [helping to maintain the flow of verbalizations| 

Pt, And I wasn’t too happy in there because I was forcing myself, see. It was 
evening work too, and I'd find myself, oh so depressed going in there every night from 
my home, and then going home alone from there, and tired and everything, don’t you 
know? And I have not regretted that for one minute in spite of the fact that I am 
very lonely. But I haven't regretted selling it, not once. But, I don’t know, maybe I 
should get a little something to do. Get out into something different again, I don’t 
know. 

Th. You've been very lonesome, [accenting her expressed feeling of 
lonesomeness} 

Pt. Yes, as far back as I can remember. You see, my husband was a playboy type, 
as I said, and he didn’t pay enough attention to me. Up until he had his kidney con- 
dition he was a very strong fellow, but he got a condition, and he had that for eight 
years, and, of course, I worried about that, and I never knew but that when I’d come 
home that I’d, well, that he wouldn’t be there. You know what I mean. His doctor 
told me he might pass away any time. 

Th. You worried a great deal about him? {accenting her expressed feeling of 
worry} 

Pt, Well, he was a wonderful man, but he was a playboy—a lot of fun for him- 
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self, and toward the end I really was neglected, in a sexual sense, and, and that went 
on a long time. [Her emphasis of unhappiness in her relations with her husband 
points to one of her past conflictual concerns.} 

Th. How come you stuck to him for so long? Did you feel a loyalty to him? 

Pt, Well, I did, and I felt that he needed me, doctor, that he was ill; and I felt 
that being with him I would probably see that he would take better care of himself 
than if I wasn’t there. You know how it is, and I was married to him for a good many 
years by that time. [One may ask himself if the patient is describing a character trait 
of abnegating herself for the benefit of others.) 

Th, You were in love with him? [Since the patient is focusing on her husband, 
I decide to explore this relationship more completely.) 

Pt. Oh yes, definitely. 

Th. How did his not paying attention to you affect you? 

Pt, Well, I felt very hurt about it naturally, because we had been together so long, 
and we had worked so long together. 

Th. And did you bring to his attention the fact that he paid no attention to you? 

Pt, Oh, yes, of course I did. 

Th. How did he react? 

Pt, Well, he said that he felt that we were together too much, and that had 
something to do with it, because we worked together in the business, you see. (pause) 

Th. And he tried to explain the fact that he was detaching himself from you 
because you had been together so much? 

Pt. Well, that’s the way he explained it, yes, and we took vacations separately, 
which isn’t bad. That isn’t anything, a lot of people do that. 

Th. What about your own personal life? Had you become interested in any- 
body else? 

Pt. No. 

Th. During the pefiod when you were sexually active with your husband, were 
there any sexual problems? 

Pt, Perfectly normal. I enjoyed it. 

Th. After he stopped having relations with you, didn’t you feel that you wanted 
to continue? 

Pt, Well, yes, I did doctor, but you see, it was just about that time, it was about 
in 1938 that Ishad had this operation, and that also did something to me. 

Th. What operation was that? 

Pt, A hysterectomy, removal of the womb because of fibroids. 

Th. I see. 

Pt. After that I felt I was out of things because it made me feel there was some- 
thing lacking. I was ashamed of it, or something. [another possible conflictual focus} 

Th. You wete ashamed of this operation? 

Pt. Yes, and then it took me a long time to recover from it. It’s quite a shock, it’s 
quite an operation. And, of course, that started during that time. From that time on, 
doctor, that we weren't... ah... that I, that we, ah weren't... 

Th. Together? 

Pt. It’s just that I had been ill, you see. I was in the French Hospital for about 
five weeks with this thing. And then when I came home, things seemed changed for 
me, because my husband started withdrawing from me more than ever. 

Th. There were no other people you could be close to as friends? 

Pt. Yes, I'll tell you, doctor. In that business you meet a lot of people. It's all a 
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part of the whole work. You know what I mean. And my having, well my working 
with my husband there, and all the help that had been with us for so many years, I 
mean, that I felt that there was a certain amount of dignity along with my position 
there. And I didn’t at any time give anyone any encouragement, and even after I was 
a widow I just did what I should, and I don’t know why I just thought it should be 
that way. 

Th, You mean for six years you have been leading a solitary life? 

Pt. Yes, isn’t that awful ? 

Th. You feel that’s pretty bad. [To agree with the patient might substantiate her 
feelings that she is “awful” rather than she feels what she has done is “awful.” } 

Pt. Well, I guess it’s myself doctor. [indulging in self-recriminations} 

Th. Do you think that you could be very attractive to men? [This question is re- 
lated to one aspect of her feelings about herself.) 

Pt. I don’t know . . . (pause) I suppose if I had a child things would be 
different. [Could this possibly be another source of conflict?) 

Th, Did you want children? 

Pt. Yes, but I suppose I couldn’t have them. I never used contraceptives, but just 
couldn’t have them, and then, of course, after the operation it was impossible. 

Th. And now there doesn’t seem to be any person with whom you are close? 

Pt, No. 

Th. Is it possible that a block exists in you that prevents a relationship from 
starting? Is it possible that such a block made you more and more discouraged toward 
your getting intimate with any person? [attempting to bring the patient to an aware- 
ness of a problem more fundamental than her isolation} 

Pt, Well, you see, now even in this present time, when I’ve so much time on my 
hands, time to think, which I didn’t have before, that is to think about myself—I 
didn’t have any time before to think about myself—now I can’t imagine myself 
being married again, which would be the logical thing to think about now when 
I haven't any other responsibilities or problems that I had had in the past. I can’t 
imagine it, that I would meet someone now, someone that I could care for, which 
would be a wonderful thing, but I just can't conceive it. I can’t imagine how I could 
do it, doctor. 

Th. You can't find within yourself any possibility of this? 

Pt. I’ve met many men, but can’t get interested. 

Th. You've met a lot of men—probably many of them that would want to take 
you out? 

Pt, Yes, yes. 

Th. But could you warm up to them? 

Pt. No, no. I didn’t believe it, and I don’t know what it was. 

Th. What is it about a man that would appeal to you, what type of man 
particularly ? 

Pt. Someone that would be understanding and sympathetic, a nice person. 

Th. A nice person. And haven't you met any such people? 

Pt. No. Well, I don’t know, it seems to me that... well, I know some 
married men—and I resent that sort of thing, and, I mean, that someone would think 
as little of you as to think that, you know, that you’d go out with them, and they were 
married. 

Th. Primarily your desire is not to have a pure sexual affair. 

Pt. No. 


698 THE TECHNIQUE OF PSYCHOTHERAPY 


Th. Companionship and understanding. 

Pt, Someone you know that you could be with. I’m absolutely alone, because my 
sister is married, my brother is martied, and he has his daughters, and they all have 
their lives, and I understand that, and I don’t expect them to give me their time, 
because they have their interests. But I should have mine too. 

Th. You would like to be able to have your interests too. 

Pt. Yes, yes. 

Th. So it seems that you have been frustrated a good deal. You were a loving 
wife and were rejected. You wanted love and companionship and these were not 
forthcoming. You had your business on your mind to divert your attention; but after 
you gave that up all your frustrations piled up on you. And now nothing seems worth 
while. [An attempt is made here to summarize as succinctly as possible the various 
points brought out by the patient.) 

Pt, That’s it exactly, doctor; that’s exactly how it is. 

Th. The important thing is doing something about it. 

Pt. If there is anything you can do to help me, doctor, I do need help. You can 
see that. [The patient is obviously well motivated, and it will not be necessary to 
spend any time creating an incentive for therapy.) 

Th. Do you have any ideas about psychiatry or psychotherapy? [This is to 
determine any misconceptions she may have about therapy.| 

Pt. No, nothing other than I’ve read in the papers, and what Mrs. Henshaw 
told me. I think it’s a wonderful thing to be able to help these problems. 

Th. Well, then we can get started. We will meet once weekly. How would 
Tuesdays at 4:30 p.m. suit you? [Apparently the patient is quite naive about psycho- 
therapy, but has no misconceptions about therapy. For a number of reasons I was un- 
able to see her more frequently during the next few weeks. I somehow felt she would 
do well on a twice-a-week, or three-times-a-week basis; but I decided to observe her 
progress with one session weekly, and then to increase the visits if necessary. This 
was no arbitrary decision, but was conditioned by practical necessity.} 

Pt. That’s fine, doctor. 

Th. You say there is no financial problem? 

Pt. No, not really. 

Th, I should like to obtain a psychologic examination. Often this can be of help 
in expediting treatments. If you agree, my secretary will give you the name and 
address of a good psychologist. 

Pt. Anything that you say will help, doctor. Do you think I can really be helped? 
[The patient is so well motivated that it is unnecessary to go into a detailed explana- 
tion of why a psychologic test would be helpful.) 

Th. All people can be helped. The extent to which they can be helped, however, 
varies, The most important item is the desire for help, which enables a person to do 
what is necessary in the treatment process to get well. [No false promises are given 
the patient with this explanation. } 

Pt, I know—I do want to do all I can because things are no good the way they are. 

Th. All right, then, we will meet next week. One thing more, in the event you 
have any dreams, try to remember them and mention them to me next week. {A 
better way to have approached the patient would have been to tell her that sometimes 
dreams reveal a story about one’s fears and wishes that could be helpful, and that it 
might be important for her to try to remember any dreams she may have so that she 
can discuss them with me.} 
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Pt, All right, doctor, I'll try. 
Th. Good. So I'll see you next week. Goodbye. 
Pt. Goodbye, doctor. 

eek he 


If, at the end of the first session, we attempt to see how many of the goals 
enumerated for the initial interview have been fulfilled, we would say: (1) rapport 
seemed to be satisfactorily established, (2) the tentative diagnosis is psychoneurotic 
depression engrafted on a personality disorder, (3) the involved psychodynamics 
were unclear, but a number of elements were suggested, namely, the possibility of 
having experienced shattered security and self-esteem due to maternal neglect, the 
need to submit herself to exploitation as evidenced in her relationship with her 
husband, the low estimation of herself along with self-neglect, and the blocking of 
her ability to relate to people, (4) she seemed well motivated for therapy, (5) ideas 
about psychotherapy were few, but no misconceptions were apparent, (6) the ex- 
isting level of insight was minor, (7) I felt I could adequately treat the patient 
with my skills, (8) we were able to make agreeable time and financial arrangements, 
(9) no outside referral was necessary, and (10) I prepared the patient for psycho- 
logical testing and my secretary gave her the address of the psychologist. 


SECOND SESSION 


Most patients, except perhaps those who have had psychiatric treatments 
in the past are somewhat bewildered at the techniques employed in psycho- 
therapy. Reassured by the first interview, they question more openly the value of 
“mere talking.” Since they expect some mysterious remedy or device, they are 
disappointed at the relative passivity of the therapist. It is, therefore, usually 
essential to clarify the therapeutic situation for the patient in order to give 
him an idea of why “talking things out” helps, and why his active participation 
is necessary. This we may have to do as soon as the patient begins to display any 
doubts about treatment. 

A word about psychological testing may be helpful at this point. Projec- 
tive testing is useful as an aid to diagnosis, and as a means of providing brief 
glimpses into dynamics. It is no substitute for a clinical appraisal. Its value, for 
the inexperienced psychotherapist, is to give him a feeling of confidence by pro- 
viding him with a rough blueprint of the involved dynamics. This blueprint is 
usually revised and perhaps even discarded as the therapist gets deeper into the 
clinical material. As the therapist grows more experienced, he relies less and 
less on projective testing and more and more on his clinical judgment. But 
even a seasoned therapist can get something of value out of psychological test- 
ing, provided he does not go “overboard” on its virtues and ascribe to it 
properties it does not possess. Some clinical psychologists attempt to give the 
therapist too much data about the patient. It is difficult or impossible to deter- 
mine such things as the prognosis or the best kind of therapy to employ from 
psychological tests alone, since the most crucial determining factor here is the 
therapist himself and how skillful he is in his conduct of therapy. Psychological 
tests cannot give one too accurate predictions about such factors. On the whole, 
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if the tests are regarded as tentative, not absolute, and one’s therapeutic 
spontaneity is not crippled by advance information, some of which may be in- 
accurate, psychological testing has a place in psychotherapy. 


During the last session with our patient we arranged for psychological testing. 
The patient was referred to a clinical psychologist who did a Rorschach and Thematic 
Apperception Test which are appended at the end of this session. Of the two tests, 
the Thematic Apperception Test was the most useful. Some of the interpretations of 
the tester were not valid in terms of what happened in therapy—others were re- 
markably accurate. 


* * * 


Pt. Doctor, I saw the psychologist and she showed me some ink blots. [The fact 
that the patient brings this matter up in her first sentence indicates some concern 
about the test or its meaning.} 

Th, Yes. 

Pt, What does this show? [Apparently she is concerned with its meaning. It 
would be fatal to read the test results to the patient. Whenever a patient insists on 
getting test results, a brief watered-down version indicating the good points revealed, 
and merely stating that there are certain problems that have to be substantiated by 
clinical findings, are all that should be told to the patient.} 

Th. The interpretation is a rather technical one and it would mean little to you 
at this point. As you know these tests are merely sign posts of problems and must be 
correlated with clinical observation. 

Pt, Did it show anything? [She is pressing for some answer. | 

Th. Yes, of course. It shows that you have many potentials that are being hindered 
by an emotional problem. That’s what we're going to work at so that you can be 
unblocked. 

Pt. I have not been feeling too well, doctor. I feel like staying in all the time. I 
am wondering if there is any medicine I can take. [The fact that the patient wants 
medicine brings out her feeling that I should do something immediate and dramatic. 
She may be puzzled about how psychologic measures can be of help to her.} 

Th. It’s natural that you want medicines. However, problems of this kind cannot 
be treated by medicines or injections. They require understanding through conversa- 
tions together, such as we are having now. [If the patient has already been taking 
medicines to no avail, this fact can be brought out. Yet the patient may believe a new, 
more powerful, medicine to be indicated.| 

Pt. But how can just talking help? [My prediction seems to be borne out in this 
question. | 

Th. This question puzzles everybody when they are about to start psychotherapy. 
Certainly it sounds unusual that talk can remedy as powerful feelings of despair, 
hopelessness and fatigue as you have. But you know there are reasons why these 
symptoms exist in you. [Some patients already have gone through the experience of 
talking at length with people about their problem to no avail. It is important to 
bring the patient to an understanding that talking about themselves to the therapist is 
different from the usual kind of conversations.) 

Pt. I know there must be, doctor, you know. It’s been there so long. 

Th. Do you have any idea what causes these feelings, what is actually behind these 
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symptoms? [focusing her attention on the fact that there are causes that underlie her 
symptoms} 

Pt. I have thought about it all week, doctor, and I see what you mean. I know my 
life was unsatisfactory, you know what I mean, doctor, with the business worries and 
the worrying about my husband and all. But that’s all over now and I can’t seem to 
be myself. [Obviously the patient has no idea about the sources of her problem. 
Because she sees no reason for her symptoms, she is puzzled that they persist.) 

Th. This is where psychotherapy comes in—to help you understand the con- 
nection between your symptoms and basic causes for the symptoms. This is why talk 
is important. [again attempting to bring out that there are causes, and that discovering 
these through psychotherapy will help her} 

Pt, I see what you mean, doctor. [This is a cliché. One would justifiably doubt 
that she really can see what I mean at this point] 

Th. And once we really know what is behind your suffering you can do some- 
thing constructive about yourself aimed at correcting the sources of your trouble. 
[Some patients through reading get the idea that all that is required in psychotherapy 
is to find out what causes their trouble. Cure then will follow automatically. The 
statement I made tends to put responsibility on the patient to do something constructive 
about herself after the causes have been explored.) 

Pt. I would like to do this because I am so miserable. It’s been so long since I last 
felt good at all. [Her suffering will undoubtedly provide a good incentive to get well, 
if she can overcome her other resistances. } 

Th. Then it will be important for you to talk to me about your thoughts and your 
feelings and I will help you clarify what is going on. This will really help you a lot 
more than medicines. In fact, it’s the only way. [attempting to show her that she 
can do something positive about her problem in cooperating with me} 

Pt. I don’t know what to talk about. Is there anything you want me to talk about? 
{Apparently the patient believes she has told me all about herself and that there 
is nothing more she need tell me. Perhaps she is irritated that I haven't helped her 
with all the information she has already given me.} 

Th. Any problem that is immediately on your mind is what you might explore, 
particularly any feelings that are of concern to you. I will help you as you go along. 
[I am provided here with an opportunity to structure the therapeutic situation for the 
patient, to show her how therapy might help her and how she can cooperate with me.| 

Pt, For instance, doctor, what? 

Th. Well . . . for instance, you were just bothered about how talk might be 
of any help to you in mastering your symptoms, so you mentioned your feelings to 
me. Any other important thoughts or feelings would be topics of conversation. 

Pt. Yes, I see what you mean, doctor. So if I can understand why I feel the way 
I do, everything will be all right? I would like you to tell me what is wrong, doctor, 
and I'll do anything you say. [Obviously the patient has not integrated what I said 
about activity on her own part, she continues to request that I tell her what is wrong, 
which is what the traditional physician should do in her opinion.) 

Th. Now I'd like to tell you how I feel about this situation. First, I very much 
want to help you work this problem out. It seems a shame that a person as mani- 
festly gifted as yourself should feel the way you do, where you retreat from prac- 
tically everybody and everything. And I would like to work with you so that you can 
get well as soon as possible. [Expressing sympathy in the attempt to consolidate the 
relationship. Actually, this is really how I feel.} 
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Pt, I am very thankful to you for this. 

Th. So that I would like to acquaint you with how we can best make progress 
in getting you well. [again preparing her for a recital of how she can cooperate} 

Pt. Yes, I will do anything I can to help. 

Th. First, as we begin to talk about your problems, things will become more 
obvious to me than to you. This is because I can be more objective than you. You live 
too close to your problems to be objective about them. Second, I’m trained to do 
psychotherapy and can see the connections better. Now the funny thing we have 
found is that a therapist’s telling a person about what he observes about him does 
not really help him much in getting well. What really helps is for the person to 
figure things out for himself, with the therapist's help. This really helps. [explaining 
why ber role must be an active one} 

Pt. You can help me figure out why I don’t feel well, and then things will get 
better? [This is an encouraging comment and may indicate the beginnings of an intel- 
lectual grasp of ber responsibilities. } 

Th. Yes. Because you live so close to your problems, it’s difficult to see them for 
what they are. I might be able to tell you what the problems are very fast, but this 
wouldn't help you as much as my showing you why you aren't able to see what is 
going on in you, so that yox then can really figure things out. It’s like learning French. 
If I were your French teacher and did all the talking, you'd never learn how to talk 
French. 

Pt. Well, that sounds reasonable. 

Th. I know all this is a little difficult to understand, but we will clarify matters 
as we go along. 

Pt. You know, doctor, I want to do everything I can, but I don’t know how 
to go about it, You asked me to remember my dreams, but I don’t dream much. Sorry 
to disappoint you. [Perhaps the patient felt I expected her to dream, and if she didn't 
dream it meant she was a bad girl who didn't cooperate. | 

Th. You felt that you ought to have dreamt? 

Pt. Well, I thought you mentioned that dreams would help. 

Th.Isee . . . Yes, I did mention that. 

Pt. I didn’t have them. Does it really have something to do with all of this? 
[Not having read anything on the subject, it must have puzzled the patient to have 
me mention the fact that dreams were important. | 

Th. Well, let's look upon it this way. A petson’s mind is never absolutely in- 
active, One often has thoughts in sleep that are very significant, that one won't 
allow himself to think about when he’s awake. The content of these thoughts will 
sometimes reveal what a person is worried about and what paralyzes him in his daily 
activity. Thoughts in sleep often take the form of dreams. Now one of the things 
that is bothering you a great deal is that you used to be very active and mingled with 
people, and now you do not. You have no idea what caused this change? [The 
reason for the shift from dreams to a personal reference is that I later want to tell ber 
that dreams may help tell us why she has retreated from people.} 

Pt, No, not really. 

Th. Then it is possible that we might learn something from your exploring your 
feelings about this. And maybe if you do remember a dream or two, we may get 
a clue to what is behind this problem. 

Pt, It’s like a shock, the things that happened. I am not myself at all. I don’t like 
to have people around. (pause) 
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Th. You don't like to have people around. [repeating what the patient has said 
in an attempt to stimulate more verbalizations about this point} 

Pt, It’s just the opposite to the way it’s been. It’s a mystery to me. (pause) [Ap- 
parently the patient feels blocked in knowing how she can pursue this trend.) 

Th. There’s a mystery to it for you that we will try to work out together. 

Pt. But I don’t know what I’m supposed to do. [She again expresses her helpless- 
ness here. I will have to explain more fully, by giving her an example, of how one 
works in psychotherapy. | 

Th. Let me give you an example. A young woman I treated came to see me be- 
cause of unhappiness in marriage. She was on the verge of divorce. It turned out that 
this was her third marriage, the first two terminating in divorce because she was so 
unhappy with her husbands, After her second divorce, she got into three or four 
affairs, and each affair ended with her dismissing the man. She finally married the 
third time, and the marriage was about to break up when she came to see me, at the 
insistence of her lawyer. “Well,” she said, “this is awfully silly, I know that there's 
nothing wrong with me. I don’t have anything wrong with my mind. I don’t see why 
I should see a psychiatrist.” I replied that psychiatric practice these days didn’t con- 
fine itself to treating very severe mental problems, but also helped people with 
normal problems, She was quite certain, she answered, that there was nothing wrong 
with her; there was no reason in the world why anyone should feel that she had any real 
problems. She could not see that there was anything wrong in any of her relationships 
with men, except that they turned out to be the wrong kind of people for her. At 
the second session she reported a dream. She was about to be married. At the altar 
she was confronted with choosing one of two men, One of them was a small, wiry 
person; and the other was a tall, rather austere fellow. And she chose the tall austere 
man. When she got home, he turned out to be a Jack-the-Ripper character who went 
after her with an ax, She ran away in terror; but he caught her and started hacking her 
up. She awoke from her sleep in a cold sweat. She thought that was a rather silly 
dream, but I urged her to talk about the dream and particularly about her associations 
to the incidents and people in the dream. In her talk she revealed that the only type 
of man she really respected was one who had great qualities that she could admire 
and respect. She went on to associate that her father was an unusually wonderful 
person, even though her mother had a great deal of difficulty with him, Her father 
treated her mother badly, and on several occasions he had slapped her around. As she 
talked, she remembered that she had been quite terrified of her father as a child. 
This seemed to clear up certain doubts in her mind as to why she chose men who 
bore no resemblance to her father. She liked very passive, suave men who were no 
threat or challenge to her. But when she began to relate herself to a man like this, 
she realized that he didn’t have the qualities she admired in a man. Then she de- 
veloped a lot of contempt for his passivity and broke up the relationship. This is 
what happened in each marriage. Now the dream was the first clue as to what was 
going on. 

Pt, But she didn’t know, she didn’t recognize it. 

Th. She became aware of it by talking. Now, when she was aware of what she 
was doing to herself, when she became conscious that even her third marriage was 
to a man she felt no respect for, she was able then to reevaluate the whole situation. 
{Examples such as this one, are invaluable in helping to structure the therapeutic 
situation. } 

Pt. And she’s happy? 
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Th. And she’s happy. 

Pi. Well, that’s wonderful that you could help her just like that. 

Th. That's what we want to do with you. Now in your particular case, there 
are reasons why you suddenly got to a point in your life where you don’t want to see 
people. 

Pt. Well, I've probably had some disappointments. There’s no question about 
that. I think my husband, John, was a disappointment to me. I mean the way I helped 
him and went along with him and gave up everything practically. And, of course, 
that's all right. I think I've benefitted by it. I mean, it’s experience. Sometime maybe 
TIl. . . but it took a lot out of me. It was an awful hurt, you see. I didn’t have any 
children. I took an interest in helping crippled children, and, of course, I don’t feel 
too badly about that because again I feel that I've done something good. I mean, 
aside from the fact that I could have had a child that was normal and it would have 
been a nice thing for me, a companion and all, to enjoy—but it didn’t happen. So, 
well, I'm taking that as it was given to me. There must be a reason, I guess. I don’t 
know, I was happy helping crippled children, especially in institutions. They are 
happy in that little atmosphere over there. They live in their own little world, doctor, 
you know. They have no worries and, being protected that way, they aren’t hurt. 
Normal children hurt little children, you know, that aren’t up, and being able to be 
as alert as they are. And these little children are protected. So, I mean, that really 
doesn’t hurt me too much. I feel badly about it, but I don’t think that has anything 
to do with it, with what's happened to me, you know. [The patient is unblocked to 
some extent. The meaning of her interest in crippled children is not clear.} 

Th. There are other things? [attempting to get her to explore things more 
thoroughly} 

Pt, It goes further. (pause) 

Th. It goes further? It involves your own feelings about yourself? [I am not 
sure why I introduced the last statement. Perhaps I had a hunch at the time that this 
area was important. } 

Pt. Yes, and people. (pause) 

Th. And people? [repetition of the last word in the form of a question to main- 
tain the flow of verbalizations} 

Pt. Now, I have some friends, and, of course, they're nice, but they aren’t too 
interesting. They're people I met in business, and John liked them. They're along more 
on the sporting type, like he was, you see. And I could take a drink or two, but, I 
mean, it didn’t interest me. It isn’t everything with me to go out for an evening, 
and just see how much I can drink, or how drunk I can get. That doesn’t mean any- 
thing to me. You see, I like to be with people, but I like to be with interesting 
people. Someone I... as you say... - someone that you can respect. It goes 
back to the same thing too. Now, these friends of mine now ate all carry-overs. They 

are friends of his that we both used to go out with. And those are the people that I 
see, and those are the only people that I know. Now the result of that is that when 
I go away for a winter vacation, I always go where they ate, because I don’t want to 
be alone. Now I feel that I want to go somewhere and be alone. Before I was afraid 
to go without anyone. Now this year I’m thinking differently. I'd like to get away 
from all that and be alone, you see. I don’t know which is the worse of the two, 
doctor. [One may ask whether she is bored with these persons specifically, or whether 
they are being used as an expression of general boredom with people. Is there some- 
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thing that happens in her relationships with people that upsets her, and if so, is it with 
certain kinds of persons or with all people?) 

Th. What type of people are they specifically? 

Pt. Well, they are business people. 

Th. They don’t have similar interests to yours? 

Pt. Well, I’ve been going a long time with these people, fifteen or twenty years. 
You know how it is, doctor, And I feel as if I’m neglecting them if I don’t call them 
and say, “How are you?” You know how it is. Isn't it awful? 

Th. It must be kind of tough for you. [The patient may want to be blamed. I try 
to avoid expanding her guilt by sympathizing with her suffering} 

Pt. It is. It really is. You see what I mean. And that’s about all there is to it. 

Th. Do you think you need a few new interests? 

Pt, Well, there’s no question about this. 

Th. Have you ever done anything—hobbies, art, anything? 

Pt. No, all I’ve ever done, as I’ve told you, is work at our book business, You 
see what I mean? And see that the books were in order and then get everything going. 
People start coming in at all times. You'd have to see that the girls were on the job 
and everything. And then readying for new customers again. Well, you know, doctor, 
you do that for twenty-two years, and then I finally got out of it because this thing 
began working on me that I have now. And I couldn’t stand it any more. (pause) 

Th. Apparently, it was more than you could stand. 

Pt. That’s why I got out of it. (cries) 

Th. You suffered a great deal. (conveying sympathy) 

Pt. You see, that’s really why I got out. Because this was coming, and I was 
forcing myself. Every step that I took to go in there, doctor, was an effort. It was 
agony, just like a person who didn’t know how to say a word, but was always forced to 
say something. It was the same thing. I was dragging myself, and I did that about 
two years. That's what I went through, and I was foolish to do it. Well, finally 
I got out of it and I think it was the best thing that ever happened. I think I might 
have cracked up very badly. (pause) 

Th. There wasn’t anything in it that was of real value to you, that you enjoyed? 

Pt. Suddenly, it all . . . everything took the opposite. When people talked 
to me, I just could hardly stand it, you see. And everything, the whole picture was 
just the reverse of what it had been before. Before I loved it, and then it took that 
sudden turn. It all seems impossible. (cries) 

Th. Look, we've got to work so you can get out of this thing. It may take a short 
time, or it may take a long time. Your vitality and creativeness seem to have been 
snowed under by this hopelessness. [The patient seems to be in need of some reassur- 
ance and support and this was the intention behind these comments.} 

Pt, Whatever it is, the worst part is that I’m being forced to see these old friends 
who are bores, and who I don’t want to see. What can I do? [The thing that comes 
to my mind here is why she feels she is forced to see these old friends who are bores. | 

Th. It may be that you have to take a stand with some of your friends. [I make 
the assumption here that she feels forced to see them.} 

Pt. Yes, I see, I could tell them that I’m busy. They are things in my past, like 
the business. 

Th. You may feel toward them the same thing that you finally felt toward your 
business. 
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Pt. Yes, doctor, that’s how I feel. I think a person needs to have something 
or do something with meaning. Regardless of what it is, you must have something with 
meaning. Money isn’t everything, you know. If it was, I'd have stayed in business. 
(pause) 

Th. Your business was a profitable one? 

Pt. You see, if I had thought that that was everything to me, I would have stayed 
in there, because I had a wonderful thing. But I got so, that I knew that that wasn’t 
the thing that I was interested in any more. That had no more interest for me. I knew 
that I was getting nothing out of life, and I realized that all I was doing was working 
and sleeping and eating. And there wasn’t anything else. You see, so I mean that, 
doctor, money is not everything. I'd have traded everything for a nice life. 

Th. And your life was not too satisfactory. [focusing on what she seems to con- 
sider the basic problem of her life.} 

Pt, No, for several years before my husband died, he had no intercourse with me 
at all, You know how that is, doctor. . . leave you there, just leave you there, 
and, I mean, just completely ignore me, that way. 

Th. How did you take that? 

Pt. How did I take that? Well, as I say, he had a kidney condition, and he 
blamed it on that. And then, of course, I finally found out that he was running around, 
you see. And I knew that it really wasn’t true that he was so sick that we couldn't do 
anything that way. So then, of course, I knew that it wasn’t true, that he was lying 
to me about that. And, of course, that went on and on. You know, doctor, there’s 
so many things. And then my sister was on my mind. I had to take care of her. You 
know, there was that responsibility, which was quite an expense. And it wasn’t 
always all right. We had gone through that last depression in ’29, you know, and it 
took a long time for us to get back again, you know. You have ups and downs. You 
know how that is, doctor. And it was all, you know, one of those things. And then, 
you know, that my mother lived with us. So there were some things that I had to 
think about. The same old thing again. You know, you can’t always do what you 
want to do, And so that was that. And, of course, at that time I had a lot of oppor- 
tunity to go out with others, but I didn’t. Naturally, I wouldn't. [The patient presents 
a picture here of having been exploited by others. The question is whether she was 
really exploited, whether she is complaining without adequate basis, or whether she 
insisted on being exploited out of some personal need.| 

Th. You felt you didn’t want to be unfaithful? 

Pt. Well, I wouldn't. Not only for him, but for myself, you see. You see what 
I mean? 

Th. I believe I do. 

Pt. I wasn’t thinking of whether I was being honest about it for his sake, but 
just for my own sake, I wouldn’t do that, you see. But it took an awful lot out of me, 
seeing that I was hurt, and I suffered surely. But then he passed away, and I had to 
take care of the business. (pause) 

Th. Then you were left with the business. [repetition of the last phrase to main- 
tain the flow of verbalization| 

Pt, Then I was left with the whole thing which I knew how to take care of, 
fortunately. Because he, being ill so many years, I was really preparing for that, and 
didn’t know it. I mean gradually taking more and mote over, you see. (pause) 

Th. So you absorbed yourself in business. [ summarizing} 

Pt, What I needed was affection, and understanding and love from people. [This 
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may be a focal conflict. The lack of affection and understanding may be something 
she brings on herself in some way.} 

Th. Which you didn’t get. You couldn’t find another man? 

Pt. Well, you see, I suppose I should tell you that I did have an affair with some- 
one for three years. It’s just over now, and maybe it was my fault. 

Th. How did it terminate? [Jt may be important to explore this affair as a re- 
flection of a general pattern. | 

Pt. Well, he’s had another sweetheart for about twenty years. I always played 
second fiddle to her, He didn’t tell me about it, and then I found out. It upset me, and 
I stopped seeing him. Things like that keep happening to me. [Js her playing "second 
fiddle” a pattern in which she participates as part of her neurotic problem?} 

Th. That same pattern as with your husband? 

Pt. Isn't it awful? And, of course, when we first started going around together, 
he said that he would absolutely get rid of this other woman, but he didn’t. I mean 
it still exists. This girl works for him, you see. And in the capacity of a buyer. She’s 
been with him; he’s had her in business. It’s one of those jumbled things. And then 
I just got fed up with it, see, doctor? (pause) 

Th. It must have been very difficult. 

Pt, Well, you see, he said that this affair with the girl didn’t exist any more, 
you see. 

Th. He was just telling you this? 

Pt. I suppose so, because she’s still around. 

Th. And he had very little time for you? 

Pt. I'll tell you why I never did see him over week-ends, and it sounds like the 
same old story. Saturday and Sunday he was always busy. He has three children. 
They're married, three daughters. And, well, I just got a little tired of the whole 
thing. I mean, it just didn’t seem right, and I guess it wasn't. And I just sort of 
cooled off, you know, and when he called, I just didn’t encourage him, He called 
again, he called a couple of times. And that was that. That's how it is. I haven't 
heard from him in three months. [Zs it possible that her difficulties with and her 
breaking off of her affair with this man precipitated her present serious depression? | 

Th. Do you miss him? 

Pt, Well, there is a little . . . well, an interest. 

Th. He hasn’t pursued you? 

Pt. No, he hasn’t at all since, but I haven’t given him any encouragement to call 
again. 

Th. He hasn’t shown any sort of an interest? 

Pt. No, and if he was interested, he would call. [Apparently the patient is still 
interested. | 

Th, How old a man is he? 

Pt, About sixty-two, too old for me. 

Th. What else was there about him? 

Pt. He was always in a lot of trouble. He always had troubles and always brought 
them to me. He’s involved a lot, and there’s an ex-wife. He’s divorced, and, oh, I get 
myself into the worst kinds of things. Just one of those things, just being lonesome, 
you see. You see, to get someone to pay a little attention to you, have an interest, go 
to the theater or dinner or something. But there wasn’t anything to it. That isn’t for 
me, doctor, You have too many troubles then. He’s too involved. He has this girl, 
which is probably still going on. (pause) 
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Th. If he were a special person, perhaps you wouldn’t give him up so easily. 
[I test her desire here to continue seeing him. 

Pt. Well, I feel this way, as you say, if he was interested, he would have tried 
to see me again, I think. 

Th. And he only called you that once, you say. 

Pt, Twice. 

Th. Twice, and what did he say specifically? 

Pt. Well, he was going to Europe, you see, and he said, “I'll call you before I 
leave,” and that was supposed to be the next day, and he didn’t call. (pause) 

Th. And he didn’t call. 

Pt, And he hasn't called since he came back. So that’s that. I'm not, I just... 
I wouldn't, just . . . (pause) 

Th. He may come back... 

Pt. Forget it. And even if he doesn't, it's probably the best thing. 

Th. It may be hard to give him up. [testing how much she wants him to pursue 
her} 

Pt. I can get somebody better than that. (pause) 

Th. You feel perhaps that it is important for you to be discriminating with people 
you get mixed up with from now on? [reflecting an attitude that may be behind ber 
previous statements} 

Pt, Because they do something tome. . . You see, doctor, people do something 
to me, And I seem to go along in that pattern. Now, I know another girl that’s with 
a doctor, and she isn’t married to him. Isn’t it funny, and I get involved in those kinds 
of pictures, and that isn’t good and I know it isn’t. You know what I mean, you can’t 
respect yourself. (pause) 

Th. Because it makes for complications that are destructive to you as a person? 
[reflecting her feeling of being devalued in being involved with certain men} 

Pt. Yes. (pause) 

Th. You just get to a point where you don’t respect yourself any more, after a 
while, (continuing to reflect her feeling devalued) 

Pt. You see what I mean. And I don’t need that because, after all, I... ah 
. . . people respect me, and I should really get something, something for myself. 
Which I haven’t been smart enough to, apparently. I don’t know. I've missed a lot 
of opportunities on the way, you see. [She expresses her feeling here of having been 
exploited by people.} 

Th. There must have been some reason for this. [focusing on the motives behind 
what has been happening to her} 

Pt. You know, maybe I don’t put enough of a value on myself, doctor. That’s very 
possible, you see. I always bring myself down to the other person’s level instead of 
trying to bring myself up to a better level, that is, something I could look up to. You 
know what I mean? Like I feel sorry for other people, you know, and I go along with 
them, And I find myself with them instead of others that would do me some good. 
Somehow I avoid the others. [The patient here is verbalizing what may be insight, 
that is, a feeling that she is underestimating her value and that she is yielding to the 
impulse of feeling sorry for other people.} C 

Th, What happens when you meet the other kind of people, those that you could 
look up to? 

Pt, I am not interested. (pause) 

Th, Not interested? 

Pt, Why? Because I suppose they haven't all these troubles and complications. I 
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seem to go for that for some reason. [Does the patient have an awareness of a need 
to take care of helpless or disturbed people?} 

Th. In other words, you find that your interests are for getting involved with 
people who are in a lot of trouble, who need your help. And you get involved with 
them, and then you find that after a while that . . . [attempting to consolidate in- 
sight if it exists} 

Pt, That it isn’t any good, it’s a nuisance, and then I'm where I started, only 
worse off, because I have my head filled with that other thing. 

Th. So that the type of person who might be able to help you . . . 

Pt. I’m not interested in them. [Again this has the sound of some insight.] 

Th, Perhaps you feel that . . . 

Pt. They're above me and . . . (pause) 

Th. They're above you and that they might not accept you? [This is merely a 
guess, and it is presented as a possible interpretation. ] 

Pt. I really do, I really do. It’s exactly like that. (pause) [The patient apparently 
accepts the interpretation.} 

Th. Now let’s investigate that. How far back does that go? [If we are on the 
track of an important trend, it would be helpful to explore how far back it goes in 
her estimation. } 

Pt, Oh, I didn’t have any childhood days, at all. I told you that I was five years 
old when my father died. My mother was left without anything at all. And she had 
a furnished-room house. That was the only way she knew how to make a living, in 
order to take care of us. And then there was, I don’t know, some talk about . . . oh 
. . . I don’t know, that the place wasn’t right. She wasn’t running it right. And we 
children were taken away from her for a short period. [This must have been a painful 
period in her childhood.} 

Th. Oh, is that so, where were you taken? 

Pt. Put into an asylum for a little while. Then my mother’s cousin took me, I 
lived with her and she was married to a very nice man, he was in the avocado business. 
He had a ranch in California. And then my oldest brother was about twelve, and he 
was all right. And I lived with mother’s cousin, oh, until I was about fourteen. [Her 
account of her childhood is that of great insecurity. One wonders if she harbors re- 
sentment about it. We must ask if her insecure childhood could be linked with ber 
feelings of self-devaluation. Our time is up at this point, which will be indicated 
in the next remark.} 

Th. All right. We meet again at the same time next week, 

Pt. Thank you, doctor, I'll be here. 

* MERT 

During this session a structuring of the therapeutic situation has enabled her to 
open up and to explore several painful areas of her life including that of her child- 
hood. She brings out the inkling of a trend in which she feels exploited by people 
whom she feels forced to help. 


PSYCHOLOGIC TEST INTERPRETATIONS 


1. Rorschach Test. The record is that of an intelligent woman whose 
cognitive and conative processes at this stage are being distorted by her 
tremendous fear and apprehension. The intensity of her apprehension seems to 
be related to her inability to adequately suppress her hostility. She is constantly 
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at war with herself and the external reality so that at certain points reality is 
misperceived and distorted on the basis of her struggle. 

This is a woman who cannot conceive of relationships except in terms of 
aggression. The whole outer environment is a place of hostility—people are 
aggressive toward one another and, to her mind, this is the source of inter- 
action. She is sufficiently integrated to be able to doubt her own perception and 
interpretations, but cannot work out a more positive and constructive approach 
to living. When she does attempt this, she is most likely to end up with maso- 
chistic activity. There is some indication that her self-destructiveness is restrain- 
ing impulsive, aggressive acting-out, upon and in the environment. 

This patient seems to function, generally, on the basis of fear, ensuring 
retreat and withdrawal, rather than on the basis of permitting any overt anxiety. 

The record reveals much oral emphasis and suggests strivings to be 
nurtured, dependent and protected. At the same time (in consideration of what 
has been mentioned) she is likely to be highly resentful of such a position, 
since it would inevitably expose her marked aggressiveness, and she would very 
easily become panicked by the upsurge of hostile attitudes. 

She cannot tolerate much external pressure or excitation and has to detach 
herself, When this occurs, her masochistic fantasies take over and she actually 
has no “place.” 

This is a woman who can experience shallow emotionality in her inter- 
personal relationships, more in the order of sentimentality than warmth and 
affection (except for explosive, highly immature and intense outbursts). 

It is felt that she could not accept deep insight analysis of a probing 
nature, and will attempt to structure therapy herself on a guidance basis. The 
possibility of her dealing with aggressive impulses (on herself and towards 
others), by some indirect means, could be considered (art, needle work, etc.). 

At the present time she is sufficiently integrated to be able to detach 
herself, but the possibility of released anxiety leading to a paranoid process 
should be considered. 

2. Thematic Apperception Test. The record suggests a woman struggling 
with a deep feeling of inadequacy, isolation and dissatisfaction. She feels herself 
to be misunderstood and lacking in an understanding of others. Her con- 
fusion regarding the nature of relationships has led to an interpretation of the 
total environment as hostile and unsympathetic to her. Her expectation is to be 
hurt, deprived and maligned. This results in hostile and aggressive attitudes 
towards others—a constant struggle with environment and her inner impulses. 

This woman appears to conceive of relationships in terms of aggression. 
That is, that the basis of interaction of people is hurting one another. She is 
sufficiently integrated to be able to doubt her perception; she has a close enough 
contact with reality for this doubt to occur; and when things do happen that 
impinge on her illusions and distortion, she can expetience much anxiety. At 
such times she is likely to end up with highly masochistic activity. One gets the 
impression that self-destructive attitudes restrain acting-out aggressive im- 
pulses. 
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The record suggests a striving for nurture and dependence, as though she 
lives under a sense of loss and, burdened by life’s vicissitudes, she seeks pro- 
tection. However, she is the kind of person who would be highly resentful of a 
position of dependence; also, it would inevitably expose her aggressiveness and 
she would be panicked in such a situation. Her difficulties in relationships are 
marred, too, by her inability to integrate effective stimulae into an emotionally 
meaningful and rich experience. She tries not to become involved with situations 
that carry pressure or excitation. When she does, she struggles to detach herself, 
to remain on the periphery and to become evasive. She is likely to reveal 
emotional shallowness, to demonstrate much feeling in terms of sentimentality, 
rather than any depth toward or about people. 

It appears as though one of her needs to be detached is in order to avert 
any open anxiety. 

Some of the difficulties she is experiencing at this time seem to be around 
questions of age, with resentment and bitterness in regard to her present status. 
This appears to express itself in questions of sexuality, and some doubt and con- 
fusion regarding femininity. 

It is rather doubtful whether this patient can accept deep insight therapy 
or analysis of a probing critical nature. She is more likely to structure therapy 
by herself on a supportive-guidance bases. The possibility of released anxiety 
leading to a paranoid process should be considered. On the whole, however, the 
record suggests a neurotic process with an hysteria syndrome. 


THIRD SESSION 


The structuring of the therapeutic situation during the last session might be 
expected to provoke certain reactions in the patient. She may respond by greater ac- 
tivity, or she may manifest further hopelessness or discouragement which will have to 
be worked through. 


Pt. I had a dream, doctor. 

Th. Good. 

Pt, I had a dream. I am in a store buying presents, pocket books and purses, and 
I have them wrap them into nice little bundles. It is like I get them for . . . I mean 
. .. like I have to get them home; important like . . . almost as if my life de- 
pended on it. Then I am home and my husband and sister are there—waiting. They 
open up the presents and everything is gone—just empty boxes. I feel awful and 
my husband laughs at me. You know, doctor, I felt so awful in my sleep that I woke 
up ctying. (pause) [My own associations to this dream—tentative, of course—are 
that something valuable that she has to offer people close to her, is found to be with- 
out content, She feels ridiculed for her gesture and becomes upset. The fact that she 
awoke crying indicates the intense emotional feeling associated. | 

Th. Does the dream bring any thoughts to your mind? 

Pt, Why no, doctor, should it? [Either the patient is extremely naive or shows 
resistance to the dream’s latent content.} 
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Th. You may have certain ideas or associations to the different events or objects 
in the dream. For instance, what does buying presents in a store bring to your mind? 

Pt. We . . . J like to buy presents and really do enjoy giving things. 

Th. I see. (pause) What about this business of having to get the presents home, 
as if your life depended on it? 

Pt. I don’t know about that—that’s funny, isn’t it? (pause) 

Th. Any associations to yout husband and sister waiting? 

Pt, Well . . . they are just waiting for me. (pause) 

Th. Any feelings about this? 

Pt. No. (pause) 

Th. What about the rest of the dream? 

Pt. Well, the last part makes me feel foolish, and as if I failed them. It’s like 
I had been fooled, you see. Buying the presents and then having been given a raw 
deal. 

Th. How do you feel about being given a raw deal? 

Pt. Very upsetting. It makes you feel like you are a perfect fool. 

Th. Did anything like this ever happen? 

Pt. You mean like in the dream? 

Th. Yes. 

Pt. Why no, that is, I never bought anything and came home with an empty box. 

Th. How about feeling like a perfect fool? 

Pt. Why, yes. I felt that way a good part of my life. (pause) 

Th. What other feelings do you have? 

Pt. (pause) I am tired today, I suppose I get up too early. (yawning) {There 
seems to be little point in pursuing the dream due to the resistance that is present. 
It is possible that her feeling tired may be a manifestation of resistance, and I decide 
to explore it.) 

Th. What time do you get up? 

Pt. I get up about 8:30, and I fix my own breakfast. I used to have my girl come 
in—my maid—come in the morning at 8:30 to fix my breakfast, but I’ve changed that 
because I wanted to be alone in the mornings. And I have her come in now at eleven. 
I fix my own breakfast for myself now, so TIl have a little time alone again in the 
mornings instead of her being there. This girl that’s been with me for twenty-two 
years, and a lovely girl, I can’t even stand her. (pause) 

Th. She irritates you? [I decide to explore her feelings about her maid to see 
if any patterns are apparent} 

Pt. I even resent her doctor. (pause) And she is a wonderful girl. (pause) 

Th. She gets on your nerves? 

Pt. Yes. (pause) 

Th. What does she do that gets on your nerves? 

Pt, Everything. (pause) 

Th. Just irritating? 

Pt. Yes, and I just hate myself for it, because she is a nice girl. (pause) 

Th. Perhaps you're blaming yourself too much for this, because, after all, you 
have a problem that disturbs you very much. [One of the worst blocks the patient can 
get into is to flagellate herself with her shortcomings. I attempt to point out that her 
difficulty is a problem, not a personal defect.} 

Pt. (crying) It's ridiculous for me to feel this way about people that have been 
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good to me. I miss the nice girl when I don’t even want to be around her. [The pa- 
tient does not pick up my statement and she continues to blame herself.) 

Th. You blame yourself for your feelings. (pause) It upsets you to feel irritated 
by the girl who actually has been nice to you. 

Pt. Yes, I do. 

Th. Well, there may be things she does that are very disturbing to you. [In this 
comment there is an intent to get the patient to test reality; the opportunity is offered 
to her to project her difficulties if she wishes to do so.} 

Pt. I don’t think so, doctor. 

Th, Is there anything that she does that is unusual? 

Pt, Oh no, I don’t think so. It must be me. [The patient continues to blame her- 
self, although her recognition of her role may indicate some insight.| 

Th. All right then, we have to determine why your resentment piles up. [stressing 
the sources of her feeling} 

Pt, Well, doctor, I don’t know. I know that I have nice friends and I just haven't 
any patience with them. (pause) 


Th. I see. 
Pt. I don’t get mad at them, but I lose my interest in them after I’ve been with 
them a little while, and . . . oh, I don’t know . . . start criticizing them to myself, 


and there’s no reason for it. They're the same as they've ever been. (pause) 

Th. Is there any person with whom you now feel comfortable? [This is asked to 
see what exceptions there may be to the patient's feelings about being critical of 
people.) 

Pt. No. (long pause) 

Th. There isn’t a single person with whom you feel comfortable? 

Pt. No. 

Th. You may, in coming to see me, perhaps, not feel comfortable with me either. 
[probing for possible transference reactions} 

Pt. No, I think you’re wonderful, doctor, I do. I like you very much. [This may 
or may not be transference, or it may be a way of expressing her awareness that we 
have a good working relationship.} 

Th. Why do you like me, why do you think I'm wonderful? [Inquiring into 
what “wonderful” means to her to test the extent of transference.] 

Pt. Why I think you're wonderful to be in the profession you're in, helping 
people. 

Th. Look, I'm going to try to help you, but you may happen to get critical of 
me too sometime, After all, if you feel this toward other people, you're likely to feel 
it toward me. If you do, it would be helpful to mention this to me so we can see 
what it means. [Giving her “permission” to express any irrational feelings she may 
have toward me as part of the therapeutic process.} 

Pt. No, I mean I think anyone who would do this work is very . . . must be 
very good and kind, to listen to all these things all day. And I imagine it must take 
a lot out of you. [Her concern with what listening to patients does to me may be a 
projection of her own resentment and fatigue at helping people.} 

Th. Actually, this is my work and I enjoy doing it. And I am going to do what 
I can to help you solve your problem. This thing has got you by the throat, and it’s 
sort of shaking you all over. Now, what I'd like to work out with you is the best ap- 
proach to the handling of your problem. 
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Pt. Yes, so that I can enjoy being with people, which is the natural thing. (pause) 

Th. Now what we have to understand is why these feelings of irritation with 
people occur. 

Pt. Doctor, I just don’t know why. All I know is that they come. Why should 
they come? [The patient s curiosity is understandable, but she still may be trying to 
force me to give her the answers. | 

Th. Now that’s a good question. You realize that they are not natural feelings 
and that they interfere with your happiness. They are nevertheless significant in that 
there is a reason for their existence. The reason may not be known to you now. You 
don’t know why these feelings develop; they just creep up and overwhelm you, and 
you feel guilty about them, Now, what we're going to try to do is understand what 
these feelings mean and why they develop. [I am trying to create motivation here to 
explore her feelings. ] 

Pt, Well tell me, doctor, why is it that I don’t do the things that I want to do? 
There’s so many things even in my own home that I know that I should do, that I 
would be very much happier for doing. [The patient is beginning to question certain 
things about herself, which is a good sign, but I get the feeling she still wants me to 
give her the reasons for her behavior.) 

Th. For instance? 

Pi, Well there’s, for instance, order in my home. I know that there are some 
things that I should take care of myself. No one can do that for me. I can’t get myself 
to do these things. (long pause) 

Th. You can't do them. [restating] 

Pt, Well, why is that? [apparently trying to force an answer out of me} 

Th, All right now, that’s a very good question. [throwing the question back at 
her} 

Pt, Well, what is it? [She is still trying to make me act directive.} 

Th. I wish I could give you the answer right now, but it wouldn’t do you any 
good if I presented you with an answer. We'll have to find out about what it is to- 
gether. Let’s find out what it is that makes you feel that there’s nothing you can . « - 

Pt. Do. 

Th. Yes. 

Pt. There isn’t anything that I can do. I read a little article the other day about 
a person who did a great deal with just a little organized knowledge. It is worth 
so much more than someone that has a fund of knowledge but with no organization 
behind it. You see what I mean? 

Th. You mean that’s how you feel? 

Pt, Well, I have a lot of ideas, but I can’t put one of them across. I can’t do a 
thing. I can’t do anything or be well. Why is that? [Again she tries to put me on the 
Spot. } 

Th. If you really have a desire to get well, you will have the best chance of un- 
derstanding what causes you to feel the way you do. {What I am saying here is that 
if she really wants to overcome her suffering, she will have to figure out the answers 
for herself with my help.] 

Pt. I do want to get well. I do. 

Th. There’s no question in your mind about that? 

Pt. I certainly do, because this isn’t living. I'm willing to do anything to get well. 
{If ber incentive is strong enough, she will break through her block and start work- 
ing actively on her problem. 
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Th. So you are willing to do what is absolutely necessary to bring yourself to a 
point where you can experience yourself as a different person, where you can really 
start living. [implying that if the patient works at understanding herself she can 
achieve the objective of getting well} 

Pt. Yes, of course, of course. This isn’t living—I mean it’s nothing. You're here 
and you are not here. (cries) 

Th. It must have been terribly difficult for you. [expressing sympathy} 

Pt. Well, I want to be helped, be normal like other people, be able to enjoy life. 

Th. This runs through your mind a good deal? 

Pt, Yes. 

Th, You've suffered terribly haven't you? 

Pt. Oh terribly, for an awful long time. Always fighting with myself. There 
isn’t anything that I want to do that I do. (cries) 

Th. You feel almost as though you're completely defeated. [reflecting possible 
feeling} 

Pt. Yes. It’s all so futile. I mean, there isn’t a thing that I make up my mind to 
do that I can fulfill. It’s just as if I didn’t have the, well, the mind or even anything 
else to do it with, doctor. It’s a terrible thing, awful, awful. It’s an awful thing. I 
get up in the morning and I think I'm going to have so much ambition today, and 
I'm going to take care of these things, one after the other. I have them laid out, and 
I say I'll do it this way. And I don’t do it. Not a thing, not one of them. Isn't that 
awful, doctor? 

Th. Why awful? You mean it’s awful in the sense that you have the capacity? 

Pt, And I can't do it. (pause) But the fact that I think of it doctor, and I have 
hands and I have legs and I’m breathing and living, and why can’t I do it, if I think 
that I want to do it? [Again she tries to force me to do something positive for her, 
or tell her something positive.) 

Th. If you have the desire to do it, I will help you figure out what is wrong. 
You act and feel almost as if you gave up life years ago, as if your whole life is over. 
You act almost as if you are as old as Methuselah, and at the end of your rope. (long 
pause, using silence to stir up tension) [We seem to be having a contest here. She 
is trying to force me to do something active for her; I side-step this attempt by putting 
her on the spot to think things through for herself. | 

Pt. Well, I don’t know what to do. (pause) 

Th. There isn’t anything? 

Pt, Well, yes. You see there's a couple of things that I want to do, and I feel, 
well, now I’m going to do that, and then I don’t care if I die. You know what I mean? 

Th. Like what, for instance? 

Pt. Well, there's a little girl that I've taken care of, and I want to put a little 
trust fund aside for her. She's a little paralytic. And I want to adopt her so that there 
won't be any trouble when I pass on, that she'll get this to help her to grow up. 
[This may possibly be an opening wedge into a more unconscious focus of conflict.) 

Th. Who is the little girl? 

Pt. A little orphan. 

Th. A little orphan—and is she with you? 

Pt. No, she’s in a boarding school. 

Th. In school? 

Pt. Yes, for backward children who require special care. 

Th. Where is this? 
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Pt. In Michigan. 

Th. How long have you known her? 

Pt. About twenty-seven years. 

Th. Oh, she’s a big girl. 

Pt. About twenty-eight or so. You know how it is, they're like babies, I mean. 

Th. I see. 

Pt. It’s partial paralysis, doctor, and she needs special care. (pause) 

Th. Special care? 

Pt. She’s utterly dependent. (pause) 

Th. What sort of a place is she in? 

Pt, It’s a private school. They have about, they take care of a small number of 
children. (pause) 

Th. And you're paying for her. 

Pt. Surely. 

Th. How'd you get interested in that? 

Pt, Well this is a long story doctor. You see I took an interest in the baby when 
she was an infant. I felt it was what I needed. It was after my divorce. I had been 
married to this man at sixteen, then two or three years later we separated. I was living 
in Detroit. Then I got divorced. Afterwards I met someone who got very much in- 
terested in me. It was his idea that I get this little girl from an orphanage. You see, 
he was married and he knew that he could never be to me. - - I mean, well, he 
thought I ought to have a child that I adopt, and be in the community, established 
like. [Now we have opened up 4 pocket of material that must be very difficult for her 
to verbalize. One would speculate that the incidents to which she refers casually must 
create intense conflict and guilt.} 

Th. I see. 

Pt, Give me a home environment. When I got the infant, she was about, she 
was only about four months old. Of course, I didn’t know that she had this paralysis, 
you see. 

Th. It wasn’t apparent at first, it wasn't noticeable? 

Pt, No, no doctor, not at four months. 

Th. I see. 

Pt, And I only found that out after I had had her about two years, you see, when 
the time came for her to talk and walk. 

Th. You took care of her yourself when she was a baby? 

Pt. O£ course, myself, And then about two years later, I found out that she had 
this handicap, see, and along about that time I met John. And we were married. So, 
about when she was about five years old, we put her in this school. But we had never 
put a trust away for her, you see. That’s one of the things that I want to do. And 
I can’t seem to get around to it. And you know why? 

Th. Why? 

Pt, Because I’m afraid there might be a lot of embarrassing questions. 

Th, What would be embarrassing? 

Pt. But I should do it though doctor. [She avoids my question. | 

Th. Well, maybe you can work out something so that you won't be embarrassed. 
{I decide not to press her for an answer at this time.} 

Pt. That would be good. (pause) 

Th. It means a good deal to you? 
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Pt. Yes, it does. Because I don’t want her to be a public charge. I want her to be 
looked after, you know, and taken care of. 

Th. Were you devoted to this child? [Unlike most patients who are only too 
eager to talk, this patient must practically be forced to verbalize by much activity on 
the part of the interviewer. In this respect she is not typical, but from a teaching 
standpoint, presenting a case of a passive patient, showing how she is approached in 
interviewing, is probably advantageous.| 

Pt. Yes, she’s a lovely girl. Her mentality is low though. 

Th. Does she recognize you? 

Pt. Oh yes, surely. (pause) 

Th, She looks forward to seeing you? 

Pt, Sure. (pause) 

Th. She thinks that you’re her mother? 

Pt. Oh, yes, certainly, surely. (pause) 

Th. You'd like to make security provision for her then? 

Pt. Yes, I would, That would give me pleasure—I mean it’s what I think I should 
do. (pause) 

Th. I see. (pause) But the big problem is what is behind how you feel about 
yourself and your inability to do what you'd like. [This is about as far as the patient 
seems to want to go in talking about her adopted child. I decide to focus again on 
the larger problem of how she feels about herself.) 

Pt. Yes, yes. I keep wondering about what has happened to me. It all seems 
funny, I mean. Because, when I was working—hard like—I could go on and on, could 
do a thousand things, and now I can hardly drag myself around. I want to do nothing 
and see nobody. (pause) Why is that? [The patient resumes her effort to force me 
to give her the answers.} 

Th. There are reasons for it. [Again I dodge this intent and throw the responsi- 
bility back to her.} 

Pt. I surely do not know why. I do feel ashamed of what has happened to me. 
I mean, doctor, that man I told you about, his having . . . I mean . . . not being 
frank with me. You see, I can’t understand why I let this go on so. [A great deal of 
guilt and resentment seem to lurk behind these remarks.] 

Th. Do you possibly resent what has happened? {reflecting possible feeling} 

Pt I...I...I feel that maybe nothing else .. . that is... I think 
maybe I expect him not to want to see me any more. (pause) I always felt like I wasn’t 
wanted—just do, do, do for others. (pause) With John, I think I felt that I was being 
used and all that, you see. I never had . . . I mean things as they were, I never felt 
I was happy except with this middle man. [The patient expresses again an idea that 
she is not wanted for herself, that she must do things for other people. It is possible 
that the patient, feeling little value in herself, believes she must do material things for 
people to be liked.} 

Th. With him you did feel a sense of happiness. [I might better have focused on 
the matter of her feeling she had to do things constantly for other people.} 

Pt. Yes, yes, it was the only thing that I ever had, that meant something. Except, 
of course, I was in love with John, and he meant everything, until this thing hap- 
pened, where he didn’t . . . well, I mean where he paid no attention to me. (pause) 

Th. I see. (pause) 

Pt. So maybe what I feel now, hopeless like, doctor, is no mystery considering 
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what I've been . . . what's happened to me, and my not feeling I am, I amount 
to anything, you see. [Her verbalized comment that she feels hopeless because she 
amounts to nothing may be significant, in that it may be used in later interpretations. 
Of course, we will want to find out why she feels she amounts to nothing. } 

Th. You mean, except with the man you knew before you married John? 

Pt, Yes, he was the one that suggested the little girl, so I could feel settled, and 
as if I had a place in the community. 

Th. Uh huh. 

Pt. So I got this little girl, and then it turned out the way it did, Things like that 
are always happening, I suppose, and I shouldn't regret it, because, after all, how 
do you know? 

Th. Nevertheless, it must have been a blow to you. 

Pt. It was, it was. And it made me feel guilty too, because when I married John, 
he just assumed it was my little girl. [another guilt pocket opened | 

Th, You didn’t tell him? 

Pt. Why, no . .- well, I felt that it all would be very hard to explain, so I let 
him go on thinking that, you see what I mean? After all, there was no sense . - 
Oh, it all seems terrible. 

Th. You must have felt guilty about that. (reflecting her guilt) 

Pt. I did, oh, I did. But the poor child. It was not her fault. She is so much 
better off in boarding school, away from, away from others, where she might be hurt. 

Th. Perhaps you feel embarrassed and guilty about this whole situation? (re- 
emphasizing her guilt feeling) 

Pi, Ob utawelis hua velienever told anybody about that before, doctor. 
And it hurts me when I think how things went. [Suppression of past experiences and 
partial repression of her guilt probably have contributed to her emotional illness.) 

Th, Do you blame yourself? [continuing to encourage her to explore this area} 

Pt, No, I did everything, everything. I didn’t stop at expense or anything. She 
has the best, the poor thing. (Jong pause) The thing that bothers me is that I’ve al- 
ways been so unhappy. There seems no way out. 

Th. No way out? 

Pt. With John, it was all right at first, but then he lost his interest, and I felt 
sorry for him and did everything I could, doctor, you see. It couldn't be helped. And 
I tried, but I felt it was all of no use. (pause) 1 kept thinking that with my first hus- 
band, you know, the one I married to get away from it all, it was nothing—there was 
nothing there. I tried and I gave, but there was nothing, nothing. (pause) [again the 
theme that she gives, gives, gives, and there is no return} 

Th. Hmm. (shaking head) [expressing sympathy] 

Pt. Yes, you see how it went, doctor, I never would have married him had it not 
been for what happened to me when I was little, you see. No home and being put 
away, I mean, and all that. 

Th, I see. 

Pt, And that was only part of it. (pause) 

Th. You mean there was more? 

Pt, Well, I’ve always been disappointed. Like that man I told you about who I 
went with after John died, who just . . . just. . well, who didn’t seem to think 
that my feelings shouldn’t be hurt. (cries) 

Th. So, as 2 child you were unhappy, and you married to get away from it; but 
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you were still unhappy. Then you met the middle man, and you put everything into 
that relationship, but it ended. You took care of an orphan and that ended tragically 
for you, too. You married John and felt exploited and used. And with the last man, 
too, things ended by your feeling you got little out of it. That's quite a series of de- 
priving incidents. [summarizing the events the patient discussed to point out that they 
all add up to the same thing—her feeling deprived | 

Pt. Oh, that's the way it’s been. (cries) 

Th. No matter what you did and gave, it ended as if you had nothing to give. 
[The tentative interpretation here is made largely from the cue in the dream that the 
packages she had to offer were empty. From her verbalizations, too, it would seem 
that she feels she has little to offer people within herself.) 

Pt. Yes, yes, it all seems so hopeless. [Should the assumption be true that she 
has nothing to give, she would be justified in feeling hopeless.) 

Th. Particularly when you give, give, give, and nothing happens. {implying in- 
directly that she gives materially to make up for a lack of substance within herself] 

Pt, I always enjoy doing things for people. 

Th. I guess you do. (pause) {This is said a little ironically.) 

Pt. Why, is that wrong, doctor? [The patient picks up the irony from my tone.) 

Th, Why should it be wrong? 

Pt, I don’t know. 

Th. Let me ask you this, do you enjoy having people do things for you? 

Pt. Why, why, when it happens, doctor, it makes me want to cry, When it hap- 
pens. [The implication here seems to be that people do little or nothing for her.) 

Th. You mean it happens so rarely? [reflecting how she may feel} 

Pt. Yes, rarely. (pause) It’s more the other way. But, don’t mistake me, doctor, 
I don’t expect people to return favors, They seldom do anyways, I find, But I do enjoy 
giving, you know. I like to help people arrange things. Before I felt so terrible I 
helped a friend fix up her entire apartment. Went shopping for things, seeing that the 
draperies and things were all done. That's easy for me, you see, because we... I 
. . . being in business, you see, had to do these things all the time. I know about 
these things, like decorating. [The positive virtues she finds in doing things for people 
may be linked to a need for self-exploitation, and to a desire to win the favors of 
others.) 

Th. I see. 

Pt. I noticed, for instance, in your waiting room, doctor, and the landing, why, 
I can do many things there to help. I would be delighted if you wanted me to, doctor. 
[This is the first real projection. She apparently would like to act-out her problem 
with me. To allow her to do this would foster her feeling exploited by me and her 
becoming resentful toward me. 1 will later use this episode to point out the active 
workings of her problem.} 

Th. Thank you very much. I do appreciate your offer to help, but maybe it's 
more important that we understand this need to help and to give. [To allow her to 
decorate my waiting room would have been a fatal therapeutic mistake, probably in- 
volving her immediately in a transference neurosis.) 

Pt. I don’t know what you mean, doctor. 

Th. Do you think you have an impulse to do things that serves a purpose of some 
kind? (pause) [Posing a basic question which is probably still far beyond her com- 
prehension. Yet, it should set her thinking.) 
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Pt, I don’t know. It’s all been that way, you see. (pause) With everyone... 
why do you think this is so, doctor? [again trying to force me to give her the answers} 

Th. Why do you think it’s so? [throwing the question back at her} 

Pt, Can't you tell me? [She persists.) 

Th. Pd really like to do this for you, but my doing it really wouldn't help you. 
If you think this thing through for yourself, it will make a tremendous difference. 
{I also persist.) 

Pt. Yes, doctor, I see what you mean. (laughing) Well, V'd like to have you 
do it for me, but if you can’t, you can’t. 

Th, It isn’t that I don’t want to help, you know, it's that... 

Pt. (laughing) It will do me good if I do it. [I finally seem to have made my 
point.} 

Th. (laughing) That's right. 

Pt. All right, doctor. 


* * * 


During this session we engage in a struggle of her wanting me to be active and 
to give her the answers to her problems. I bring out the need for her own activity 
and participation in terms of her finding the answers for herself with my help. As 
tension accumulates in the interview, she comes out with suppressed and partially 
repressed material, with some catharsis. She attempts to act-out an impulse to be ex- 
ploited in the transference, which I circumyent. She continues to try to force me into a 
directive role, and finally she becomes awate of her intent. At the end she seems to 
accept my structuring of the therapeutic situation. We seem to be entering into the 
middle phase of treatment. 


FOURTH SESSION 


During the following session the patient explores the dynamics of her problem 
with beginning insight. She may be considered in the middle phase of treatment. 


* * * 


Th. Hello. 

Pt. (laughing) Well 'm feeling pretty good. I feel very quiet and the same. 

Th. (smiling) What do you mean very quiet and the same? 

Pt. (still laughing) Well, I haven't done anything. 

Th. How about your own feeling? 

Pt, Better, much better—lighter. 

Th. Lighter? 

Pt, I’ve been doing a little more around the house. I seem to be able to accomplish 
a little more anyway. I mean, I have a little more ambition for things that I didn’t 
before, so I'm quite pleased about that. 

Th. I see. (nodding) 

Pt. I do think that you're helping me, so far. 

Th, In what way? 

Pt. In the first place, I’ve felt better. My mind has been a little more at ease. And 
Tve been able to pass my time a little in the house, by doing things that I wasn't 
able to do before. 
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Th. Why do you think you are feeling better? 

Pt, Well, I think talking to you and getting rid of these things that I’ve held in 
all these years, without ever having told them to anyone. 

Th. Particularly what? 

Pt, Well, I think my relationship with John. And I think my first marriage which, 
I mean, wasn’t good. And the little bit of my childhood that I told you the other day. 
(pause) 

Th. Mm hmm. (nodding) (pause) Perhaps there is more about your early child- 
hood you'd like to talk about? 

Pt, Well, I think I’ve really told you about all of it, doctor. I had very little 
schooling. I went through the lower grades, as I recall, and I went to work just as 
soon as I was able to. I mean there was a child law at that time. I think I went when 
I was about fifteen years old. And I had taken up a little business course that my 
cousin paid for, something like three months or something like that. I'd taken up 
typewriting and a little shorthand. Then I went to work doing that, and I think I 
worked for about two years. And, as I've said, then I was married. I was married 
when I was about sixteen or seventeen, something like that. 

Th. I see. 

Pt, I was able to support myself. Yes, and I mean I always found time to help 
the family too, you see. 

Th. Uh huh. (nodding) 

Pt. Well, I mean, well, for instance, my sister wasn’t able to; she didn’t seem 
to work, I did. And she wore my things that I was able to buy, and when I was 
working she wore my clothes, and that sort of thing. I mean, I helped her along that 
way. (pause) 

Th, What was the difference in the ages between the two of you? 

Pt. Well, she was four years older. 

Th. Older? [It seems unusual for her to have had to care for an older sister.) 

Pt. That’s right. I'm the youngest. 

Th. She seems to have been more passive than you. [This comment is to stimulate 
her to discuss why she believes she had to take care of the sister.) 

Pt, Well, I don’t know; well, probably because she had a few more advantages; 
she went to school longer than I did, and, I don't know, my mother seemed to favor 
her. Oh, I don’t know. Maybe I just thought so. (pause) [This may be a significant 
remark perhaps pointing to a feeling her mother did not value her sufficiently.) 

Th. Did your mother insist that you go out and work? 

Pt, Well, doctor, my mother couldn't do anything for me. You see, as I told you, 
we were taken away from her. And then my cousin was taking care of me, you see. 
After she took me out of the asylum. And then I went to work. Naturally I felt that 
I should. 

Th. Mm hmm. 

Pt. I felt I had to do it. All my life. 

Th. Mm hmm. 

Pt, That’s right. I felt I had to do things for people. 

Th. Why? 

Pt. I don’t know. That’s me, I guess. 

Th. If you didn't do things for people, what then? 

Pt I... I... felt they wouldn't like me. (Jong pause) 

Th. You always did things for people then? 
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Pt, Always, yes. 

Th. Why? 

Pt. I don't know. I always did things. I don’t know why. 

Th. Perhaps you felt that if you did things, people would like you. [Interpreta- 
tion reemphasizes statement patient has made.} 

Pt. Yes... Yes . . . that’s so. [Apparently she accepts this interpretation. | 

Th. Now it would seem then that the way you got approval and understanding 
and love and recognition was through the ability to demonstrate that you could take 
care of yourself and do things for others? [elaborating on the interpretation | 

Pt, Of course. 

Th. Did the same thing hold true after your marriage? Who did most of the 
giving? [Ab this point I feel it might be fruitful to explore the theme of her being 
exploited.) 

Pt. Well, I think I was so happy to be married, you see, and I really was in love 
with John. I did do most of the giving. You see, John was sick and I felt I had to. 

Th. What about your first marriage? 

Pt, The first one, well, that was something to get away from, to get away from 
all that I had been through, and sort of to be free. 

Th. Did your husband do anything for you? 

Pt, No, no. 

Th. You did most of the giving? 

Pt. Yes. 

Th. Now what about the boy friend you had after you divorced your first hus- 
band? 

Pt. This man was very wonderful. 

Th. Was he warm to you? 

Pt, Yes, yes, and very kind, and a very wonderful person in every way. 

Th. And what did he do for you? 

Pt, Well, he really helped me. He was married; that I knew. He helped me. He 
suggested that I get established in the community. That’s why I thought I would adopt 
a child, to give me a feeling I was established. (pause) [The fact that the pattern of 
exploitation has one exception, at least, sounds like a hopeful sign. We must remem- 
ber, however, that she was being exploited even here, since she was living with a 
married man who was using her for his own gratification. } 

Th. I see. (pause) 

Pt. To feel a nicer life, surroundings, in every way, doctor. Do you see what I 
mean? I got into a nice little community, and people respected me, and then I was 
able to take my mother with me and get her away from the others, you see. [The 
question that crosses my mind is whether she also allowed herself to be exploited by 
her mother.) 

Th. You felt you had to do something for your mother? 

Pt. Well, I do that all the time. 

Th. Why do you think you do that all the time? 

Pt. Why (pause) that’s the way I am. 

Th. Are other people like this? [challenging “the way she is” } 

Pt, Why, no. They expect me to do things. [Undoubtedly the patient feels her- 
self to be unique. | 

Th. Do you think you are made up differently than others in that you have to 
do things and they do not? [again challenging her concept of uniqueness} 
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Pt, Why, it’s always been this way. I feel it’s expected. (pause) 

Th. If you don’t do things that are expected, how do you feel? [I am trying to 
get the patient to explore a painful area. I attempt to deal with her resistances to 
verbalizing by challenging her with questions.) 

Pt, Awful and guilty. 

Th. So this is why you feel forced to do things? 

Pt. (pause) 1...1... (pause) 

Th. Does this needing to do things for others go on all the time? 

Pt. Why, of course. 

Th. How about with me? 

Pt. What do you mean? 

Th. Remember last time when you asked me about my waiting room? You wanted 
to help me fix it all up, to do things for me. [Nothing has as much impact on a pa- 
tient as to point out a pattern happening in the relationship with the therapist.} 

Pt. Yes, yes, I remember. I would, too. 

Th. Isn't this the same kind of pattern: your putting yourself out to do what 
you can for me? 

Pt. Yes, I understand. (pause) 

Th. So, whatever the reasons for it, you feel obliged to do things and put your- 
self out for other people. 

Pt. But I’ve always done this, doctor. (pause) [The patient seems to be resisting 
even acknowledging the abnormality of her pattern.| 

Th. You've always done this, With John, too? 

Pt. Of course. 

Th. All right then, the repetitive pattern of this thing seems to have worked out 
with John too, You were the understanding and giving wife. You had to make al- 
lowances for him. 

Pt. I did. 

Th. You had to make the adjustments. All right. Now, what do you think a pat- 


tern of this kind does, first, to your security, and, second, to your feelings about 
yourself? 

Pt, Well, I did find out, doctor, that it didn’t help me. With John, he didn’t 
respect me for it. 

Th, Uh huh. 

Pt. Truly. I mean, you see, at that time I was so happy to be married, you see, 
and get a position, you know what I mean, to have a husband after all the rest of 
what happened to me, you see. And I kept living with him all the time because I 
kept thinking, had to think, he did so much for me. See what I mean? 

Th. And did he do much for you? 

Pt. Well . . . (pause) Yes and no. 


Th. I see. 
Pt. I kept giving, giving, giving. Like working in the place long hours because 


I wanted to help him. And then he felt as long as I could do it, he wouldn’t. I mean, 
he was only having fun and I was always working. (Jong pause) 

Th. You must have resented this. [reflecting feeling} 

Pt, I never learn. I keep taking on things on myself all the time. Still get myself 
in the same messes over and over, no matter who I meet. 

Th. No matter where you are and whom you meet the pattern repeats itself. [re- 


Stating} 
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Pt, Well, I like to do it you see. [This is an important statement. To acknowledge 
the values of a neurotic pattern is a sign of insight} 

Th. You must then get some value out of what you are doing. 

Pt. But I’m getting nothing for myself. [She is not sure about the real value of 
her pattern.] 

Th. You're getting absolutely nothing for yourself? 

Pt. No pleasure, no happiness, not even. . . I like to do things for people, 
don’t misunderstand me, but this isn’t compensating me enough within myself doctor, 
you see. 

Th. No? 

Pt. And I’m a very unhappy person. 

Th. Then why do you have to put yourself out when you get little or nothing 
in return? (pause) 

Pt. I guess I do it to be liked. What else do I need to do it for? I was just think- 
ing why do I do it, why do I get into these messes with people. (pause) 

Th. That’s a very good question. Why? 

Pt. I must have to do it—why, why? (cries) 

Th. Why do you think? 

Pt. I don’t know. (pause) 

Th. Maybe you feel people wouldn't like you unless you did. [restating what 
she already has said} 

Pt, Unless I would do something. 

Th, If this is so, how do you think this would make you feel? 

Pt. Tertible, feeling always they won't like me. (pause) 

Th. That they’d reject you. And, if this is so, isn’t it possible that if you have 
to keep doing things to keep people liking you, you would either want to run away 
from the relationship or else continue to have to do things for the person over and 
over? [interpreting more deeply] 

Pt. That's the whole thing. Now you see, in this last affair, this man I told you 
about, you see . . . well the last time we were out to dinner, I don’t know, I don’t 
know how he found out these things, but he said to me, “You were married twice.” 
When he said that to me, I never wanted to see him again. He did call me a couple 
of times, but I just ran away from the whole thing, because the fact that he told me 
that, I figured that he must know an awful lot more, and I was afraid that he’d tell 
me more and hurt me, you see. Do you understand? Isn’t it the truth? 

Th. What do you think he'd know about you or say about you that is so bad? 

Pt. Why, he’s worse than I am, really. He has someone, and he was absolutely 
deceitful about the whole thing. (pause) 

Th, But? (pause) 

Pt. I feel I’m the bad one. Oh, yes, everything, everything bad. (pause) 

Th. As if you've done something that is terrible? 

Pi. I'm afraid to see him again for fear he has found out more about me that’s 
bad, and hurt me by telling me. But that’s silly because I haven't done anything. Yet 
I feel bad. (pause) 

Th. You seem to be carrying around the feeling that you are no good, the feeling 
that there’s something damaged about yourself. 

Pt, Well, there was. I mean, really. (pause) Well, what I mean, according to 
the . . . well, that isn’t the normal thing. I’ve been through so much and everything 
that . . . that . . . (pause) 

Th. Like what? 


CASE HISTORY 725 


Pt. All in all, I've had to struggle through the whole thing. (pause) 

Th. You've had to struggle through the whole thing? 

Pt. You know, I have absolutely no one to do anything for me, nobody. My 
mother was sweet, but she didn’t know. 

Th. So what does this have to do with you as a person? 

Pt. But look at all that I’ve had to go through. 

Th. You feel that because you had to go through a lot, and had no one to do 
anything for you, that you are a bad, damaged person? 

Pt. It’s something like that—like I went through what I went through Because 
I’m bad. [The thought crosses my mind that the patient may have felt her mother 
separated from her because she was a bad girl.} 

Th. What you are saying then is this: “Because I am a bad person, and always 
was bad, I had to go through all this. Because, if I were a good person, then I 
wouldn’t have to go through all this.” 

Pt. It's terrible how I’ve had to do this and act as if it didn’t matter. Now here 
I am fifty years old, and I feel as if I am a child, bad, bad; not as good as other people. 
(cries) 

Th. Now what material evidences do you have that you are not as good as other 
people? 

Pt. Well, when I was little and mother was away so much, I felt terrible. (pause) 
[This remark may indicate a source of her feeling “‘bad.’”’} 

Th. Perhaps you felt she was away because you were bad? Perhaps you felt that 
if you were good your mother would have spent more time with you? 

Pt, I felt as if I were different, almost as if she didn’t really like me. (pause) 

Th. That must have been frightening to you. 

Pt. It was. (cries) I felt that when anybody was good to me, I could cry, like I 
didn’t deserve it. (cries) 

Th. What other evidence do you have that you were not as good as other people? 

Pt. Well, I didn’t have the education. 

Th. How does that jibe with the fact that you were able to build up and handle 
such a good business? 

Pt. I know I am intelligent; that’s what's so funny about it. 

Th. So that what you know and what you feel are two different things. What 
else is there different about you now, that makes you feel as if you are bad? 

Pt. Well, when I had this operation I felt this was because I was different. 
(pause) I know it's silly. (pause) 

Th. Again the difference between how you think and how you feel, [reemphasiz- 
ing the disparity between thinking and feeling} 

Pt. I know my life isn't any worse than a lot of other people. They do worse 
than I have done. 

Th. It is possible for you to find many things in your life that you don’t like. 
‘All people do things about which they may have shame. You can catalogue all the 
bad things you have done and make testimony that sounds overwhelming, but when 
you compare your life to any other person’s life, your sins will probably compare to 
theirs. So far, you haven't told me a thing that would justify your feeling the way 
you do. [This reassurance is given the patient to try to counteract the extreme tension 
evoked by the material discussed up to this time.} 

Pt. I’ve told you all the important things in my life that I thought were im- 
portant. [The patient apparently grasps at this reassurance. | 

Th. There isn’t any more? 
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Pt. I haven't done anything, doctor, I've never hurt anyone. I mean, an injury 
of any kind, you know; but it’s myself that I injure, I guess. Like I crossed myself up 
with this man. (pause) Three and one-half years I went with him, imagine! And he 
fhasn’t called me up in three months. But he did call me twice and he . . . (pause) 

Th. He did call you twice? 

Pt. Yes, but after he asked me these questions, I felt things were changed. 

Th. You resented the fact that he was prying into your life? 

Pt, He was, apparently, wherever he found it out. Maybe someone that he met or 
some talk maybe around the business, I don’t know. You never can tell. 

Th. What do you think would be so bad if he knew the truth? 

Pt, Then he would be disappointed in me. 

Th. Why? What have you done that’s so terrible? 

Pt. Nothing, except that I didn't tell him everything about myself. I guess I kept 
a lot of things to myself. I never let anybody into my life . . . except you, [This 
may be interpreted as evidence of a good working relationship.) 

Th. Uh huh. (nodding) 

Pt, I didn’t really think it was necessary. You understand, he didn’t ask me to 
marry him or anything like that. You see. 

Th, This secretiveness that you kept about yourself, never letting anybody in on 
your life, could that be a cover for a fear that you will be considered a terrible person? 

Pt. Yes, that’s it. 

Th. But how terrible are you really? 

Pt, It’s only those things that I told you. 

Th. You believe that they make you a terrible person? 

Pt. 1... I don't know. 

Th. If you feel you are a terrible person then, you would have to act in a certain 
way with people, wouldn’t you? 

Pt, About the way I do now. I have to show them that I’m all right. (pause) 

Th. In other words by doing what you do—being secretive, buying presents, 
giving people things, being nice to them—you cover up the fear that you will show 
yourself as being a terrible person. [interpreting her defense mechanism] 

Pt. (pause) Well, 1... (pause) Well, I find that I do start doing all kinds of 
things, and I am always fearful that they'll leave me. Like with this man, I kept it up 
for a long time, but I felt mad about how things were going. (pause) 

Th. Mad? 

Pt. Well, I sort of resented that with him; see, we'd only go out maybe once 4 
week, you see. 

Th. Uh huh. 

Pt. Yes, and well, that’s really the only affair I had, since John died. And so only 
once a week, and, as I say, I never used to see him over the week-ends, and, of course, 
that did something to me too. That gave me an inferiority complex, to think he didn't 
think enough of me to give me more of his time. You see what I mean? 

Th. Mm hmm. 

Pt. Well, I felt that at least I had someone interested in me, and that’s something. 
You see what I mean? Someone to go to the theater with, even if it was someone that 
saw me only once a week, instead of nobody at all. Well, and it was something to look 
forward to, and that was that. But still I knew that it wasn’t right. I knew that he 
wasn’t treating me right. That it wasn’t the tight thing to do. Do you understand? 

Th. You must have suffered a great deal because of this conflict. 


CASE HISTORY 727 


Pt. Just going along and suffering, and not realizing it until I came to see you, 
never realizing how I should be, and am not. I mean, other people get some happiness 
out of life, I didn’t get any, and I’m not getting any. 

Th. Why do you think you aren't getting any happiness from life? 

Pt. Because there is no one I can feel close to. 

Th. Why do you think that is? 

Pt. I’m afraid of being hurt. 

Th. You're afraid of being hurt. Rejected? 

Pt. That’s right, and it takes a lot out of me, you see. When I’ve been with people, 
I never say anything or contribute anything to the conversation, as far as myself is 
concerned, because I’m very much more interested in what they're doing—do you 
know what I mean?—than to tell them anything about what I’ve been doing. What I 
do doesn’t matter—I mean it’s all the other people. With me it’s everybody else and 
I just don’t count. 

Th. All right, now, there must have been a reason why you minimized yourself 
so much, Could it be that you just accepted the fact that you were a terrible person? 

Pt. Well, certainly, well, I’ve told you things that I’ve never told, and never 
would have told, anyone else, honestly, because I would be ashamed. 

Th. Because telling them such things would make them feel about you what you 
felt about yourself. [interpreting her tendency toward secretiveness| 

Pt. Maybe that’s why I did those things. 

Th. Mm hmm. 

Pt, Like put on a front, and act dumb and try to please. 

Th. Mm hmm. 

Pt. Exactly, you see, it’s the same way if someone would ask me to go out. For 
instance, if a man would ask me to go out. It’s my own fault that I don’t go, because I 
think that I have to give something to him. Now I'm being vety honest with you. Do 
you see what I mean? 

Th. You mean you'd do anything they wanted to please them, and you'd feel that 
was not what you wanted to do? 

Pt. Do you understand? I mean to sleep with them. If they take me out, I feel, 
well, why would they otherwise want to take me out? Do you understand? Doctor, 
that’s a terrible thing, so I don’t go out. 

Th. Isn't that the same thing we've been talking about, that you feel the only 
reason they want you is so that you can do something for them, to give them some- 
thing? [relating what she has said to a general pattern} 

Pt. Well, that’s the thing that hurt me with this other man. To see me just to go 
out once every week; I felt that that was all that he was interested in. And you know 
Tm not like that. 

Th. If you're not like that what else could you have done? 

Pt, Well, all right, what could I do about it? 

Th. We could at first find out what this is all about. We're doing that now, and 
we see a pattern in your life that goes back as far as you can remember. 

Pt. It’s terrible. That’s right. 

Th. The same thing, that you feel that you can’t be wanted for yourself. 

Pt. Unless I could give something, or just please people. (pause) [The patient 
seems to have achieved some insight.} 

Th. Unless you give something—money, time, your services—ot unless you sleep 
with a man. 
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Pt, Isn't that terrible, doctor? Truly, I mean I’m not common, I haven’t any of 
those things really in me. 

Th. It’s just that you feel forced to comply. 

Pr, I shouldn't ever see any man unless he is worthy. 

Th. Mm hmm. 

Pt. Sure, then it would be worth while, you would get something out of it. 
(pause) I want to be respected for myself. 


Th. Yes. 
Pt, Well, I didn’t give anything to this other man. He's very nicely situated, and 
I wouldn’t do that because I . . . (pause) 


Th. Because you . . - 

Pt, Because I felt that he didn’t respect me. I felt that he only went out with me 
once a week just for that, do you understand ? 

Th. Well, it’s going to take a little time for you to think this thing through and 
see how you've got yourself in a kind of vicious cycle. You may be afraid to break 
out of that cycle. The next time you get into a situation with a person, you will be 
tempted to repeat the same pattern, to feel that you aren't liked for yourself, that you 
aren't going to be respected, that you will be found out for your past. It’s going to be 
hard. [emphasizing the compulsiveness of the neurotic pattern} 

Pt, I am ashamed of my past. 

Th. What really is wrong with your past? 

Pt, Well, I just felt it was bad. 

Th. What particularly? 

Pt, Just that people would think I was common and . . . to do that sort of 
thing. (pause) 

Th, What sort of thing? 

Pt, What I did. (pause) 

Th. Which is what? 

Pt, Well, having that other married man in between my marriages. [This is 4 
pocket of guilt that must torture the patient.) 

Th. I see. 

Pt, And then the way John treated me, too, that hurt me terribly. And then this 
last thing that didn’t turn out right. 

Th, Let’s take the thing about John. [focusing on the situation with John to see 
how the repetitive pattern operates here} 

Pt. He ignored me. 

Th, I see. 

Pt. Well, doctor, it’s not a nice thing to have it known your husband ignores you. 

Th. Were you sure other people knew this? 

Pt, Well . . . I thought they must. (pause) But I see what you mean, that I go 
about blaming myself for everything. (pause) [Insight seems to be dawning on her. 

Th. All right, what about this love affair between your martiages? [again 
focusing to explore for a pattern} 

Pt. I felt very guilty about it because he was married. 

Th. You had a need for affection and love and understanding. [This reassuring 
interpretation is given to help counteract her guilt.) 

Pt. Yes, doctor, and he gave that to me. 

Th. Do you have to be ashamed of such needs? Do you think such needs are 
abnormal? 
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Pt, You mean all people need this. I see what you mean, doctor, I see that. 

Th. Now what about this last man, are you ashamed of what happened there? 
[I continue to explore the pattern by focusing on her last affair.} 

Pt. I really couldn’t go on with it because it took too much out of me. 

Th. Couldn't you have been reaching for the same affection and understanding, 
and not really have got it with him? 

Pt, He couldn't give it; he was too involved. I did everything I could, 

Th. But the interesting thing is that you see that you haven't done anything un- 
usual or really bad; yet you turn all of these incidents against yourself, 

Pt, Then how can I, doctor, how can I rise above this thing, and get it out of my 
system, so to speak? How can I get this over? 

Th. Well that’s what our job is in therapy here. Our job is to get you out of this 
morass and for you to see if you are as terrible a person as you imagine, or whether 
you might be mistaken in some ways. [I4 will be noted that whenever the patient asks 
for an answer, she is told that we will have to work the problem out between us.) 

Pt. I see. 

Th. What do you think the answer is? 

Pt. For me to convince myself that I just don’t have to please everybody all the 
time. 

Tb. In other words, not have to give presents and practically stand on your head 
to convince people you amount to something. 

Pt. (laughing) Really, isn’t that awful, doctor? And, I mean, I did feel bad about 
it myself, I mean I did that. This is something I’m going to stop. All this nonsense. 
You see what I mean? [Naturally it is too early for the patient to have integrated any 
insight; yet her verbalization of determination to change is encouraging.} 

Th. You mean you feel it’s unnecessary to give, give, give, all the time? 

Pt, I felt that the only thing I have to give them is something material. [more 
indications of insight} 

Th. Material, How could you ever have a real friendship on this basis? 

Pt. Oh, I don't know; it’s my own fault. [Self-recriminations emerge. | 

Th. It’s your fault only because you felt there was nothing else for you to give. 
[The session time is up, but since my next session is open, due to a cancellation, and 
because we are dealing with important material, I decide to go on.} 

Pt. I shouldn’t do this any more. [This determination is easier said than done, due 
to the habit patterns that must have been established.} 

Th. It’s going to be very hard to give up the old patterns. You'll automatically 
find yourself reacting the same way. [To warn the patient that her old patterns will 
persist even though she realizes their futility, is a wise move and helps prevent 
discouragement. | 

Pt. I may lose all my friends, but that's all right. They're no friends of mine, if 
they’re that kind, where they expect me to give all the time and where they just don’t 
take me for myself. [The warning also serves to bolster the patient's determination to 
experiment with new ways of life.) 

Th. Uh huh. 

Pt. (laughing) Isn't that awful doctor? People are funny, you know. Don't you 
think I'm terrible to be this way? [more masochism} 

Th. Now you're tearing yourself down in front of me by saying what a terrible 
person you are. [interpreting what she is doing} 

Pt. Of course not, doctor; I don’t really mean that. 
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Th. Do you think you have the right to expect people to accept you for yourself, 
instead of for what you do for them? [challenging her verbal determination to change 
her compulsive pattern] 

Pt. I do, sure. I lose all my own self-respect along with it, you see, when it's the 
other way. I only see that now, not before. Before, I thought it was the thing to do, 
not because I felt I had nothing else to give, but because I thought I wanted to help 
everyone, be nice to them in that way, you see. That goes all the way down the line 
with my family. (pause) 

Th. Uh huh. 

Pt, All the way down the line, you see. Gosh, I've given, I mean, I’ve given more 
to my family than, well, than I’ve ever had for myself really. And for myself, I hate 
to spend anything on me really, you know. 

Th. Really? 

Pt, Yes, really. 

Th, Why? 

Pt, Oh, I don’t know. I'd rather do it for somebody else. That’s one of those 
things. 

Th. Do you think you should start spending money on yourself ? 

Pt. I should. 

Th, And not for anybody else? 

Pt. I should. 

Th. Nobody else? 

Pt. Well, you see, this man that I was going around with for three years, he used 
to send me things. He really was very nice that way to me. He was really the nicest 
that I’ve met so far. At least . . . 

Th, At least he gave you things. That's something. 

Pt, At least he did. That’s something. But that isn’t for me doctor, though. 

Th. That isn’t for you? 

Pt. That man isn’t for me. 

Th. No? 

Pt, He was too involved and he isn’t for me. There’s not the warmth, (pause) 
If he were the sort of a person that really loved me, he'd be a little bit more warm; 
he'd come around. (pause) [Her protest is a little too vigorous, and points to a wish 
to resume the relationship. Apparently her break-up with this man was the precipitat- 
ing factor in her present upset.) 

Th. But he didn’t call you? 

Pt, Well, he called me twice, I told you. 

Th. Mm hmm. 

Pt. And I didn’t encourage him, that’s it, you see. 

Th, I see. 

Pt. I mean, there’s another thing again. That three and one-half years where I 
should have had really a wonderful time—all in all, I didn’t. I suffered through it. 

Th. You sat around waiting? 

Pt, For him to call. You see what I mean? 

Th. And you wonder why you got yourself in this mess? 

Pt. Oh, now I see it, little by little as the dawn is coming. 

Th. You stood in the dark for many years. 

Pt, Yes, but it isn’t good. That isn’t good, doctor. I mean showing myself how 
much will-power I have; that isn’t good for me, doctor. You don’t want to live that 
way, challenging your own happiness. That’s what I've been doing, you see. You under- 
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stand? Never ever doing what I want to do, always doing what the other person wants 
to do, you see. And never giving in to a feeling, you understand, and that’s a terrible 
thing. That isn’t being strong. You're really killing yourself. You're killing everything 
that’s in you, I only know that now that you've just . . . talking to you about these 
things. I never thought of it that way before. But I realize now just what it has done 
to me. It’s almost inhuman really. And I don’t want to be that way. 

Th. You have a right not to. 

Pt, I'm really a very unhappy person and have never been happy as far back as I 
can remember. (pause) 

Th. If you begin to think into your whole life, things will begin taking shape. 
As you yourself say, this did not start just yesterday; your difficulty goes back much 
farther. 

Pt, Well, you see, I really didn’t have any love in the first place. All I can re- 
member when I was five years old was all commotion. And then my mother was dis- 
possessed from where she lived and all, and didn’t have anything, I mean. That's 
the thing that stood out in my mind. Even the gas stove was taken out, you see, the 
little house and all, And then I remember going into this other place, and then we 
were all taken away, see, and that had a, oh, that made a tremendous hurt in me, you 
see. And I didn’t have any childhood really. Like kids have friends and they come in 
and have a lot of fun and play after school, and all that. I didn’t have any of that, 
see, So then my cousin was very kind. But there wasn't anything there, you see. She was 
married to this very old man, and it was a very funny relationship there too, you 
know. And I felt that I was just a relative, you know, and it wasn’t my mother, it 
was my cousin and it was more or less pity that she did it for me. You see what I 
mean? So as soon as I was able to go out and work, I did. I didn’t have any fun 
at all like other children, anything like other children have. You know how children 
are brought up in a home and have a lot of little parties and things, you know, doctor. 
It does something to you. So when that first man came along, I married him to get out 
of all this. But it didn’t work. The one kindness, I mean warmth, that I felt was 
the man in between. [The patient is exploring the genetic determinants of her de- 
valuated self-esteem.} 

Th. Perhaps that’s why he’s so important to you. 

Pt. It was the nicest experience, the nicest in my whole life. ( pause) 

Th. How did it terminate? 

Pt. He died. Yes, and we were friends to the end. Before he died, I married 
John, and I didn’t have anything more to do with him. He was happy that I was 
married, of course; he felt that that had been the thing he wanted to happen. He 
wanted for me to be established in the community. That’s really what he had in mind. 

Th. It was a good experience. [attempting to alleviate ber guilt] 

Pt. The best thing that’s ever happened to me, you see. 

Th. Why should you be ashamed of it, then? 

Pt. Well, because I'd hidden it so long I feel doubts about it now that it’s 
way in the past. 

Th. Perhaps you've been ashamed too much for what has happened? 

Pt. You're right; I have nothing to hide. I haven't killed anyone. I haven’t hurt 
anyone. 

Th. It was a good experience for you. 

Pt. You know, that’s true. Oh, it’s really terrible, doctor, but that’s the situation 


Tm in. I’m in a very bad way. [The patient is beginning to realize that she has been 
ashamed of a relationship that had much meaning for her.} 
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Th. Maybe you can begin breaking out of that situation—in little ways with 
different people. 

Pt. Oh, how I'd like to do that. 

Th. It may take a lot of courage. [warning her of the hardships involved} 

Pt. But this, what I’ve been going through, is so bad. [This indicates a realization 
that her patterns cause ber much suffering. } 

Th. It might frighten you. [more warnings} 

Pt, I couldn't be worse off. [She again responds well.} 

Th. It’s going to take time. [additional cautions} 

Pt. Sure it will. You know what? Tonight I was invited to a big dinner, and these 
people invited me and I thought I would (laughs) send them a present, some nice 
bottles of Scotch. [This may be a turning point in that the insight she has gained may 
be translated into action, at least in her mind.} 

Th. I see. 

Pt. The idea occurred to me. (laughs) 

Th. The idea occurred to you? 

Pt. I won't send it. [If she can follow through on this, and if she discovers that 
she is not rejected for her failure to give presents, it may begin to undermine her 
neurotic pattern. | 

Th. Think you can go through with it? [challenging her determination | 

Pt, But I was going to, though, this afternoon. I mean, I was going to send it 
before I came here. 

Th. Do you think you can go there without sending or bringing anything? 

Pt. I think I can all right. Thanks for helping me, and do you think I’m going to 
be all right? 

Th. Having the desire to get well is nine-tenths of the battle. But you mustn’t be 
impatient. You're going to find that you will want to act the way you always have, 
even though you understand how destructive it is to you. [again warning her of the 
possibility of a relapse] 

Pt. Yes, I know. But you do think I will be all right? 

Th. You seem to have a doubt about it. [To tell her that she will get well, which 
is what she wants to bear, would put me in an omniscient position. Actually I do not 
know that she will get well; all I know is that she has the best chance of getting well 
if she is active in therapy. I do not wish to discourage her, so I focus on the doubts 
that lurk behind her question.} 

Pt, Well, I’ve had this so long, It’s a long time, isn’t it doctor? However, I hope 
that I’m going to be able to get something out of living. 

Th. You teally want to, don’t you? 

Pt. Because this is, I mean, I’ve suffered, and it’s been so hard for me. 

Th. The important thing is to understand your patterns of living thoroughly, see 
how they cross you up, why they occurred and are still occurring, and then challenge 
them. 

Pt, Well, I hope I can do this, doctor. Then I'll see you Monday at 11:40. 

Th. That's right. 

Pt; All right, thankyou, "bye, ‘bye. 


* * * 


In this session the patient has arrived at several insights. She sees a pattern 
weaving through her life and connects it with what happened to her in her childhood. 
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She realizes the values of her neurotic patterns, but also appreciates their destructive 
effects. At the end of the session she challenges her need to pursue the pattern of her 
giving presents to be loved. 


FIFTH SESSION 


The patient here shows signs of utilizing her insight in the direction of change. 
* * * y; 


Pt. Doctor, I bought you a nice pencil. I noticed that you were looking for one 
the other day. 

Th. Thank you. (not accepting pencil) But why did you get it? [Could this be her 
“giving” pattern coming through again in our relationship?) 

Pt. I felt it would be nice to get it. 

Th. All right now, why did you feel that way? Mind you, I appreciate the gesture, 
but, as you know, we have to inquire into everything that happens here. 

Pt, ’Cause I wanted to help you. [This would seem to corroborate my suspicion.} 

Th. (laughing) Isn't that the same thing you've always been doing, helping 
people, being nice and considerate? 

Pt. (laughing) I suppose it is and I suppose I tell myself that’s because he needs 
it, Well anyway, I've been quite well the past few days. (pats pencil into bag) 

Th, Uh huh, (smiling) 

Pt. How have you been, doctor? 

Th. Quite well, thank you, and you? 

Pt. Well, doctor, things have been a lot better for me. I find myself a lot more 
active, The other day I joined an art class. I had a card on me given me by a friend a 
long while ago. I put it away and then remembered it. I began to think I should get 
active, So, well, you know, I took that art class lesson on Friday afternoon, and I 
enjoyed it. [Her getting out of her house into outside activities is an encouraging sign.} 

Th. You did. 

Pt. It was fun. Yes, and Friday evening, what did I do? Oh, I went up and read to 
the blind for an hour and a half, And then I went to a movie, saw “Foreign Affair.” 
Have you seen it? 

Th. No, I haven't. 

Pt. With Marlene Dietrich; it was excellent. And Saturday I didn’t do very much. 
I stayed home, and took a little walk in the afternoon. Yesterday, I went to church in 
the morning, came back home and read the Sunday papers. In the evening I listened 
to the radio. I did some things around the apartment, hung some curtains, That’s about 
all. [This sounds like a break in her neurotic pattern with a lifting of depression.} 

Th. I see. (pause) 

Pt. I feel better. The depression isn’t as depressed as it was. 

Th. And you find yourself being a bit more active. 

Pt. Yes, and sort of releasing some things. I mean, this is only an instance. I was 
coming from the movies on Friday evening and I'd been looking for some large serving 
platters, you know. Well, before I saw you, I wouldn’t even cross the street. I saw one 
in the window across the street, so I crossed over and at least looked at it before I 
would leave, and had the ambition to do it. Little things like that encourage me. 

Th. I see. 

Pt. And I had another dream. 
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Th. Mm hmm. 

Pt, I dreamed I was jumping over a creek of water. And had my pocketbook in 
one arm, and I dropped it in the water because I had to use my two hands to save 
myself from falling in the water. ‘And then after that I don’t know how these people 
came around, but there were a couple of . . . like nurses or something, and one girl 
was a tall girl with red hair, and apparently she was queer because she was making 
advances to me. Said how wonderful it would be if she and I got together, and that’s 
all I remember about it. [The patient used the symbol of the pocketbook also in her 
first dream. What the significance of this may be will be explored. In this dream she 
drops her pocketbook to save herself from falling in water. Following this, a woman 
makes homosexual advances toward her. The latter, an eruption of deep unconscious 
wishes and fears, is on a different level from the characterologic conflicts we have been 
working on so far.) 

Th. Any associations to the dream? [To give her my associations would have been 
disastrous. } 

Pt. There were a couple of nurses like, yes, just in white. 

Th. I see. 

Pt, That’s all I can remember, doctor. {This inability to associate may be the prod- 
uct of repression. If, as I suspect, she is dealing in the dream with deep unconscious 
fears, she may be expected to show resistance.) 

Th. What about the stream? 

Pt, I don’t know. I don’t recall ever having jumped over a stream. 

Th. What does an episode like that suggest? Here you're walking and you're 
crossing a creek. 

Pt. That had some water in between and I had to jump over it, you see, and I 
thought it would be an easy jump. Instead of that I almost fell in, and then I had the 
pocketbook in my arm and I had to grab hold of something that was something like 
a log or some arrangement there. But I didn’t fall in and I got up over this trespass, or 
whatever it was. And then this, this girl, these two girls were there, and I don’t know 
how it happened, but kind of a homely looking girl with red hair approached me. 
That I remember. 

Th. Red hair? 

Pt. Yes, I don’t know what that is. It reminds me of nothing. (pause) 

Th. I see. 

Pt. She was ugly. (pause) 

Th. Ugly? [I hope to stimulate associations by these questions. } 

Pt. Well, she wasn’t nice. 

Th, But she was making a pass at you. 

Pt. Oh, oh yes. Oh, I wouldn't think of it . . . nothing like that. 

Th. What about your ideas about homosexuality? 

Pt. Well, I . . . it disgusts me. I think it’s an awful thing. 

Th. Awful? 

Pt. Well, I mean, with women particularly, I mean. (pause) 

Th. Mm hmm. 

Pt, Yes, I think it’s awful, two women or two men. Because, I mean, anything 
isn’t normal like that. 

Th. Do you know anything about homosexuality? 

Pt, Well, after all, I've lived a little while, doctor, and I've heard things and that 
sort of thing, but I’ve never entered into anything like that. 
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Th, But you haven't any idea as to what the reasons for it are? 

Pt. No . . . Is it ever normal, doctor? 

Th. Well, in puberty and adolescence children of the same sex often experiment 
sexually with each other. 

Pt, Until they don’t . . . until they know better, is that it, doctor? 

Th. Well, until they go to a relationship with a person of the opposite sex. Now, 
very often when a child is brought up so that she is afraid of the opposite sex, the only 
type of sexual activity that she can stand, because she is afraid of the other, is this early 
type of activity. A lot of homosexual people have never quite developed normally. 
They've sort of been arrested at a certain stage of their development. [The purpose of 
this explanation is to attempt to allay a sense of guilt and to encourage associations to 
homosexuality, if this is a problem.} 

Pt. In other words, timid or bashful or something. 

Th. Timid or bashful or frightened. Or very frequently what happens is that a 
person may have a bad experience with a person of the opposite sex, like being re- 
jected. Then they may continue to be afraid of rejection, and they may prefer a person 
of the same sex. 

Pt. Well, I've never had anything like that, so that as far as I can see there is 
nothing like that. [The patient seems to repudiate the exploration of the area of homo- 
sexuality. ] 

Th, To get back to the dream, do you have any other associations? 

Pt. I don’t know, doctor. 

Th. What about the pocketbook? 

Pt, Well, I had this pocketbook and I dropped it to save myself from falling into 
the water. (pause) 

Th. What does the pocketbook remind you of ? 

Pt. Should it remind me of something? 

Th. No, not necessarily. But what ideas come to your mind when you think of 
pocketbook? (pause) 


Pt. Well . . . this is funny, you know, doctor, because . . . well, you know 
how people talk . . . they talk about a woman's private parts . . . some people 
do . . . as a pocketbook. Isn’t that awful? 


Th. A pocketbook is often a sexual organ in dreams. 

Pt. Is that so? (pause) 

Th. And in the process of jumping over and crossing a creek, the implication 
would be that you lost your femininity, and you're left like a sexless person. [in- 
terpreting an aspect of the dream to encourage further associations | 

Pt. Well, that's something like it, isn’t it? I mean with this last experience that ul 
had, isn’t it, doctor? 

Th. So that your fear is that the only thing that is left is you as a sexless person. 

Pt. You mean the pocketbook that I dropped? 


Th. You dropped your pocketbook. 
Pt. Yes, it’s true, I dropped my pocketbook, and I was really quite disturbed about 


it, that I dropped it, because there was some money in it. But that’s all that happened. 
And then that ugly looking red head on the top of it. She had to come along, and say 
that to me, that she and I would be wonderful together. 

Th. Well, in the dream, if you are left with no femininity, your relations with 
men would be gone. The idea then might be that the next best thing is a relationship 
with a woman, [Interpreting more deeply. It is possible that the patient feels that she 
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has lost her sexual attractiveness and her femininity. This may symbolize a loss of self 
and account for some of ber depression. | 

Pt. Well, I wouldn’t do that in spite of it. I'd rather go in alone, *cause that would 
be awful. 

Th. Do you really feel that you've lost your capacity to establish a relationship 
with a man? 

Pt. Well, it seems so, you know. 

Th. Admittedly you've gone through something pretty terrible, with the experi- 
ences as you've reported them to me. 

Pt, Well, I have, all the way down the line. And I think that’s why I’ve been 
afraid to take a chance in many instances where I did have opportunities, don’t you 
see? And I saw this friend of mine yesterday getting in a cat. He lives just a block or 
two from me, and I saw him getting in his car, with one of these women that he’s 
involved with. 

Th. With one of them? 

Pt. Well, there’s two of them. I thought I told you there were two. I was walking, 
and I just happened to see it, so I stopped. I was on the other side of the street and I 
didn’t want to pass. (pause) 

Th. How did you feel about this? 

Pt. I’m better off without him. 

Th, Mm hmm. 

Pt. Oh, I know I am, because it would only be worse. 

Th. You'd get yourself into a bigger mess? 

Pt. Possibly. 

Th. Do you feel that you just don’t want to get involved with any men? 

Pt. No, I don’t feel that way. 

Th. You don’t feel that way? 

Pt. No, I do not. I mean, I’m game. I'll take a chance if there’s a good prospect 
in view. Why not? It’s the only way you can succeed. Isn't it? [This verbalized de- 
termination is hopeful.) 

Th. It would seem so. 

Pt. I hope I never . . . I don’t keep on making mistakes, that’s all. That’s the 
thing I'd like to avoid, if it can be helped. 

Th. Mm hmm. 

Pt, Well, that would be fine if it happens. Of course, the way I'm going along 
now, I’m not going out with anybody. I don’t really have a chance to meet anyone. 
But that’s all right. That’s all right. That'll take care of itself. (pause) 

Th. Within a few months things may be different. [said tentatively} 

Pt. Well, who knows; you never know anyway. (pause) At any rate I’m feeling 
better . . . Yes, I’m feeling better, and I’m happier, and Id like to have a little more 
activity though. You see, I could do it; 1 feel well enough. I feel better since I've been 
coming to see you. 

Th, Mm hmm. 

Pt, One should be busy. (pause) [Her desire to be busy is commendable and evi- 
dence of ber having overcome some depression. I get a feeling at this point that the 
patient may not be motivated for deep therapy, involving exploration of the more 
repressed unconscious conflicts. She may be satisfied with a break-up of her neurotic 
character patterns which will lead to a more effective kind of life devoid of her former 
unhappiness. In view of her age, this may constitute an optimal goal.} 
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Th. You should be busy? 

Pt. Well, because I’m an active person. (pause) 

Th. Can you, would you object to getting a job? [At this point I decide to work 
on her finding some useful occupation or recreation to give her a purpose in living, 
greater than she has had.} 

Pt. Oh no, not one bit. You mean be ashamed? 

Th. Do you feel that you just wouldn’t want to work? 

Pt. Oh, no, no. That doesn’t matter to me, doctor. I like to. 

Th. Is there any specific thing you're most interested in? 

Pt. Well, you know I thought of taking up a course in antique furniture. I like 
antiques a great deal. And then my friends talked me out of that. I was going to enlist 
on the fourth of October, and they said, “Oh, you'll get up there with a lot of old 
women and you won't get any fun out of it.” Well, I wanted to do that, but they talked 
me out of that. Now that's all over. There’s several good schools in New York. But 
they're all closed now, and I can't get in. But I wanted to do that. I felt that it would 
be nice. 

Th. Well, are you interested in antiques? 

Pt. Yes, I would like to do that work. And I mean I could develop what taste I 
have. And I thought maybe I would go further with it, you know. 

Th. How did you let them talk you out of it? 

Pt, Well, because I just listen to everybody. I go around asking advice, you know. 
Well, that’s how I get in trouble. 

Th. I see. 

Pt. Well, they felt that I wouldn’t meet anybody that Td be interested in or 
something like that. And I wasn’t thinking about that. They said, “You'll meet a lot of 
old women up there.” 

Th. Well, the school is one thing. Your contacts with people outside are an- 
other thing. 

Pt. Exactly, I mean, that's it. 

Th. The study of antiques can be a very exciting thing. 

Pt, Wonderful. 

Th. You have to use your brain; you have to know what's in the field. 

Pt, And every home presents a different problem. (pause) 

Th. Every home has a different problem. 

Pt, Don’t you see. So I thought it would be nice. "Cause I’m accustomed to all 
that, because every day in my business there were always different problems crop- 
ping up. 

Th. When does the next term begin in this school? 

Pt, I think in the Spring, you see, I missed that. 

Th. Perhaps you can take specific courses without matriculating. [This is a direct 
suggestion presented to her as a possibility for action.| 

Pt, Well, I'll find out. But, you see, I did want to go to a good school, naturally. 

Th, Naturally. 

Pr. ’Cause I felt if I’m going to learn something, I'll learn something from the 
people who have the best knowledge. 

Th. But even though you can’t get into a good school to matriculate, perhaps you 
can get your application in, and you can take scattered courses here and there, and 
also get some good books on the subject. Perhaps you can start getting into the field 
so that when you start taking the courses you'll have a pretty good background, [I am 


—— 
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pushing her a bit here to get involved in something that may turn out to be of value } 
to her.} 

Pi. I think there is a school that has a few classes, you know. ‘Let me find out | 
what's going on around. | 

Th. Are you able to do it? [challenging her as to her ability to follow through) : 

Pt, Well, I'll tell you what I'll do, Vogue has about five or six pages of different | 
schools, you know, on adult education. Supposing I look around. (pause) The trouble 
with me is that I haven't enough confidence in myself. I'll tell you why. My friends ; 
ask me to go shopping with them ‘cause they like the things I select, you see. And I | 
see very often people follow through on things that I’ve just talked about. I notice it, 
but they would never say to me that you gave us this idea or something, you know. 

Th. Well, maybe you can make a different start. [What I do here is get her off 
the track of beating herself with how badly she is treated by others, focusing on a posi- Í 
tive course of action.} | 

Pt. Well, that would be nice. You see, when I get in contact with people I'm 4 
accustomed to, I know how to talk with them, and I think I can sell somebody a bill 
of goods if it’s necessary. I mean, if they would have enough confidence in me, doctor, 
that if I make suggestions they would feel that I could follow through on it. But 
everybody talks me out of everything I want to do, doctor. Really it’s . . . but why 
do I let them? 

Th. Why do you let them? 

Pt, Because, well, I haven’t enough confidence in myself. 

Th. Precisely in what way? 

Pt. Don’t you see what I mean? 

Th. You feel you make mistakes ? 

Pt. Well, everyone does. 

Th. Everyone does, but your ability to feel that even though you made a mistake, 
you're all right, would be the liberating thing for you. 

Pt, Why do I feel as if I amount to nothing? 

Th. That’s a good question. 

Pt. As far back as I remember, as a child, because of the way I had been going 
from one place to another, I didn’t feel loved. I just didn’t feel that I had anything. 
I felt that I just sort, just had to push myself, and give in order to be liked and ap- 
proved of. 

Th. Now that wound seems to be carrying over to your present-day life, and it’s 
necessary for you to evaluate yourself and see what you really are. 

Pt. Yes, I think I have very excellent taste and can use my own judgment. (passe) i 
Except, doctor, as you say, I haven’t any confidence. You see, I feel that lack of educa- 4 
tion very, very much. It gives me, in the sense of the word, an inferiority complex. 

Th. Can you explain that? 

Pt, I really do, well, I'll tell you about it. I've worked hard for everything, for 
everything that I have. That is really working hard, you see. And very often I’m around 
people, and there are lots of things that I’d like to say, but I’m afraid to say them for 
fear that I will make a grammatical error, in the way that I express myself. Therefore, 
I just sit and listen, and never become, hardly ever become, a part of the conversation. 
It’s true. And I thought when I'd sell the business, I was going to go and take up some 
language, and so forth, and I didn’t do it, because I didn’t have the ambition. Now 
that you've been talking to me, I feel entirely different. I felt lost. 
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Th. You felt lost, absolutely lost, and didn’t know where to start. 

Pt. Don’t you see? 

Th. If you take up antiques, you could also take up language and things to im- 
prove your vocabulary, if that’s what you want. Antiques could give you valuable 
topics for discussion and develop you. {I do not feel that it would be too fruitful to 
continue talking about her devaluated self-esteem and I focus on her doing something 
about herself.) 

Pt. Certainly, and I may have an office, and open a nice little office like you have 
here. And get some clients and give the work out to be done, and all of that. 

Th. You've got enough contacts? 

Pt. Oh, wonderful. I know some of the nicest people in New York, really, and 
they all like me. 

Th, I see. 

Pt. You see. (pause) 

Th. And it’s necessary to start right in then, if that’s what you decide. 

Pt. All right, no matter what. 

Th. No matter what. 

Pt. Just start in—all right, 

Th. Start right in and get the ground laid. It might take you a little while to get 
into the field. 

Pt. But, of course. It's what I want to do. 

Th, After all, you've got to have something to do. Every person has to be in- 
volved in something he feels is important. 

Pt. I see, to get some pleasure out of it. Doctor, then later I could go to Europe 
and study some of the furniture over there. I would really have a wonderful time. 

Th. Mm hmm. 

Pt. It’s a tremendous outlook. I mean it could grow and grow to no end of things. 
[Her enthusiasm means little unless she does something about her plans in reality. 
This we will have to wait for.} 

Th. The educational value of it alone, without even considering the practical 
value is important—the different periods and things. 

Pt. That alone, too, is wonderful for the mind, 

Th. Yes. 

Pt, Well, those are the things I need, you see. I've never had any of it. The only 
thing I've ever known was to just work and work and worry, and that’s all. But that’s 
all over now. It’s all over and I feel that that’s a wonderful thing. (pause) 

Th. Have you traveled through the museums and seen the period pieces? 

Pt. No. 

Th. You never have? 

Pt, Never. 

Th. Perhaps that's one thing you can put on your agenda before I see you again 
next week, Perhaps you could go to the Metropolitan Museum. [again a positive sug- 
gestion to encourage action} 

Pt, All right. Is that up here on Fifth Avenue, doctor, on eighty . . 

Th. Yes, on 83rd Street. 

Pt. I could just casually go around and see the old American, the various periods. 


It'll show all the different things . . . 
Th. All right, now that’s the first step. And also before I see you next time, per- 
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haps you may want to start taking other steps in regard to getting the best training 
in antique furniture. [I am being as positive in my suggestions as I can be without 
being too directive.| 

Pt, That’s what I want, you see. 

Th. Perhaps you can get matriculated, even if it’s in the Spring. 

Pt. Then I can look onward. (pause) Materials, designs, fabrics—all interesting. 

Th. You may get a kick out of this. 

Pt. Oh, I think it will be a wonderful thing for me. See, I could have been in it 
already if I went before. 

Th. Of course, you were down in the dumps then. 

Pt. Oh, but so low, you see, but so low. 

Th. You were down in the dumps. 

Pt. Yes, well it’s all going to work out all right, isn’t it, doctor? 

Th. It has to if you really set your heart on it. [implying her responsibility in 
making things turn out right} 

Pt, I must, I just must, that’s all. It’s ridiculous to just absolutely have no confi- 
dence in what you think, and what people who haven't nearly as much sense as I have 
say . . . I mean, I follow their advice. Do you understand? 

Th. Why do you follow their advice? 

Pt. Same old thing. 

Th. Same old thing? 

Pt. Well, now about my friends. Tell me doctor, something about that. I mustn’t 
Jet them all go and neglect them. Well, now how do I go about it? (pause) [The 
patient wants me to give her the answers here, which I must try to avoid.} 

Th. Well, now let’s see if we can identify the problem. What is the problem? 

Pt. Well, now, it’s that I have nobody close. 

Th. Do people call you? 

Pt, Well, now they haven't called me. I have to call them, don’t you see, call and 
say “hello.” I can do that. 

Th. What people, what friends do you have? 

Pt. Well I have quite a few. Now a girl called me this morning. She’s the girl that 
I always take out, you know, well, to lunch occasionally, and pay her checks and every- 
thing. She calls herself the perennial guest. Well, I mean, she never attempts to pay 
the check, so this morning she called me up and said, “Look, I'd love to go to the 
Horse Show tonight.” She didn’t say, “Would you like to go?” She said that she would 
like to go. So then I felt, well, now, Dr. Wolberg showed me that I shouldn't be 
taking everybody out, and all that and paying. [The patient apparently has integrated 
the material we discussed in the last session.) 

Th. So what did you say? 

Pt. So I said, “Well, I have an engagement this evening.” Well, before I would 
have had to take her to dinner and the Horse Show. 

Th. Did you want to go to the Horse Show? 

Pt. Well, I don’t want to keep taking her out. 

Th, All right, but if you wanted to go to the Horse Show, mightn’t you have 
said to her, “Fine, why don’t you buy the tickets and take me out to dinner then.” 

Pt, I see. 

Th, Well, that’s what you might have said to her. 

Pi. Well, she didn’t ask me to go. She said that she would like to go. Why didn’t 
she say would Z like to go to the Horse Show tonight? 
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Th. Why do you think? 

Pt. To pay her way somewhere, I know. 

Th. To sponge on you? 

Pt. Then I don’t need her for this. I should ask her to take me out sometime. 

Th. Put her on the spot this way. But it would be hard. [challenging her deter- 
mination} 

Pt. I know, but you have to do it. 

Th. You have to do it to get these sponges off your neck. 

Pt. She’ll have more respect for me. 

Th. She'll have more respect for you, and for herself, too. 

Pt. And then I'll handle it that way. Yes. 

Th. Now with your other friends? 

Pt. Well, of course, there are a lot of married couples, the carry-overs from the 
time we all went out together. So I see them, and, of course, they entertain me in their 
homes, and then I entertain them. Now that’s all right, isn’t it? 

Th. Who wete the people who objected to your going ahead with your antique 
course? [I dodge the question here by posing another.) 

Pt. This one girl that I know in Pennsylvania that’s married. She's a very ag- 
gressive person. 

Th. How often do you see her? 

Pt. I don't see her very often. 

Th. Do you have a desire to talk to her at all? 

Pt. Not necessarily. Now that’s another thing. I don’t tell people what I do. 
That’s another thing that's wrong with me. I keep all these things to myself. 

Th. You're entitled to do what you want. [encouraging her to think of herself} 

Pt. Yes, yes, and I'll do that. And that’s true of a lot of other things too. But I'll 
cross my bridges when I come to them. 

Th. You've got to repair your bridges now, but you've got to do it slowly and 
surely. 

Pt. Surely. I'm glad I mentioned it to you, you see. I'm very glad I mentioned it 
to you, about the antiques. 

Th. And it should open up many, many avenues to you. 

Pt. Oh, it'll be wonderful. I'll meet people again. There's the contacts, you see, 
which will be nice for me. And it’s creative too. It’s nice to take a room and fix it 
and see that it looks so nice after you've worked on it, worked on it, you know. 

Th. Mm hmm. 

Pt. I think I'll enjoy it. Oh, I had thought of it, but they had talked me out of 
it, you see. That’s probably why I don’t tell about a lot of these things that I feel. I 
shouldn’t listen. 

Th. You apparently get yourself into a situation with people in which you're 
kind of—well, they feel that they've got to boss you around and tell you what to do. 

Pt. Well, a lot of people call me and ask my opinion of things, too. 

Th. (It is time for the session to end.) I see. All right, then TIl see you again 
next week. 

Pt. Goodbye, doctor. 

Cae Mg gerne 3 


In this session the patient begins to make positive plans for the future. An at- 
tempt to deal with deeper unconscious material is revealed in a dream; however, the 
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patient resists this effort and seeks to keep the interview on her immediate environ- 
mental situation. I act more directive in suggesting a positive course of action. 


SIXTH SESSION 


This session is illustrative of sessions in which not much seems to be happening. 
The working-through process may be going on nevertheless. 


* * * 


Pt. Hello, how are you. I'm sorry to be late. I couldn't get a taxi. The rain is 
awful. How are you? 

Th, Fine, and you? [One might suspect resistance when a patient comes late, 
but the weather is bad and her explanation is a reasonable one.} 

Pt. Very good. (pause) I've been really very quiet, thinking over the situation, 
giving it a great deal of thought. 

Th, Mm hmm. 

Pt. Agreeing with you all along the line, that you have got it absolutely figured 
out, And I feel very much better for it. 

Th. You do? 

Pt. Positively. 

Th. The depression has left you? 

Pt. Yes, I'm much happier. Things seem to be much easier for me to do, I mean, 
that is, any little things that before, that I couldn't take care of, now I can get around 
to it, And I enjoy doing some little things around the house, even, and writing letters 
that I haven’t been able to get around to in some time. These little things like that. 
(pause) 

Th. Did you do anything about the school? [Z am perhaps a little overanxious 
to hear whether or not she did anything positive about the plans she made last week. ] 

Pt, Well I tell you, doctor, I was going to go yesterday, but it was a miserable 
day. It rained all day and my sister came in and I had her with me most of the day. 
But I thought I'd go up there between this time now, when I leave you and when 
I go to the art class. I did inquire about a school which may be adequate. I'll tell you, 
T'll look into this one. It sounds interesting. I'll take care of that this afternoon. [For 
some reason she has not followed through. There seems to be resistance of some kind.} 

Th. Mm hmm. 

Pt. Very nice. 

Th. What else has been happening? (pause) Have you felt a little bit de- 
pressed? [testing her professed improvement] 

Pt. No. No. I’ve been good. (pause) 

Th. Anything happening on other levels, like at home? 

Pt, Well, the maid, I’ve been giving her orders and she just doesn’t know what's 
happened to me. Poor girl, she seems to wonder what's happened to me. She looks 
at me, you know. “What goes on here,” I guess she thinks. Because I’ve been having 
her do a lot of things that I’ve been doing, which had been perfectly ridiculous. I 
mean, for instance, I like to have my things done nicely, and so sometimes I do them 
myself, because she doesn’t do them well. So I said to her the other day, “I want you 
to do these things. I’ve been doing them and that’s foolish for me to do them when 
you're here.” And I said, “I did them because I didn’t like the way you were doing 
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them, but I want you to be more careful.” She said, “Thank you.” I said, “No. You 
were just a little careless, you can do them nicely, I’m sure.” So she looked puzzled; 
she was wondering what's happened. [This looks like a sign of returning assertive- 
ness. } 

Th. Perhaps she'll have more respect for you. 

Pt, Of course. (pause) 

Th. And you may have more respect for yourself. (pause) Anything else? 

Pt. I guess not. (pause) 

Th. Any dreams since I saw you last? [Since the patient seems to be blocking, 
an inkling of more unconscious happenings, such as revealed by dreams, may be help- 
ful.) 

Pt. No, I haven't, I haven't, not since that last one. I guess that last one cured 
me, After me telling you what happened, and you asking what it meant, I guess I'll 
never dream again. That'll be the end of the dreams, I’m afraid now. (laughs) [The 
levity displayed probably masks her fear of revealing unconscious conflicts. Even 
though great care was displayed in not interpreting, she seems to have been frightened 
by the implications of her last dream. Resistance is apt to become more intense.} 

Th, So the last dream really upset you? 

Pt. Cured me. (laughs) [What she means, perhaps, is “cured” her of going 
too deeply into herself.} 

Th. Cured you? 

Pt. (laughing) That was quick. 

Th, What was there in the last dream that upset you. 

Pt. You mean the dream? Oh, I don’t want to be that way, that's why. 

Th. Be that way? 

Pt, Well, I mean I don’t want to be sexless. You said it might mean that I had 
no femininity, and I don’t want that. [This is a misinterpretation of what I said, but 
I decide to let it pass.} 

Th. That's a very healthy attitude on your part, not to want that. 

Pt. Certainly. 

Th. Because you don’t want to cast sex out to the winds. It’s important for you 
to envisage a life eventually with a man who's worthy and deserving. You don’t 
want to live a solitary life. 

Pt. No, certainly I want to live a normal life. And I’m not living a normal life 
now. (pause) 

Th. What do you think the first step is to get yourself out of this groove you've 
been in, so that your estimate of yourself will gradually rise? You and I know how 
valueless and little you felt inside all these years. 

Pt, Well, I think the reason for that was, doctor, that, you see, while I was cap- 
able of doing so many things, I wasn’t recognized because John always kept me in 
the background. And that’s really it. That's why I never gave myself the true estimate 
that was really, that I was really worthy of. He always, well, he was it, you see. With 
a capital “I,” and I was out. And I thought, well, I just thought I’m not doing very 
well after all, and he’s doing it, and these things are unimportant. And then by the 
time I did take over, well, that thing was so deep in me that I couldn’t get over it, 
that I, you know, didn’t have the ability. I mean, for so many years, he impressed me 
that I didn’t have any brains, you see. [This may be the dominant theme of the present 
session, that is, an exploration of feelings of having been, and of being undermined.} 

Th. Really? 
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Pt. Oh, yes, yes, yes. 

Th. In what way did he do that? 

Pt. Well, just that, oh, I could make suggestions, and he would say “Oh, what 
do you know?” and all this, and then I just wouldn’t say anything. Then I would see 
that it would be done, but I just thought, well, all right then. And, I mean, it went 
on for so long that I thought, well, I guess maybe I don’t know anything. And then, 
you see, when I was alone, I still didn’t think that I had the capabilities. And that is 
really, I mean, that is the truth, I'm being absolutely honest about it. And that’s what 
it is. That’s what was done to me. That’s a fact. And that goes all the way down the 
line, Dr. Wolberg. 

Th, I see. 

Pt. In business and in my own personality, well, it’s too bad, but it is, it hap- 
pened, 

Th. It happened. And he kept undermining you? 

Pt. Yes, undermining me, instead of building me up, you see. Which would 
have been a wonderful thing for me, because I had never had any opportunities, until 
I married him, that is to get out into this public work, and so forth, you see. And, 
well, he always . . . (pause) 

Th. He always minimized . . . 

Pt. Minimized my ability, my thinking capabilities. 

Th. When you started in this career, when you started working with him, what 
aspect of the work did you handle? 

Pt. Well, I'll tell you how it happened, You see this work, in this work, you're 
very confined, and you put in a good many hours a day. And when I married him, I 
was very much in love with him, and I felt, well, now if I don’t become interested in 
this, I will hardly never see my husband, you see. So I said, well maybe I can be of 
some use, I could shop for supplies and things and supervise the details in the store, 
and see that it’s kept immaculate—that sort of thing. Because I didn’t have any ex- 
perience along any other line, but I did know that I could buy these things that were 
needed. And then gradually I got into it more and more. If a saleslady was out ill 
for a day or two days, then I got in and took over her place, and, little by little, I 
began to learn everything about the business, you see, everything. 

Th. Over how long a period was this? 

Pt, Twenty years. 

Th. Over a period of twenty years. When did he begin undermining you? 

Pt. Oh, after I began to learn more of it, and, you see, then I took a course, then 
I used to express my ideas about certain things. 

Th. And what did he do? 

Pt. Oh, he pooh-poohed me out, you know. “What do you know?” and then 
walk away and light a cigarette. I'd be just left there and I'd say, “Well, maybe I 
don’t know.” So that’s all right, I'll go along with it, and see what happens. ( pause) 

Th. That must have made you feel that you weren't respected. 

Pt, Well, I’d feel that, I did, you know. 

Th. That you weren't... 

Pt, That I wasn’t clever, capable of thinking of things, and so forth. But it did, 
over a period of time, it does something to you, Dr. Wolberg, you know that. Like 
somebody keeping on beating you down, and beating you down, and you . . . and 
that’s why even today when I'm*with people, I mean, I’m afraid to express myself 
or say what I think about things. You see what I mean? 
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Th. And you never felt that you contributed much? 

Pt, No, after he died, then I still thought, well all of this is still what he built 
up, and it isn’t mine. Do you understand, doctor, at no time did I ever get any credit 
for ever doing anything on my own. 

Th. I see. 

Pt. Exactly, you see. Oh, I’ve heard a lot of the customers say, “Oh, if it wasn’t 
for you, the place wouldn’t be the way it is, and we all know that you were the brains 
behind everything,” and all that sort of thing. But I never took any stock in it be- 
cause he never built me up, you see. And he was the one that I looked up to, to do 
that for me, and he never did, you see. 

Th, And you needed that. 

Pt. And I needed that so badly, because, I mean, that’s all that there really was 
to it, you see. And gradually toward the end, that was very important when a lot of 
the other things were over. So I didn’t get it, and it really, you know, Dr. Wolberg, 
it does, it sort of becomes a part of you, and you just don’t have any confidence in 
yourself. It’s a terrible thing, in spite of all the things that I know that I can do. But, 
however, I’m very glad I got out of the business. That was one thing that I never 
regretted, not for one instant, not an instant. I’m so glad I’m out of it. It was a 
tremendous responsibility, and it was getting worse and worse. (pause) 

Th. You felt you were getting nothing out of working. 

Pt. As if I couldn't do anything. He gave me that idea. 

Th. He didn't really build you up. 

Pt, A new estimate—I must get that. 

Th. Perhaps you have a feeling that you are inferior because you didn’t get a 
great deal of formal education? [exploring material reasons she may give to explain 
her devaluated self-esteem} 

Pt, I haven't any of the, I mean, I never, I don’t like to brag about things. And 
I know that some of my friends they brag, but to me it’s sort of ridiculous because 
I see through the whole thing and it’s so shallow. But, I mean, I haven't any of that, 
Dr. Wolberg, because to me it isn’t important. I mean I don’t brag about having done 
well financially in the business. 

Th. Mm hmm. 

Pt. You know, and I’ve . . . well, I mean, I don’t brag about anything at all, 
and maybe that’s another thing too. I don’t know, maybe this is another inferiority 
I have. I don’t know. 

Th. You may feel that what you have isn’t worth very much. 

Pt. I do, I do. I don’t place any importance on it at all. 

Th, Well, there must be things that are important to you. 

Pt. Well, I . . . a friendship to me is of great value and, of course, it starts 
me to thinking again of the good that I could ever do, and that to me means a great 
deal. And I like to live a nice clean life. But I don’t want to do all the giving. (pause) 

Th. You really feel you haven’t been on the receiving end? You've been on the 
giving end. 

Pt. All the way through. 

Th. To be on the receiving end, you'll have to think enough of yourself so that 
you feel you deserve receiving. {focusing on the need for better self-esteem before 
she can get a modicum of what she wants out of life} 

Pt. I feel I am lacking in personality. How ĉan I build up my feeling about 


myself? (pause) 
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Th. The best way is through good relations with people. (pause) Perhaps you 
minimize a lot of things that you have about yourself. 

Pt. Oh, I never think of it, you see. 

Th, You feel it’s all bad things you've got, no good things? 

Pt. I never think of it, you see, I haven’t any of those thoughts which I should 
really develop. It would be good to get some of these, because it would help me. 
(pause) Ever since I've been coming to see you, I've been giving more thought to 
myself than I’ve ever done in my whole life. Believe me, believe me. Because all 
through these years I just never think of myself, never, never, doctor. Nothing that 
I do ever amounts to anything, believe me, it was what everybody else did. That was 
the big thing with me. [The patient doesn’t yet see her own masochistic participation 
in, and need for tearing herself down.} 

Th. Other people were important to you then? 

Pt. Oh, but definitely, definitely. No matter how small, no matter who they were, 
you see, And I never, never think of myself. Lately is the first time. Because as I've 
been going along, I’ve always thought about my mother, thought about John, and 
thought about the little girl, my brother and my sister. I've always helped. It’s always 
all of those things that I had to think about, and do, you see. Before, I never had time 
to think about myself. 

Th. Well, it isn’t too late to change, if you're really fed up with that sort of 
thing. 

Pt. It isn’t too late. 

Th, If you really thought it was too late, you'd just resign yourself and say there’s 
no hope. 

Pt. Well, I never will do that no matter how things are going to go. I’m never 
ever going to feel that way again because I want to live a normal life. If I'm lucky 
enough to, you know, really meet somebody nice, and that I’d be interested in, I 
think it would be wonderful. 

Th. Maybe they'd be lucky to meet you. [emphasizing how she undervalues her- 
self} 

Pt. Well, that’s the idea I should hold. It’s really me. I know I should. Oh, I 
know I should. Yesterday, twice I had a call, and I said I wasn’t home, and this chap 
is very, very wealthy, very wealthy. But he drinks, and I don’t want that, that isn't 
for me, and I don’t need his money. 

Th, It’s important for you to be discriminating, even if you wait. [trying to put 
into words what the patient may feel, but has not yet verbalized} 

Pt. I don’t care, doctor, I will not get in with somebody that’s going to pull me 
down. I don’t think that’s good at all. 

Th. No. (shaking head) {reinforcing her conviction] 

Pt. Tve struggled too hard. 

Th. Another experience that tears you down will be very hard to bear. [emphasia- 
ing the need to avoid another masochistic experience} 

Pt, Just one more will be too much. 

Th. You've already gone through enough, except for that one interlude of your 
life. 

Pt. With this man that did some good for me. That really pulled me out of all 
the other things; the only real relationship I had. 

Th, Maybe you need another interlude. 

Pt, Yes, like that, with someone nice. Well, of course, I was so much younger 
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then, you see. I had more opportunities then. But it'll be a different thing, something 
different, if it comes again. 

Th. If it comes again you have to be ready for it. You can’t expect to be ready 
if you have a bad opinion of yourself. If you correct the bad opinion of yourself, when 
someone worthy comes along, you'll be able to accept the situation. [linking her de- 
sire for a better life with the task to rectify her bad feelings about herself 

Pt. Sure, no matter how good they were, if I felt good, it wouldn't matter. 

Th, There is one thing you may have to watch for when you meet a worthwhile 
person. In the face of this man’s apparent good qualities, you may say to yourself, 
“Well, gosh, he'll never see anything in me. Why should I get myself messed up over 
him? If he sees something in me, it’s because he just wants sex, or because he wants 
to take advantage of me, or something like that; it isn’t likely that he respects me for 
myself.” And after that, you won't give him a chance; you'll just run like a deer. Now 
you've got to build up this estimate of yourself, if things are to be different. We have 
a fairly good idea of the origin of this bad estimate of yourself in your early upbring- 
ing. But this has produced in you an extremely insidious situation, in which you keep 
on despising yourself, in which you feel you have no inherent qualities, in which 
you feel that you can only be loved for what you can do for people, and not for your- 
self, Now these patterns keep messing you all up. [This summation attempts to link 
up all the random bits of information we have. It also warns her that her problems 
still are with her even though she feels better. Anticipating her neurotic reactions 
when she relates to people, will give her the best opportunity to learn about her 
drives and to modify them. Another thing that an anticipatory comment does for the 
patient is to prevent him from becoming depressed and hopeless when his neurotic 
reactions reappear after he knows about them, and feels that therapy has annihilated 
them. Most patients want to rid themselves of symptoms so earnestly that they cannot 
accept the truism that time itself is necessary for the complete eradication of a neurotic 
pattern, even after insight into the pattern has been achieved.} 

Pt. Well, all right, now what will I do about this other thing? 

Th. Which other thing? 

Pt. Getting on with people. 

Th. All right, now the first step is getting started on a program of building up 
your value in yourself. What do you think the first step might be? 

Pt. Like going to school or meeting a new group of friends or a new group of 
people . . . like building an entirely new personality. 

Th. A new personality and a new life for yourself. Does this mean you have to 
discharge all of your present friends? 

Pt. No, but, I don’t . . . not too much of them. Because that'll be all in that 
old type of thinking again, and surroundings and all the old ideas. 

Th, Not that the old type of thinking isn’t going to pop up again from time to 
time, even if your attitudes do change. [again anticipating the old reactions} 

Pt. I know. I know what you mean. 

Th. But it’s starting with a new base, starting off with the idea that you're going 
to be frank with people that you meet, and by George, if they like you, fine, they 
like you for yourself. 

Pt. It'll give me an entirely different outlook, and then I'll be surrounded with 
an entirely different environment. 


Th, And the people . . - 
Pt, Will like me as I am. [How much she is voicing what she says to please me 
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and how much is real insight and determination to react in a different way, the future 
will tell.) 

Th. Like you as you are, the way you are, not because you do things for people. 

Pt, Well, that doesn’t mean anything; they haven't anything to offer. They come 
to me to try to have me to give something of myself to them. Because most of these 
people are so, oh, just don’t have any real interest to offer, you know. 

Th. Yes. 

Pt, They're a lot of negative people with a lot of money to spend and go around 
drinking every day, and live that way. Well, that’s not of interest to me. I mean, I 
don’t want anything like that. To me that’s a waste of time. Now this last man... I 
decided to give him up. It was too much. [The fact that the patient keeps bringing 
this man up shows that she has not resolved her problem with him, and probably 
wants to resume a relationship.) 

Th, Mm hmm. 

Pt. One of my friends, she said, “You're foolish if you don’t go with him.” I 
said, “No, I’m not, I know what I’m doing.” No, doctor, I couldn’t go on with that. 

Th. Why did she think you were foolish, 

Pt, Well, because she thought he was good to me, see? 

Th. Good? 

Pt. I said he took too much out of me, he hurt me. 

Th. You felt it wasn’t worth what it did to your ego. 

Pt. Oh, am I glad now that I’m rid of it. It’s wonderful. At least now if I'm alone 
over weekends, it’s my choice, at least. 

Th. Yes. 

Pt. Yes, and I don’t feel like a dog for it, don’t you know what I mean? 

Th. Mm hmm. 

Pt, The other way you think, well, gosh, here I am by myself. You see other 
people along the avenue with company, you know, men, and all of them together 
Saturdays and Sundays, and I’m alone. Well, what's the matter with me, I think. 
That’s where all this trouble came, you see, when I saw this man. {Iż is more apparent 
now that the rupture of her relationships with this man was a prime precipitating 
factor in her emotional illness.) 

Th. Torturing yourself with thoughts that you’re not worthy. 

Pit. That's right. And what is it worth? 

Th, Mm hmm. 

Pt, It’s my fault. 

Th. Your fault? 

Pt. Vl get over it. (pause) TIl get over it. (pause) I'll get over this thing; Til 
straighten myself out with your help, doctor. 

Th. Mm hmm. 

Pt. I need new surroundings. It'll be a nice type of people TIl be meeting. 

Th. It'll be a nice type of people with whom you can establish the best kind of 
relationships. [The question comes to my mind at this point as to whether the patient 
is “whistling in the dark,” so to speak. Her capacity to put her insight into action will 
tell the story.} 

Pt, You see what I mean. It'll be nice. And then you see, doctor, before I was 
in a business where the people I met, they were forced on me ’cause I had to cater 
to them. And then I wasn’t given any credit for it before, because John would never 
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give me any credit for it, and then, you see, I was always in the background. He 
used to put me—make me do the most simple things, like assist in the cleaning. 

Th. Why? 

Pt. Well, when things were so bad during the depression, and I had to watch 
everything and work out where I was needed most. 

Th. And you had to just keep this up all the time? 

Pt. And it ran me down physically. (pause) Oh, I, well, I really got a bad break 
all the way through on this thing. Now I will come through it all right though, 
now I will. 

Th. Well, are you worried about this all now? 

Pt, Well, I'ni not worried about it since I came to see you, ‘cause I see it doesn’t 
really matter. It’s how I feel about myself that counts. 

Th. How do you feel about yourself now? 

Pt. You mean now? I thought I was different, you know, when I had that op- 
eration on my womb, 

Th. Well, virtually there is a difference, but . . . 

Pt. Of course there is. 

Th, But it isn’t so extensive a difference that would make it significant. I shouldn’t 
think you have anything to worry about on that score. 

Pt, Well, I haven’t thought of it since I came to you. But I’m going to straighten 
myself out and I see that I have the right idea on it, and I’m thinking along the right 
lines with your help, and I’m going to get along fine. There’s no question about it. 
I know that. [This sounds good, but the future will tell whether she will or will not 
sustain her symptomatic improvement. There is also a possibility that she fears getting 
too deeply involved analyzing herself, and is showing a “flight into health” to get out 
of therapy. In the latter instance, a relapse in her symptoms will occur after leaving 
treatment.} 

Th. Good. 

Pt. I know that Dr. Wolberg. 

Th. You're making plans for yourself? 

Pt. Oh, sure, there's no doubt about it. 

Th. Well, let's make sure about next week's appointment. 

Pt. OK. 

Th. (checking my schedule) So T'Il see you the same time as last week. 


* * * 


This session was spent in listening to the patient express a more hopeful outlook 
on life. She has stopped beating herself with her inadequacies and with the wasteful- 
ness of her life. I get a feeling that she has broken up a neurotic pattern of allowing 
` herself to be exploited in order to be loved. Feeling little value within herself, she 
has had to “give” to make up her imagined deficiencies. Genetically this is related to 
a shattered security and devaluated self-esteem originating in depriving childhood 
experiences. Her fear of rejection and the hostility mobilized by a feeling she is 
exploited by people may drive people from her, or may cause her to withdraw from 
telationships. She has started to assert herself with others and she is talking about 
leading a more active and independent life. That she has deeper unconscious conflicts 
which have not yet been explored, there is no doubt. Whether she will have the moti- 
vation to explore them, we do not know. A hunch I have at this point is that she will 
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go into resistance and run from therapy if I push her into deeper anxiety material. 
We must remember that our goal may have to be a more abbreviated one than com- 
plete personality reconstruction, because of her age. 


SEVENTH SESSION 


In this session the patient seems to be moving out of her neurotic pattern into 
more constructive relationships with people. The old patterns, have, of course, not 
been completely resolved and we continue exploring them. 


* * * 


Pt, Hello. 

Th. Hello. 

Pt. Well . . . (pause) 

Th, Well, what’s happened since I saw you? 

Pt. Oh, everything is all right. 

Th, Everything? 

Pt. Yes, fine. I went to two patties since I saw you—Friday evening and Saturday 
evening. Been stepping out, had a good time. (laughs) 

Th, Did you? 

Pi, Yes. 

Th. You didn’t have to force yourself? 

Pt, No, no, I didn’t think about it. Just got there and entered into the thing, 
didn’t think about the people or anything, just had a good time, relaxed. (smiles 
and pauses to light a cigarette) 

Th. You didn’t think about having to do things for others? [I say this almost 
as if I take it for granted.} 

Pt, Not having to do anything for anyone, no, no. 

Th. Mm hmm. (nodding) 

Pt. Certainly it makes all the difference in the world. (pause) 

Th. How did the other people respond to this? 

Pt, Better, better. I think they paid more attention to me, than they did before, 
I mean it. [This, if true, is a real achievement, since she has not been allowing herself 
to give presents and to “knock herself out” to please others.) 

Th. Well, that’s something we can talk about. [The implication here is that she 
has accomplished a notable thing.} 

Pt, It was Friday night; this was a very lovely party. There were two married 
couples there and a professor from a University. This one couple are very old friends 
of mine, about ten years. I had introduced this girl to her husband, and, oh, we 
really had a wonderful time. All in all, it was very, very pleasant. 

Th. What about the professor? [I say this hopefully. Perhaps this man may be 
eligible and enable her to experiment with new attitudes.} 

Pt. The professor was all right. I would have liked to have had a talk with him, 
but another girl buttonholed him as soon as she got in the place, as soon as she got 
in the apartment. She got hold of him, and she had him all evening. He was a very 
pleasant fellow; he was a bachelor. As a matter of fact, I think they probably invited 
him there to have an extra man for me, but I didn’t even get a chance to talk to him. 


(pause) 
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Th. Who was the girl? 

Pt, Well, her husband was away. He had to go to Washington for that evening. 

Th. Mm hmm. 

Pt. He was very, very nice, but I didn’t have very much chance to talk with him, 
or find out about him. 

Th, Pethaps they might be able to arrange another meeting. [My disappointment 
reflects itself in this statement.} 

Pt. Well that's just it; I wish they would. 

Th. Do you know these people well enough to say, “How about arranging a 
party where I will be able to buttonhole him before anyone else does?” 

Pt, Because that’s really what happened, and he, let's see, I think I left. . . 
there's this couple that live at Park Avenue, and they took me home. They were going 
downtown, so naturally they said, “Come on and we'll give you a lift, And we'll all 
go down together.” So he stayed on at the apartment. 

Th. Did you feel that you should have stayed on? 

Pt, Well not necessarily, I didn’t. Same old thing. 

Th. I wonder if you felt that you just couldn't get him interested. [reflecting 
possible feelings} 

Pt. Same old thing. 

Th. What same old thing? 

Pt. Well, that I wasn’t really interested enough. 

Th. You weren't interested enough in him? 

Pt. There was not enough there to appeal to me. 

Th. Maybe you felt there was no sense in your even wasting your time. Unless 
you wanted to run away on the basis that he might reject you. [opening up the possi- 
bility of a neurotic reaction} 

Pt. Well, you see, I didn’t have a chance to find out whether he likes me or not. , 

Th. Yes. 

Pt, That's very true. To enjoy each other's company you need a small group. You 
know when there’s a big party—there were eight people altogether, you know that’s 
quite a few people in an apartment—you never really get a chance to see very much 
of your hostess and host, for that matter. But it was pleasant and I enjoyed it; it was 
very nice. And Saturday night was a great big party too, twenty-four people. It was 
a birthday party. So we had a lot of fun, singing songs and dancing, and they had a 
lady there playing the piano. She was a school teacher and she came and played. 
We had a nice party. 

Th. Did you go because you felt forced to go? 

Pt, No, I wanted to; I enjoyed it. As a matter of fact, they wanted me to come 
back yesterday, and I did. I went back for dinner. That’s something I never would 
have done before, but never. I mean, because I wouldn't even be interested enough. 
You know what I mean doctor? I want to do all those things that were hard for me 
to do before, you know. [more encouraging signs} 

Th. You can sense that in your running away from people, there was something 
very neurotic in it? [attempting to get her to talk about the meaning of her neurotic 
behavior} 

Pt. It was wrong. Isn't that right? 

Th. What do you think? 

Pt, Sure it was wrong, what it did to me. 

Th. With all the resentment you must have carried around with you on the 
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basis of being forced to do something that you didn’t want to do, the feeling that you 
couldn’t be accepted for yourself, but only for what you did for people, it’s under- 
standable that you'd want to drift away more and more from people. [interpreting] 

Pt. Well, that’s just exactly why I came to see you. Because I knew something 
bad was happening to me, you see. It was getting worse and worse, you see. I would 
be only happy when I was alone, and without anyone at all to disturb me. I mean 
just to sit there and think, you see. And really, I mean, I just . . . when anyone 
disturbed me I just hated it. It was just . . . to me it was a wonderful thing to be 
alone and just go over and over and over in my mind all these things. But it wasn’t 
any good; it was just a waste of time. (pause) 

Th. Mm hmm. 

Pt. I had a dream last night. I dreamed that I was walking around in some strange 
place and I came into an auction room and there were some glass platters there and 
I stole one and ran and cut all around corners and everything to get away. Now isn't 
that a peculiar thing. A cheap glass platter, it wasn’t anything, it was just an ordinary 
glass platter. 

Th. What are your associations to the dream? 

Pt. Why, I really don’t know what it is. 

Th. All right now, what do you associate with auction rooms? 

Pt, Well, auction rooms—this one girl that was at the party Friday night said, 
“I was down in your neighborhood, I always like to go down there about once or twice 
a week and run into the auction rooms there. See what they have.” They've got a lot 
of them all around, down there in that neighborhood, Well, that’s the only thing I 
can think of. 

Th. Which girl was this? 

Pt, The one I had introduced to her husband. 

Th. Oh, I see. And what about lifting a plate, a cheap platter? 

Pt. Yes, it was nothing, doctor. It might be worth a quarter maybe. It was just 
a very inexpensive ordinary glass platter like a little glass . . . 

Th, What are your associations to stealing the glass? 

Pt, Terrible, why I think that’s an awful thing to do, to steal anything. But 
imagine me doing that! And if I remember, I think I threw it away. I think I got 
frightened and I think I threw it away, or something like that—and ran. 

Th, Have you ever stolen anything? 

Pt. No! 

Th, Never? 

Pt. I might have when I was a kid, stolen a piece of cake from the ice box or 
something like that, if they didn’t want me to have any more. 

Th. But you never stole anything else? 

Pt, Oh, no. 

Th. And here you dream of being kind of a thief, and doing this thing and just 
running off. And in the other dream you dreamed about . . . [I am trying to make 
a connection. } 

Pt, Jumping over a stream and dropping my pocketbook in the water. 

Th. Dropping your pocketbook in the water. And this woman . . . 

Pt. Making a pass at me, yes. 

Th. Making a pass at you, and you feeling it was a terrible thing. All right, now 
in both the dreams the common denominator is being kind of a terrible person, isn’t 
it? [The connection that I make is that there is a deep feeling of being a terrible 
person in both dreams.) 
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Pt, Well, yes. 

Th. Now what does that suggest to you? Here in two dreams you dream about 
your doing something that’s wrong or bad. 

Pt, Yes, 

Th. What does that suggest to you? 

Pt. Well, it suggests to me that it’s the same old thing, that I don’t think I’m all 
fight. 

Th. Here you dream that you're a sneaky selfish person. Does this show the feel- 
ing that you have about yourself? That, if true, is in line with what we've been talking 
about, isn’t it—a disparity about what you feel about yourself and what is actually 
so? Now again, what does this mean? Why do you have to keep teasing yourself with 
thoughts that you'reʻa terrible person? [She is aware of some reasons for her self- 
devaluation. What I am trying to do is get her to bring out more guilt feelings, inner 
fears and repulsive experiences, if there are any.} 

Pt, Well, I certainly don’t get any pleasure out of it, because I'm not happy 
about it. And I don’t know why I should even feel that way. I mean, I want to get 
over this feeling, but it isn’t so easy, doctor. When you've been thinking a thing so 
long, you can’t do it in just a few weeks, just throw it out the window. It isn’t like 
taking a piece of furniture and saying I don’t want that any more. I mean, that's a 
part of me. I’ve been thinking that way so long. It takes time. I can’t do that so 
quickly. I’m doing it gradually. [This is factual thinking; but is it also subtle re- 
sistance? } 

Th. These patterns and habits are so rigid—they go back so far into a person's 
life that it takes time. You know for instance, if you were going to break a cigarette 
habit... 

Pt. Yes, I know. I did. 

Th. You know how long it took you. You know that you craved smoking. Now, 
this is just a very simple little cigarette habit. Some people can’t even break a cigarette 
habit. And that’s a simple habit. Now just imagine how complex the habits of a 
personality are. 

Pt. For years, for an accumulation of years and years and years. 

Th. Yes, for years and years, your whole life seems to have been the-same. 

Pt. The same pattern. 

Th. The same pattern, and it’s a monumental thing to change now. But you can 
change, and the only way one can change is to find out why one has been just beating 
one’s head against a stone wall. The only way you can change is to find out how the 
patterns you've been accepting as normal are abnormal. 

Pt. Oh, the whole thing is that, I know it. Well, I have to work it out. I’m doing 
it now to the best of my ability, I mean the best I can. [I get a feeling she is being 
defensive.} 

Th. You seem to feel that I’m impatient with you. 

Pt. No I don’t, no I don't. 

Th. Well, I hope you don't, because I’m not. 

Pt. No, I don’t, I really don’t feel that. 

Th. I certainly understand how difficult it is for you, and how deep these trends 
are, and that it’s going to take time—time, time, time. 

Pt. Of course, and a lot of practice, doing things that are entirely different from 
what I’ve been doing, and thinking along an entirely different trend of thought. See, 
I’m alone so much you see. That's bad. And still I don’t know of anybody that I could 
get any good from that I know, and that would be a good influence. You see, the 
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people I know, they look to me to help them with their problems. Now you can 
imagine, I mean . . . they couldn’t help me, could they? [This may reflect her de- 
termination not to let people influence her toward exploiting herself} 

Th. You feel you need a new set of companions. 

Pt. Positively, you see—people that I would respect for their way of living, and 
their ideas of themselves, and so forth, you see. 

Th, Mm hmm. 

Pt. People who would give me stimulation in the right direction. 

Th. Would any of your present friends be able to do that for you? 

Pt. No, and not have a good influence. 

Th. Mm hmm. 

Pt, This man I went out with, well, I saw him yesterday. I was standing out in 
front of my house waiting for a taxi. He only lives three blocks from me, and he 
was over in front of his house. 

Th, Did he see you? 

Pt. I suppose he did. I didn’t pretend that I saw him, because I don’t want to 
pick that up, I don’t want any part of that. (pause) [Because she constantly brings 
the man up in her conversation, I get the feeling she dropped him because of a "sour 
grapes” attitude, that in not being able to command more of his attention, she con- 
cluded, he was no good in the first place. I decide to focus on him again to see if she 
has more ideas about the relationship.) 

Th. How'd you happen to meet him in the first place? 

Pt. In my business. 

Th, He came in and met you this way? 

Pt, Oh, he'd been coming in for years, you know. No, I don’t want any part of 
that any more. That is the best thing that happened to me in a long time, that getting 
rid of that situation. I'm very happy about it. [The thought occurs that “the lady doth 
protest too much” } 

Th. You seem to miss him, however. 

Pt. No, to the contrary, I mean I feel worse about him than I ever did. I almost 
hate him to a point, now. 

Th, But even after all that time, it wasn’t worth a row of pins? 

Pt, No, no. 

Th. Not worth emotionally what you went through? 

Pt. It didn’t help for three years to go through that. That certainly isn’t living. 

Th, Mm hmm, 

Pt. There wasn’t much to it, you see, as I got nothing. He used to expect every- 
thing from me, tell me all his troubles. (pause) 

Th. He was the type of person that would make you the confessor, tell you 
about how he felt about things? 

Pt. Oh, yes, yes, completely, everything—his daughters, his sons-in-law, and I 
was listening to all the troubles about everything. 

Th. You were listening and acting understanding. 

Pt. Oh yes, wonderful. (said sarcastically) He used to come out with all these 
things and get it off his chest and put it in my lap, you see. Yes . . . well, that’s all 
over. I don’t want any part of it. I don’t want to even . . . if he would call me, I 
would tell him I don’t want to have anything more to do with him. Just don’t call 
me, Id say. I don’t like it. I wouldn’t even go out and have dinner with him. I don’t 
want to hear from him any more. I’m finished with it; that’s the end of that. I'll go out 
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to parties and things and have fun, like the last party. [The explorative attempt I 
made was not too fruitful, so I decide to focus back onto the party she talked about.} 

Th, Well now, let's go back to this party. This woman that you introduced her 
husband to, what sort of a couple do they make? 

Pt. They're very nice, She has entirely different ideas about things than I have. 
I mean, she’s the sort of a person that likes to have an easy life, and definitely all for 
herself, you see. The fact that I would want to do anything again, you see, like when 
I said that I’m going to take up a course in antiques—oh, she thinks that’s ridiculous. 
“You just got out of business, so you could play and have fun,” she says, “why don’t 
you go down to Florida and stay there for three or four months and have a good 
time.” But I’m not in the mood for that. I wouldn’t have a good time, I said, if I 
went to Florida. See, so that’s her idea, just to have fun and play. 

Th, What kind of a man did she marry? 

Pt. Oh, a very nice fellow, very nice fellow. He's very good to her, and I think 
they're very compatible. They seem to be. 

Th. Does he appeal to you at all? [I am thinking of the dream in which she steals 
a platter, Her associations suggest a competitive attitude toward the woman. I am 
trying to bring this out, if present, through questioning.} 

Pt. To be married to? No. 

Th. Not at all? 

Pt. Well, he’s nice, I like him, I respect him, but for marriage, no. 

Th. There's no jealousy at all? 

Pt. No, not at all. 

Th. No envy of this woman? 

Pt. No, no. Why, did you feel that there might have been? 

Th. Well, I don’t know, I’m just thinking about that dream . . . the association 
of the auction, you see, and this woman. You going in and stealing something, might 
give us an inkling, but there is nothing definite. 

Pt. Well, I . . . she went to Florida with me on this trip that one winter I was 
driving down, and I said for her to come on down. She was a widow. I said, “You've 
never been down, and I'd love to have the company. Come on down with me. It 
won't cost you anything in the car—come on down. We'll have a nice drive down 
together.” I wanted to do something for her. 

Th, Which is? 

Pt, That same old thing. [She does have good insight into her neurotic pattern 
in that she picks it out when simple cues are presented to her.) 

Th. Mm hmm, 

Pt. And so she came down there with me, and I knew this fellow, and I intro- 
duced them, and they were married six months later. So that was one of those things, 
and it seems to be working out, so that’s fine and I'm very glad of it. That was ten 
years ago. But I don’t see an awful lot of her, and, as a matter of fact, she never 
mentions the fact that she’s happy or ever says that that’s the best thing that ever hap- 
pened to her. She never mentions that I introduced her or anything like that. Never, 
never once has she ever said it. However, I’m not going to ask her if she’s happy. She 
seems to be happy. I mean, I should think she’d say it to me, because I introduced 
her to him, and he certainly is good to her. 

Th. And she never shows any gratitude at all to you. | y 

Pt. She has never shown any appreciation, I mean, by way of doing anything for 
me. I don’t want it, but I mean that’s the way the picture is. 
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Th. I see. 

Pt, And I wonder if she really is happy. She appears to be happy. He's been 
very, very good to her, like I said, and they live beautifully. 

Th. Aren't you sort of . . . well, disgusted? [The meaning of the dream may 
be that while this woman can go into auction rooms and pick out beautiful things, 
the patient must be contented with cheap things, and she has to steal them at that. 
This may refer to what she gets from life, or to ber own feelings of self-worth. Re- 
sentment toward the woman may have sparked off the dream.} 

Pt. Yes, I mean, I'm sorry for her, because I'm sorry that she hasn't a little more 
. . . I don’t know whether you should call it gratitude or a little more graciousness 
maybe, to sometime just express it to me, that she had a nice life with him, and it 
was so wonderful that I introduced her to him, something like that. But never ever, 
ever once, never, It's one of those things; but that isn’t anything. Why are people 
like that doctor? They have no part of feeling for others. 

Th. Some people are like that, others not. [attempting to introduce reality into 
her thinking} 

Pt. Not everyone does that I suppose, but I get stuck with them that have no 
feeling. 

Th. I know, but why should you get tangled up with those people? 

Pt, Well, I won't. I don’t have to now. 

Th. You know there are some people who are sponges; their whole life is in- 
tegrated around sponging on others. 

Pt, Hither in one way or another. Now, you see, this girl I told you I used to see 
a lot of, the one that lives with this doctor. He hasn’t married her . . . why he 
hasn't married her, I don’t know. He’s free to do so; he’s been divorced and she’s 
divorced, and why should they live in sin when they don’t have to, that’s something 
I can’t understand. It seems silly to me, because why not be married and have a pet- 
fectly normal life together; then if you disagree, all right, then get a divorce after 
ten years, but why do that? Well, any rate that’s the picture. So I, so Saturday night 
they were at the party also, this doctor and the girl, and there’s about a twenty-three 
year age difference there, and I just looked at her and I thought, “Oh, my, I should 
get into anything like that.” This old man . . . old, I mean, real old—sixty-five, 
sixty-six—that’s old, doctor, when you're fifty or something like that, don’t you think 
so? [Is the patient expressing a “sour grapes” attitude here too?} 

Th. Mm hmm. 

Pt. That’s a terrific difference. 

Th. Of course, but it depends on the person too. There are individual dif- 
ferences. Some people at sixty-five can be still young; some people at forty-five can 
be awfully old. [This statement of fact is intended again to introduce reality into her 
thinking. } 

Pt, Yes, but this man is—well, the fact that he doesn’t marry her, he doesn’t even 
think enough of her to marry her in spite of their age difference. He should be so 
happy to have her. 

Th. Maybe she doesn’t want to get married? [Placing possible responsibility on 
the woman, in case the patient is trying to prove that all men are nefarious.| 

Pt. Well, she says so, but I wonder what woman wouldn’t want to be married, 
instead of living that way. 

Th, There are some. 

Pt, Really? 
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Th. I believe so. 

Pt, She says this way she can walk out whenever she feels like it. Well, that I 
can’t understand, 

Th. Could she just be holding on to him for security? 

Pt. Well, then—this is what I really started to tell you—then this girl I intro- 
duced to this man who married her, said to me, when this girl and the doctor were 
quarrelling one time, she said, “Can't you introduce her to someone?” “Why,” I said, 
“Why, I wouldn’t think of it.” I said, “What about the doctor?” I said, “I don't 
do—I wouldn't do things like that.” 

Th. Mm hmm. 

Pt. “Well, but,” she said, “can’t you introduce her to someone else?” [The 
implication is that the patient has a responsibility to introduce other women to nice 
men. People expect her to “give.” 

Th. Just like that. [sympathizing with the patient's feeling) 

Pt. Just like that. So you see, that's the type of person this other one is. 

Th. Apparently you size her up as a selfish person. 

Pt, Well, that’s the picture then; now you've got it, see? 

Th. I certainly have the picture you've been used to following. 

Pt, I guess you have. 

Th. The defender of the rights of others, but not so much of your own. 

Pt. (indignantly) Yes, almost to the extent that I would be a procurer if it comes 
to that. “Can't you introduce her to someone?” I said, “I don’t do that,” I said, 
“What about the doctor? She’s with him, isn’t she?” Now how do you like that? 
Well, now there it is. I get into awful—some awful kind of pictures. 

Th. Apparently you've given people the impression that you are there to serve. 

Pt. It’s my fault. 

Th. It’s not a matter of fault or blame. You've given them that impression be- 
cause you needed to have that kind of relationship with people. And you got yourself 
into spots where others . . . [bringing up the matter of her “need” to do things 
for people, the satisfaction she gets from doing things for others} 

Pt. Take things for granted. 

Th. And that must burn you up inside. 

Pt, Well it does, it hurts. 


Th, Of course, it hurts. 
Pt, Every time I see this girl that married this fellow, it hurts. You say there may 


be a jealousy. No, there isn’t any jealousy, because there isn’t anything that she has 
that I haven't. I mean as far as that goes. While he is an awfully nice fellow, I 
wouldn’t want to be married to him. And I mean he has no appeal for me. I like him 
as a person, and he’s a very regular little fellow, you know, he’s very nice, but . . . 
(pause) 
Th. He’s not the sort of a fellow that would really suit you. 

Pt, No, no, that’s right. He was a very good friend of my husband’s, you see. 

Th. I see. 

Pt. And, so that’s the picture, but still I don’t think she has taken the right attitude 
toward me. 

Th, Very obviously you don’t think that. 

Pt, That is a fact. 

Th. Mm hmm. 


Pi. Not once, as I say, has she ever given me a single thank you for that. Well, I 
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just think it’s a little abnormal, that’s all. It’s just something wrong about it. Because 
I know what I would do. I mean, I would mention it once in a while, just to make 
someone feel good about it. [The patient is obviously fired with the indignation and 
resentment at how she has been exploited by others. Prior to therapy this suppressed 
resentment may have produced depression. } 

Th, That would be the . . . 

Pt. The natural thing. But I would take up with people like that. As you say, I 
must have needed them, doctor, but they are hard on you, I mean they expect 
everything. 

Th. It's natural for you to feel angry at people who like you only if you con- 
tinue doing things for them. You know there’s a story which explains that personality 
very well. It’s about a man who had the same kind of problem that you have, always 
kept doing things for people. Now, on one occasion he was told by a friend that a 
person he had helped considerably in the recent past was hostile to him, spreading 
vicious and unfounded tales about his character. So he went over to see the man and 
said: “Look, why do you treat me this way? Why do you talk about me the way you do? 
Haven't I given you a car, found a job for you that pays you well, and even introduced 
you to several young women you've been dating.” And the fellow replied: “Yes, that’s 
true, but what have you done for me lately?” {J passed up an opportunity to talk about 
her “need” to take up with the kind of people she detests. I was probably anxious to 
tell her a good story before it slipped my mind.} 

Pt, (laughter) That’s good, he wanted him to keep on with the giving, and when 
he let down, well, then everything stopped, he didn’t even act in any way grateful. 

Th. The minute he let down on the giving, then he was his enemy. 

Pt, That's right, doctor, that describes me all over. (laughs) [The story ap- 
parently clicked.} 

Th. Could these attitudes on your part really be the things that are at fault, caus- 
ing you to feel that people expect things from you, while you yourself secretly hope 
they will be the ones who will do things for you? 

Pt. You know I take it too seriously. I should be a little more impersonal about 
these things. True, everyone’s troubles are my troubles, and I get involved in these 
things. I should just mind my own business, in other words. How about it, doctor? 
[The patient is unwilling to explore the provocative question I asked her} 

Th, You find yourself drifting into things, not even wanting to? 

Pt, Yes, and that’s what I'll have to watch. 

Th, You mean, you feel you'll have to watch yourself from wanting to take 
people over, do things for them, act the hostess, so to speak. [again emphasizing her 
own responsibility in perpetuating the pattern} 

Pt. Yes, I can see, I can see how what you've told me is so true. 

Th. Maybe you participate in this, encouraging them to depend on you more than 
you think. 

Pt, I don’t want to get involved, I don’t, I don’t. 

Th, But you do get involved somehow. 

Pt, Well, I tell you, you talk about those things—why, even my bookkeeper, 
when I was in business, don’t you know, that he said, “Well, now Id like to put a 
little money into this business.” Now imagine, he wants to get in on an income from 
my business. Oh, that shows you, you're so right about it. Everybody has the impres- 
sion that—well, I was theirs. [The patient evades my implication.} 

Th. What I was saying was that by your manners and actions you may have en- 
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couraged their thinking you were theirs. [This is a “perhaps” interpretation, but is 
given emphatically.) 

Pt. Well, whatever the reason was, it was all one-sided. 

Th. One-sided, and then you stopped the supplies, they got mad at you. 

Pt. Well now, I’m just going to . . . I’ve been doing that . . . and now I'm 
not going to do anything for anybody. [This would, of course, be unhealthy, but I 
doubt that she means it. In resentment, a statement like this is apt to come out.| 

Th. You might feel if you didn’t do anything for anybody, that they might not 
like you. 

Pt. I’m through with it, honest and truly. 

Th. Completely? 

Pt, It’s just something that will help me to build up a different impression of 
thyself. I’ve got to do that, doctor, because things are no good the way they have been. 
That’s why I thought I'd go ahead with studying, to build myself up to feel different. 

Th. Have you thought any more about the course in antiques? 

Pt. Yes, I’m going to go through with it. I am. I’m going to do it. 

Th. Mm hmm. (nodding) 

Pt. Now you see, doctor, if I wanted to really go ahead, I might go into the 
extended course which is eight months a year for two years, and that would give me 
time for vacations, you see. I might as well do it. 

Th, Mm hmm. (nodding) 

Pt. And do it right, and get a great deal of satisfaction out of it, the whole thing, 
you know. And then if I ever want to use it, I’ll have it. 

Th. You haven't had an opportunity to investigate yet when to register in the 
school? 

Pt. Yes, I've done something about it. I have a catalogue there, and they have 
some of the dates there written. I’m sure I can get started on that. And I am going 
to. And then later, if I want to go in for myself, in business I mean, I can if I want to. 

Th, Mm hmm. 

Pt. You know what I mean? 

Th, Not only for purposes of business, but better still, an education. 

Pt. Everything, you see. The business angle is only part. 

Th. Yes. 

Pt. There are wonderful possibilities in this thing, too. 

Th. And it’s not only from the standpoint of having an interesting thing to do, 
but you can meet a lot of people in this way. 

Th. Yes. 

Pt. It’s wonderful, it’s certainly wonderful that I have the energy to do it. Go 
back to school, it'll be all so new. 

Th. New and exciting. 

Pt, Yes. 

Th. All right, see you next week. 

Pt. Yes, doctor, goodbye. 

* * * 


This session is characterized by greater hopefulness, and accounts of positive 
achievement. There is, however, reluctance to get into deeper, more unconscious, 
aspects of herself. In the seventh interview this could scarcely be expected, even if 
we desired to get into them. She seems to be moving along extremely well. 
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EIGHTH SESSION 


This session is illustrative of some of the activity that occurs in the middle phase 
of treatment. 


Pt, Hello, doctor. 

Th, Hello. 

Pt, Well, this man comes into it again. [This is apparently the dominant theme 
today. It may give us an opportunity to explore her deepest feelings about the man.} 

Th. Well! 

Pt. His sister passed away last week. I happened to hear of it very . . . it was 
quite an accident the way I heard of it, But at any rate I was tempted to write a letter 
and I was tempted to send a card, but I said, “Oh, no, don’t start, don’t let yourself 
in for that all over again.” It would have been nice to write a letter to him, of sympathy 
or something, but I said it isn’t the thing to do, so I just won't do it. Now I’m so glad I 
didn’t, today I’m so glad I didn’t. (pause) 

Th. You were almost tempted to write. [focusing on latent desires to see the 
man in question} 

Pt, Yes, and then I felt, well, Dr. Wolberg says no, that sort of thing is just 
poison for me, and why do I want anything that isn’t good. [The patient puts me in 
an authoritative position, as if I think it's wrong for her to make contact with 
the man.} 

Th. If I weren’t around, what would you say? 

Pt, The same. 

Th. But after all, he’s the last man in your life, and it is understandable that you 
would want to see him. [This comment is intended to be both reassuring and pro- 
vocative, stimulating her to associate more about her desire to renew the relationship. 

Pt, You understand, it was no good for me. 

Th. Is this because I implied he was no good for you? [Attempting to bring pa- 
tient to the realization that she is defining her values, not I.} 

Pt, You are right that he was no good for me. [continues to put me in the 
authoritative role} 

Th, But there are still some memories about him. 

Pt. Yes, but it wasn’t the thing for me to, and this morning I was so glad I didn't 
do it, see? Because, I said, well now here I'll be right back where I started. If he 
should get the card or letter of sympathy, you know, he'll call me, and then it'll 
just be that hanging and dangling on, and what good will it do? [This is the first 
time she has openly admitted a yearning to go back into the relationship. Her admit- 
ting the desire and her making a choice not to on the basis of intelligent judgment 
rather than resentment, will help her resolve her conflict. I might earlier have caused 
a verbalization of the desire by saying something like: “Most women would want 
to see their boy friend, and miss him, even if he was mean. You probably miss him 
too in some ways.” Nevertheless, the patient did well with the tactics I employed.} 

Th. You may be tempted some more. 

Pt. But I’m glad I didn’t. 

Th, Did you avoid doing it to please me? [testing her use of me as an authority] 

Pt, (laughs) No, no, doctor, it would be bad for me. 
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Th. Do you think I’d disapprove if you did see him again? 

Pt. No, but that is not what I want. Why, I feel so good today about that, that was 
such a lift, you know, that I thought, well, I did have enough common sense, and 
I wasn’t swayed by my emotions of sympathy again, you know, to do something to 
help or be very obliging. [This is a forthright, honest attempt to handle her feelings.} 

Th. Mm hmm. (nodding) 

Pt. Oh, I’m so glad I did it, doctor, I just feel so good about it. That in itself 
is wonderful. Because I know just what would happen. See, he'd get the card, and 
he'd wait a few days to call. And, say I saw him, and then I'd be waiting again, you 
know, I don’t want it. I'm so much better off without him. [She seems finally to 
have made a choice.} 

Th. Mm hmm, (nodding) 

Pt. Much better off. 

Th, At least you feel independent, even though you may not have the pleasure 
of having him around once in a while. 

Pt. Yes, but it wasn’t worth it when I did have him. 

Th, It actually undermined you in a lot of ways? 

Pt. Breaking me down. So that’s number one. And then I had a lovely Thanks- 
giving, it was a hen party, but it was fun. [The patient shifts the topic, apparently 
having dealt with it to her satisfaction.} 

Th. That’s good. 

Pt, Well, it was at the house of this old friend of John’s and me. We were 
about six girls and the old boy, he's about eighty-one. 

Th, Well! 

Pt, Well, he was just so happy; we really had a lovely evening. So I had a nice 
day. And then there’s been a death in my brother's wife's family since I saw you, 
so I went over there, and helped my sister-in-law a little bit while she took care of 
some of the things for her father, That’s really about all. And let's see now, and then 
last night I was to go to a cocktail party. I just went up for one drink to see this 
couple, and said “hello” to them and then left. About a half hour . . . I went up 
there. But I was glad I did that, because I want to take care of everything, don’t you 
know, that I was afraid to do before. [The patient diverts from the theme of her 
former boy friend, and her frustrations with him, to the constructive efforts she is 
making with life.) 

Th. It wasn't too hard? 

Pt. No, no, it was all right. I'm glad I did go.—tI want to do all the things that 
are hard for me to do, that I didn’t do before, Isn’t that right? 

Th, Well? 

Pt, Isn't it? 

Th. Instead of just withdrawing, you do things, but more importantly, if you 
can get a little pleasure out of doing them, this would make it really worth while. 
[Instead of answering “yes” to her question, I give her a possible reason for con- 
tinuing in the path she is going.} 

Pt, Yes, well I am. I’m seeing things in a different way. I seem to, I seem to 
understand more about doing the things now than I did before. I mean, in a different 
way. I mean, before I thought, well, I have to do it, you see. Now I look forward 
to it with a little pleasure, you know? 

Th. You wete depressed before. 

Pt. Terribly. 
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Th. And you didn’t want to get out of the house. You wanted to stay within 
yourself. Anything you did outside the home was an effort. 

Pt. Yes, that wasn’t good. Now I want to talk to you about the going up to the 
Institution for the Blind and reading. I’ve been going there recently to read to this 
one man there, and he isn’t completely blind. The way for him to read something, he 
has to look at it this way. (brings hand approximately two inches from eyes) I see 
that when he looks at his watch for the time, this way you see. So I've been reading 
to him for about three weeks, This isn’t the young boy I read to before. I only 
substituted for a reader for this young boy. This chap is a different thing again. 
I've been reading to him about three weeks. So he’s interested in psychiatry; so he 
had a book there. Between Us and the Dark is the name of it. I don’t know if you 
know it, Well, it was about a woman that during the change of life, went all through 
all this emotional period, and was put away in a hospital, and so forth, and so on, 
and stayed there four years. Well, at any rate, I finished that book, reading it to him. 
It was very interesting. So now last week, last Tuesday, he has a book written by a 
Dr. Flanders Dunbar, Mind and Body. 

Th. Yes. 

Pt, Well, at any rate, he has a certain amount of it that isn’t read, and then I come 
to the part almost immediately where it's marked off here. This is the chapter that 
I'm to read, and it’s all about this girl that’s having intercourse, that’s being whipped, 
flogged, and all that. Oh, it’s the worst, I mean, I never heard anything like it. First 
time I ever read anything like that. Well. . . 

Th. Did he know that that was the material he wanted you to read? 

Pt. Well, now wait. So then he said, in referring to that, he said, “Turn back to 
page 202, about the third chapter, and then there’s more of this filthy stuf.” He 
knew the book. 

Th. Yes. 

Pt, He must, he must have known the book, and he knew the page, you see. So 
now, how do you like that? 

Th. And he wanted you to read that? 

Pt. Oh, yes. So I don’t think I’m going to go back there any more. 

Th, It shocked you. 

Pt. Yes, but isn’t that awful. I mean, you go up to read and you want to do some 
good, and then here this thing is thrown at you. What is the idea with those people? 
[The possibility crosses my mind that the patient may be employing this example to 
illustrate the uselessness of her making constructive efforts for herself.) 

Th. Well, again, doesn’t it resolve itself to the fact that sometimes you feel 
taken in, taken advantage of ? 

Pt. But doctor, isn’t that a shame? 

Th, You want to do the best for people and they use you for their own selfish 
personal interests? 

Pt. Yes, but well, isn’t that a shame, doctor, now, really, I mean it. You go up 
there and you want to help somebody. And that’s the reason I went up there. I felt 
that I would be doing some good, and I might get some, you know, pleasure out 
of it, And imagine to find this filth. I mean, I don’t understand this. 

Th. Well, if his interest is in something pornographic, he’s not interested in 
the scientific attitude. 

Pt, You don’t think so? Why shouldn't he be? 

Th. Should he be? 

Pt. He's not a doctor. 
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Th. He’s not a doctor. 

Pt, Well, it’s just that . . . ( pause) 

Th. Maybe all he wants is to be stimulated. 

Pt. It's just filth. 

Th. It disgusts you. 

Pt. Reading these things, you see. 

Th, These things are what sick people do, not healthy people. [By emphasizing 
that constructive efforts may fail on sick people, but not necessarily on healthy people, 
I am hopeful that she will conclude that she need not seek out sick people to do 
things for.} 

Pt, Yes, I know it. And it’s certainly for no one’s pleasure to read to them. So 
then he said, “Well, you turn back to this page and there’s a little of it on that 202 
page.” And he said, “Well, I'll have to return this book.” He gets these books from 
the library, you see. He can’t keep this book, but he wanted me to get all that old, 
all that filthy stuff out of it, you see, and read it to him. So I don’t think I’m going 
to go back anymore, I don’t, I don’t like the fellow now, after that. 

Th. Not all blind people are like that. [introducing reality into the situation to 
forestall, if possible, retirement from further activity] 

Pt. Well, you know. So I’m going to forget that. I'll call it off. 

Th. If that’s what you want to do. 

Pt. I will, I'll do that. Now that's that. Now isn’t that something. I guess I 
just run in hard luck, because it looks like the other people go up there, and it seems 
to be all right. 

Th. You do the best you can. The fact that people don’t turn out to be the 
kind of people you imagine them to be is just unfortunate. 

Pt. It is. 

Th. But . . . this person, he’s probably a very sick person emotionally. (pause) 

Pt. Well, I don’t know whether he’s sick or not, doctor, but at any rate, he 
shouldn’t be taking advantage of people who are coming up there, and with all good 
faith. 

Th. Did you tell him you didn’t want to read the material? 

Pt. No I didn’t. Do you think I should? 

Th, You had a right to. 

Pt. I can go there and ask 
my thought that the patient see 
evaluating reality better. } 


Th. Mm hmm. Do you enjoy reading? 
Pt. I would enjoy reading to the right type of person, and the right sort of thing, 


if I can get someone else to read to, [I was wrong in 
ks to run out of the situation. She does seem to be 


yes. I enjoy it very much. 

Th. Well then, why don’t you go 
happened, and give them the reasons W. 
for constructive action} 


Pt. All right. That’s all right. | { i 
Th. Wouldn't that be better than not showing up at all, if you get any kind of 


pleasure out of reading? 

Pt. Well I do, I do. I'd like 
a week and read. 

Th. There’s no reason why you shouldn't. 

Pt, I was enjoying it until this thing came along. 

Th. You certainly owe it to the person in charge there to tell him what happened. 


up there and tell the people in charge what 
hy you don’t want to return. [a suggestion 


it very much to be able to go there once or twice 
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Maybe some people don’t object to reading things of that sort, but you object very 
much. And you enjoy reading. Maybe they could get somebody else for you to read to. 

Pt. Sure, I’ll do it then. I certainly am not going back there to him. He’s probably, 
as you say, a sick fellow, and he’s sort of getting something out of this thing here, 
you know, probably something to have him believe, maybe, that he’s all right, and 
he isn’t. 

Th. Mm hmm. 

Pt. The book was all right you see, the book was interesting. 

Th. Mm hmm. 

Pt, It’s good, but in its place, don’t you know what I mean? I’m not interested 
about reading about some poor unfortunate that has to have those things. But the 
other book was an interesting novel. You know, it was a story that, well the woman 
that had written about the Snake Pit, it was her own experience. But this other 
thing, I don’t want any part of it. And then he did say something very funny. He 
said, “I,” he said, “I sell novocaine.” He said, “Do you know anyone that has any use 
for it?” I said, “No, I don’t.” 

Th. The man sounds like a dope peddler? 

Pt. I said, “No, I don’t know anyone at all.” 

Th. The man sounds as if he is a very sick man. 

Pt. Well, I thought novocaine is only for dentist work, when they pull your 
teeth. It isn’t like that other drug, heroin, or whatever you call it. Well, you see, he 
said, “Do you know anyone.” And I said, “No, I don’t know anybody.” 

Th. That sounds very suspicious. 

Pt, I haven't any idea of going back there to read to him. As a matter of fact, 
I was going to forget the whole thing, but I think your suggestion is good. Let them 
know there, what kind of a man he is. 

Th. They have a right to know, don’t they? 

Pt. Yes, only I wouldn’t want to get involved in it. I wouldn't want to have 
anybody hurt you know. 

Th, No. 

Pt, You know what I mean? 

Th. You don’t want to get involved. 

Pt, Exactly. 

Th. But, they do have a right to know. 

Pt. T11 do it. 

Th. Do you think you can? 

Pt. T'I do it. 


Th. Good. 

Pt. I enjoy reading, and I'd like to have them assign someone else to me, you 
understand. (pause) I think that it’s the best thing. So that’s been . . . that. (laughs) 
I certainly do get into things, don’t I? 

Th. Well? 


Pt. I surely do. (laughing still) 

Th. It involves you anyway. (laughs) 

Pt. I certainly do. (laughs) The time will come, I suppose, when I won't have 
any of that stuff; it'll all disappear. I'll always have some, but I'll know how to take 
care of myself too, I mean. 

Th. Now you sound more optimistic. 

Pt, I am. I wouldn't be surprised if I met someone nice soon. 

Th. Now if you did, you'd be tempted to act how? [testing her insight} 
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Pt. And that’s another thing again. (laughs) Do things for him, I suppose, and 
then get mad at him for not liking me for myself. 

Th, You can get yourself adjusted without that eventually, if the right sort of 
person comes along. [presenting the possibility of a different way of reacting} 

Pt, I'll be attracted to them, and they'll be attracted to me, and it'll be so much 
better. Because what’s the use, the way it is now. I suppose I’m not really ready com- 
pletely, only partly. Really, I wouldn’t know what I wanted, so what’s the use of 
starting anything. [This shows that she is not really “whistling in the dark.” She 
seems to be assessing reality quite well.) 

Th. You feel there isn’t any use? 

Pt. Unless I was sure of the person. I'd only get in trouble, and that would just 
be another disappointment, then . . . oh, I'll just go along and I'll work it out. 
I know I will. 

Th. On the other hand, you still just don’t want to lose your faith in people, 
because there are still some very nice and decent people alive. 

Pt, I know. 

Th. And it’s a matter of knowing where and how to find them. The people 
you've been most attracted to are the people who have needed help. They've been 
exploiting, they've used you. That type of relationship is a one way affair. And it’s 
bound to explode, because you can’t be adjusted in a situation of that type. [repeat- 
ing the same interpretation} 

Pt. Be giving all the time, you can’t. 

Th. You'll despise yourself too much, you'll feel as if you resent the time you 
put into it. And then such people become demanding and make you feel guilty 
because you don’t do enough for them. 

Pt. And then in the end, unless you keep on, and then when you do stop . . . 
well, then you find out that they don’t really care anything about you. When you 
don’t continue to keep giving of yourself, you know what I mean? That’s really the 
way it works out. Because, I suppose people don’t want you to be that way after all, 
do they? 

Th. But if you have a need to be needed, you'll act that way in spite of everything 
—in spite of the kind of person you meet. [again emphasizing her own need for 
participating in the pattern} 

Pt. But most of the people I met wanted mothering. 

Th. Certainly there are some people who want to have a mother around that 
supplies things all the time. And they won't start any relationship except with a person 
of that type. You'll find them everywhere you go. There are always people wanting 
to sponge on you. They're always willing to give you their time, that is, unless they're 
busy doing something else that is more profitable for them. 

Pt. That’s right, then they don’t even give you the time of day. | 

Th, Any time you spend with them, you'll have to be doing something for them, 
but the minute you stop doing something for them, they . . . 

Pt. They don’t want you anymore. f 

Th. I told you that story, “What have you done for me lately ? 


Pt. Oh, yes, I love that story. It’s cute. 


Th. That’s the type of person who saw in you a supplying mother. But on the 


other hand .. . 
Pt. (interrupting) You don't have to be around them. Ane i 
Th. They're sick people, immature, undeveloped. They're Jike children. 
Pt. But don’t you see, doctor, you learn all that, I mean just . . . well, I'll be 
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on my guard, and I don’t want to lose faith because that would be terrible to go 
through life like that, and I won't. But the way I feel now, it’s been a letdown, the 
whole thing has been a letdown for me, and you don't get over it overnight. 

Th. You still have the need for people, and still have the need for a nice rela- 
tionship, but you're afraid to get involved again. 

Pt, Well, not for long I hope. 

Th. Because you've been hurt so much, And before you'll let yourself get involved 
with anybody, you may want to make sure he’s the right person. 

Pt. That’s what I intend—and don’t you think I’m thinking along the right 
lines ? 

Th. What do you mean? 

Pt. ‘Cause I could find any number of people that I could pick out that I could 
do things for. 

Th. You probably could. Do you think you still have a need to get involved 
with sick people to whom you can give things? [confronting her with responsibility 
for her pattern, which she had previously blamed on others.) 

Pt. Oh, listen, I told you I could, but I don’t want to. Why should I just do things 
to make those other people—make other people happy? J want to be happy, I really do. 

Th, You have a right to be happy. 

Pt, Yes, I want a man to be attracted just to me, for myself. 

Th. A reliable and a responsive person who's not a baby and who doesn’t want 
a mother? 

Pt. Fine. 

Th. Fine, but until that time comes you've got to supplement your activities 
with some outside interests. 

Pt. No matter what they may be, I must do that. (pause) 

Th. To feel you are doing something constructive. 

Pt, Yes, yes. 

Th, But it may be very hard to do. {challenging her determination} 

Pt. I know, I know, but I’ve got to do things, doctor, I know I can’t just hang 
around the house. Yes, and I will. (Jong pause) 

Th, What are you thinking about? 

Pt. About a dream I had. It’s not clear. 

Th, Do you remember anything about it? 

Pt. It was a dream with a fellow. 

Th, Tell me about it. 

Pt. Oh, that was it. 

Th. Well, what? 

Pt, Well we were . . . yes, that . . . yes... (pause) 

Th. Well... 

Pt, Intimate, having relations with him. 

Th. Yes. What was your feeling about it? 

Pt. Pleasant. (pause) There was another part. I gave him my pocketbook with 
valuables. He protected it, picked me up and carried me over a stream and kissed me. 
Then we walked hand in hand. Yes. Well that was all, that’s that. [My own associa- 
tions to the dream are that it indicates a trust in a man, and a feeling that she has 
something valuable to offer. It sounds like a good dream, reflecting constructive 
tentative changes. It may also refer to the transference situation. | 

Th. Well, that dream is different from the other. 

Pt. I should say it is. (laughs) It was a good dream. 
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Th. What do you think of it? 

Pt, Nice, if it was true. 

Th. Well? 

Pt, Maybe it will come true. 

Th. Do you think you would want it? 

Pi, I think so. 

Th. But it may not be for some time. 

Pt. No, but as long as I know I am ready for it. 

Th. It may not be forthcoming though, for some time—I mean in terms of you 
meeting someone worthwhile. 

Pt, Will I be ready to accept it the right way when it comes? 

Th. Do you really want to accept it? [dodging the question and throwing it 
back to her} 

Pt. Surely, surely. 

Th. You'd miss relations with a man. 

Pt. Yes, yes. Well then, I can wait for the right one. 

Th. Is it intense, I mean, do you miss it intensely? 

Pt. Yes, well, ah, it just, it was one of those things, and I don't know, I suppose. 
It’s been quite some time, you know, so I just had that dream, and that’s all. I didn’t 
have any others. 

Th. Are you impatient for things to happen? 

Pt, Well, I don’t, I don't . . . no, and I’m not . . . I'm glad I’m not. I wouldn't 
think of starting anything over again, doctor. I haven't any idea of it, simply none, 
until I’m sure of the person and of myself. I don’t want to get in with another one 
like the last man. 

Th. He’s too much involved, 

Pt. Too involved, too much. He’s too involved. 

Th. If he could be free? 

Pt. No, there’s too much intrigue there. He's all tied up. 

Th. He's all tied up. 

Pt, Sure, what’s the use? 

Th. You may still want him. [testing ber] 

Pt. I doubt it very much, So that’s over and that’s that. 

Th. If he were different. 

Pt. Maybe that would be different. 

Th, Mm hmm. 

Pt, But he’s too damn selfish. 

Th. Mm hmm. 

Pt. He doesn’t want to give up anything. 

Th. He wants everybody to come to him? 

Pt, That’s tight. That's it. 

Th. But you still sound as if you miss him. [testing her again} 

Pt, No, I feel that he probably did me a great favor. (pause) Because eventually 
I know that I will meet someone worthwhile, and I wouldn't if I hung around with 
him, Waste my time! So it’s all right then. That’s a closed chapter, I'm just through 
with it, and I’m perfectly happy about it. 

Th. You might meet a person who's worth 


reinforce her hopefulness.} i i 
Pt. Oh, sure, doctor, He wasn’t for me. He was just a very conceited guy that 


just thought that money was everything and money could pay for anything he 


twenty times more. [I attempt here to 


768 THE TECHNIQUE OF PSYCHOTHERAPY 


wanted. And you know, there’s a lot of people that believe that. They think they can 
get what they want if they have money. And if they're that type of people, then it 
probably doesn’t make any difference to them how they get it. Do you understand? 

Th, It’s no compliment to you to have a person like that around. 

Pt. Well, it certainly is not. It certainly is not. 

Th. It makes you feel cheap. 

Pt. Sure, I don’t need him, 

Th. You don’t need him? 

Pt. I should say not. He didn’t help me. I helped him. I mean, I was so far above 
him in every way, and I knew it and he knew it too. 

Th. You were doing most of the giving? 

Pt. And it didn’t amount . . . and then always on the run, that wasn’t anything, 
you know. 

Th, He just popped in and out. 

Pt. Yes, sure. I told you, one night a week. 

Th. Mm hmm. 

Pt. Silly. Well, it was my fault. However, I’m learning. I'll bet he expected a 
card or a letter from me this morning. 

Th. Mm hmm. 

Pt. Oh sure, and then he thought I'd be waiting again. No, no, oh I wouldn't go 
through that again, not for anything in the world. Now when I look back, I don’t 
know how I did it. That’s what happened to me. 

Th. And then, when he didn’t respond, when you got fed up finally and threw 
him out . . . 

Pt. I did. 

Th, You sort of hoped that he'd come back again. [trying to get her to accept the 
fact that she secretly did want to get involved with the man until relatively recently} 

Pt. (laughs) I suppose I did. (laughs) But that’s silly. I’d really be in a fix if he 
did, And now I’m so glad. And now, even if he did, I won't . . . I don’t even, I 
wouldn’t even see him. I wouldn’t even go out with him for dinner. Because I know 
how aggressive he is, you know, he'd . . . 

Th, Persist? 

Pt. Oh, sure. 

Th, And then you'd be right in it again. 

Pt. Oh, certainly. What is it the fellow said? I need that like I need a something 
in the head? 

Th. A hole in the head? 

Pt. A hole in the head. (laughs and then suddenly becomes very serious) No, 
I'll just go along a little way, and then I'll get there just the same. (long pause) 

Th, What are you thinking of ? 

Pt. I was wondering if I should find out about getting a job or something? 

Th, Yes. 

Pt. I was wondering if I should. 

Th. Well, what were you thinking of? 

Pt. Well, you remember I talked with you about it. I said that maybe I could get 
something part time. 

Th. Mm hmm. And then you began to feel what? 

Pt. Well, and then I was just wondering if I should. I don’t know. 

Th, You feel that maybe you're not up to it? 


n nii 
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Pt, Well, you can’t get over it overnight, so quickly, I mean, get well entirely, 
I mean. 

Th, You won't get over it until you really start getting out of your shell, and 
begin to integrate and feel like a part of the world again. Perhaps a man will come 
along too—a good man. 

Pt, I know, it’s very important. I know it. But I will not get mixed up with any 
more of those married men, doctor, I mean I'm through with that. I mean it now, I 
mean it. No more, I don’t want any part of it. Not any more. That’s nothing. Waste 
all your time and you get nowhere, and it’s a letdown for your pride. 

Th. Your ego gets deflated. 

Pt. Surely, you're playing second fiddle, or third, or whatever it is. Why should 
you? Find someone for yourself. Why not? And then you’re somebody, and no matter 
who I mean, if he’s a nice man, no matter if he doesn’t have an awful lot. But as 
long as he is a really nice person, at least he’s your husband or he's your sweetheart. 
There isn’t all that other intrigue, and all that lying and conniving, and all that, that 
sort of thing. 

Th. Mm hmm. 

Pt, I do feel so much better, doctor. Really better than I’ve felt, as far back as I 
can remember. The cobwebs lifted. I’m sure I'm never going to fall back into that 
again, I mean. I’m very grateful to you, doctor, because I couldn't see what I was doing 
to myself, bringing this on myself, I mean, and blaming it on hard luck and things. 
Now I'm going to have people take me as I am, and not go doing, doing. No, no, that 
is no good, no good. 

Th. No good at all. 

Pt. Doctor, I may be leaving town. I got a letter from a friend in California. It 
willbe a nice rest and a vacation, I'd like to go in a couple of weeks. It will be fun to 
go and see things. 

Th. Mm hmm, We'll talk about that next week. 

Pt. Goodbye, doctor. 

* * * 

This session is a good one and indicates that the patient is utilizing her insight in 
the direction of change. Life is opening up to her and she seeks to partake more of its 
joys. She does not yet trust herself, and recognizes that she may act-out her neurotic 
patterns in her relations with people. But she understands these patterns and she has 
a determination to rectify them. Her desire for a vacation is both a sign of her de- 
velopment and an indication that she may feel satisfied that she has achieved all she 
wants from therapy. If the latter is the case, I will have to decide on whether to deal 
with this as resistance, or to satisfy myself with the results of therapy; namely, a more 
reeducative than reconstructive effect, or, at most, a partial reconstructive result. 


NINTH SESSION 


This is the terminal session and illustrates some of the techniques employed in 
the terminal phase of treatment. The patient seems to have decided that she has 
achieved all she desires from therapy. I respect her conclusions and terminate treatment. 


* * * 
Pt. Hello, doctor. 


Th. Hello. 
Pt. Things have been so well, wonderful. I’m really feeling fine. (laughs) Like 
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I can do things again. I am being just matter-of-fact and not worrying that I hurt 
people by doing that, like I used to worry about before. 

Th, Mm hmm. 

Pt. Not worrying about that at all. (pause) 

Th, Yes. 

Pt, I told you how I would call people, you know, and wondered how they were, 
and think I was neglecting them if I wouldn't call them. But you know, I don’t do that 
any more, and it’s perfectly all right, Nobody seems to think anything of it. As a matter 
of fact, I might have been annoying them. It’s very possible. (laughing) 

Th, At any tate, you feel that it isn’t necessary for you to make the rounds. You're 
not a postman to have to keep calling on them all the time. [said facetiously} 

Pt. Exactly, I don’t. (laughs) 

Th. Do you find that they do come to you, if you don’t come to them? 

Pt. Oh, sure. 

Th, Mm hmm. 

Pt. Now, don’t you see, going away for a vacation, like I mentioned last time, I 
made a few calls to my close friends and said I’m going away, and I want to wish you 
a Merry Christmas, and so forth. So a couple of them wanted to come to see me before 
I left, but I really haven't the time, I’ve got a lot of things to do. Why add all that 
confusion to it? [The patient seems to have decided to go away. Also she is acting, 
perhaps for the first time, normally assertive. } 

Th, And you told them that? 

Pt, I did, I said, “I’m sorry, but time is short, and I have so many things to do, 
so that I’ll see you when I get back home.” 

Th. Mm hmm. 

Pt, It all helps. You use so much up of yourself the other way, doctor, you do. 
You don’t realize it. That’s what I’ve been doing, you know. 

Th, And it’s been draining you. 

Pt. Giving, giving, giving of myself. 

Th. Mm hmm. 

Pt. Giving, giving . . . things like that. The sponge is just being wrung out. No 
wonder I didn’t want to mix with people. No wonder I didn’t want to see anybody, 
because every new contact meant so much more . . . and the burden was just mighty 
miserable, Just terrible what I did to myself, just horrible. 

Th, Yes. 

Pt. I see it all now. (pause) And it’s just a matter of being . . . getting a little 
horse sense in you to realize it that you've been going on wrong, the idea that people 
aren't going to like you, that people are going to reject . . . and that I’m a terrible 
person by not acting in this way they want. [The patient says these things as if she 
really knows them and means them.} 

Th, I see. 

Pt. And bend over backwards to try to get people to like you. (pause) 

Th. Mm hmm. (pause) Have you had any dreams since I saw you last? [I am 
trying to look under the surface for deep anxieties as a reaction to her present asser- 
tiveness. | 

Pt. Only about furniture. What does that mean? 

Th. Well, let’s see what the dream was. 

Pt, Well, I was looking at all these books about furniture, and that's all. So what 
does that mean? Am I turning into a piece of wood or something like that? (laughs) 

Th. What do you think it means? 


CASE HISTORY 771 


Pt, Well, the feeling was good, I mean it was pleasant. 

Th. What does looking at books of the furniture bring to your mind? 

Pt, Well, it must have something to do with how I’ve been feeling lately. 

Th. Mm hmm. 

Pt. More action, more doing. 

Th, Yes. 

Pt. Yes . . . furniture, that’s all; I mean, something new I want. 

Th. You feel it indicates a new orientation? [The dream sounds like a construc- 
tive one. At least no anxieties seem apparent. | 

Pt. Good. 

Th. A new life? 

Pt, Good, good, that’s it, that’s it. 

Th, And? 

Pt. I had two wonderful volumes sent to me from this lawyer, this old, old friend 
of the family’s, It’s all the pictures, of all the originals of individual owners, doctor. 

Th, Of furniture? 

Pt. Yes. 

Th. Mm hmm. 

Pt. Oh, beautiful—two volumes. Macmillan publishes it. It really is something. 

Th. Real authentic antiques? 

Pt. Yes, and the original owners, their names are down, people who possess these 
things. Even in their homes, ‘cause they're so rare. They have the pictures in these two 


volumes. Wonderful, doctor . . . everything imaginable, even old clocks and beauti- 
ful old tables, and chests and . . . (pause) 
Th. Mm hmm, 


Pt. Of course its wonderful. 

Th. This book made you feel well. 

Pt, Sure, because they're real possessions, you know. They have beautiful things. 

Th, All right, what does this have to do with you, now? 

Pt, Well . . . (pause) 

Th. Yes. 

Pt. (laughing) Well, you see I'm planning for the future . . . a foundation 
that . . . (pause) 

Th. A foundation that .. . 

Pt. (still laughing) I don't know. I'll be careful though, I don’t want to be 
too hasty. 


Th. You have to be careful? 
Pt. I've made arrangements to go to this school to study antiques. It starts after I 


get back from California. After that I'll go to school, and I was thinking I could go 
into business after that. But I will be careful. 

Th. You've decided on going to California? 

Pt, Pd like to, doctor. I believe I am ready, and I've been invited. Do you think 
I can do it? 


Th. Do you feel you'd like to do it? 
Pt, I would, doctor, I would, I feel so thankful to you . . . I don’t know what 


to say . . . It's so hard to know how what happened, happened. It’s hard to realize 
that a little while—a while ago, I mean, things were so hard, so hard for me. I gave 
up, things were no good for me. I felt that I never would be able to feel well again. 
Ican see it . . . how it was, how it came, I mean . . . I mean, doctor, that is how I 
was before . . . feeling, feeling I was nothing and had nothing to give of me . . . so 
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I gave, gave of everything I could do for the person, doctor. And then hated myself 
and the person because you never know, this way, where you stand. (pause) [This 
sounds like good insight.} 

Th, And how do you feel about that now? 

Pt. Oh different, so different, doctor. I’m beginning to see that I placed no value 
on me... like I was no good. And that’s silly, doctor, so silly, doctor, for me to 
feel that. The only way things will work out is for me to stop doing things, and be 
accepted for what I am. I have nothing to be ashamed of . . . I haven't done any- 
thing bad, you know. I’m as good as anybody. I really feel that, doctor. 

Th. Good. And what about your going away? [I decide here to explore what may 
be behind her going on vacation.} 

Pt. If you feel I shouldn't go, doctor, I'll stay. 

Th, Vd rather have you decide that. 

Pt. I'd like to go, doctor. It’s an opportunity I'd like. It will be so much fun, 
you know, 

Th. There is no reason why you shouldn't go, if you wish. 

Pt. When I get back, doctor, can I see you if I need to come to do some more 
about me? I feel confident though now, as if the future had something for me. 

Th, Of course, you can see me any time you want when you get back. You are 
likely to have ups and downs. People always do. In fact, you may still get yourself into 
the same position with people you were before, and then get infuriated and depressed. 
{I am warning her here that a relapse of her neurotic reaction is quite possible. This 
is not too significant if she realizes her neurotic reaction for what it is and is capable 
of mastering it.} 

Pt. I don’t think so, doctor. [The patient hopefully believes she will have no 
relapses. Unless I warn her in advance of the possibility, she may react badly should 
a relapse occur.} 

Th. Well, after all, these old patterns are very deep, practically part of yourself, 
and the new patterns are of recent origin. 

Pt. You mean the old way may come back if I don’t watch myself? 

Th, And even if you watch yourself. It takes time to overcome a problem that’s 
been part of you all your life. If the old patterns return, you will better be able to 
correct them before they get you down. 

Pt. Well, I won't let myself get into that same thing again, doctor. 

Th. Maybe it won’t happen, but if it does, at least you'll know better what’s 
going on. 

Pt. Yes, yes, I will, I won't be a fool if I can help it. 

Th, Another thing, you may have some problems that still need further treatment, 
and you may later decide to get more treatment for them. [It may be that the patient 
wishes to terminate therapy. Giving her a reason for returning is important} 

Pt, I know that, I know that there are many things I can straighten out. I mean, 
I see what I did all my life, the damage of that early thing with my . . . that home 
situation. And it hurts. 

Th. Yes, you may want to go further into yourself later on. As far as your present 
situation goes, do you feel you've got out of your treatment what you want? 

Pt. Oh yes, yes. I have gotten more than I thought it was possible. 

Th. Perhaps you may be able to avoid the patterns that get you into troubles with 
yourself; but the chances are they may try to repeat. [I am reemphasizing a point I 
believe to be important.} 
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Pt. You mean I might do that again, and get upset all over? 

Th. Yes, the chances are you will. But the difference is that you will know what 
you are doing better, or catch yourself doing it. What will happen then is that you 
will learn again how automatic the pattern is, and not allow yourself to sink into it. 

Pt. Catch yourself before it’s too late. 


Th. Yes. 
Pt. Well, I can see that . . . you know it takes a long time to overcome 
this . . . but I know now I can . . . I will, I mean, because the other is just, just 


no good for me. And if they don’t want me for myself, they can just go to blazes. 

Th. Mm hmm. 

Pt. Yes, they can. I mean that, doctor. Either they like me or they don’t. 

Th. Well, what about that? Do you believe you are likeable, and that there are 
people who can like you for yourself? 

Pt, I know it now, with what's been happening in the past few weeks. People 
are very nice to me, and I don’t do anything for them. It’s funny I never thought of 
that before. 

Th, Disappointments are apt to occur, however, you will still meet people who 
will want you for what they can get out of you. [forewarning the patient again so she 
will alert herself to acting-out} 

Pt. Certainly, take it in slow easy doses, isn’t that right, doctor? 

Th, What do you think? 

Pt, Absolutely, absolutely, and the person must accept me with my cards on the 
table. 

Th. You have nothing to hide, nothing to conceal. 

Pt, After a little while, after I feel that I’m interested, there is no reason why I 
can’t tell them everything. 

Th. Absolutely none. [reinforcing her determination} 

Pt. You know that’s so. 

Th. Mm hmm, 

Pt. Yes, after I know them real well, and I know that they're interested enough 
in me to really know what's what. 

Th. But you're apt to have one old enemy—and that is you're likely to start saying, 
“Oh, I don’t want to lose this person, I better not say anything about myself.” 

Pt. Well, that’s the way I’ve always been, you see. 


Th. Yes, that’s the way it’s been all along. 
Pt. And like this other fellow, you know, that I went around with for three years, 


you know, I was always afraid that if I would ask him to be with me over the week-end, 
I'd never see him again. And well, now I don’t see him anyways, even if I didn’t ask 
him. I haven’t heard a word from him, and I’m not sending him a Christmas card. I 
want to get rid of the whole thing. 

Th. Mm hmm. ; 

Pt. I want to get him out of my hair completely. 

Th. You feel the sooner you get that thing out of your hair, the sooner you'll be 
able to concentrate on something else. \ 

Pt. He just isn’t . . . he isn’t any good. That's all. 

Th. There may be a lot of temptations still, to see him, because, after all, it’s the 
last affair you had and he’s around all the time. There’s a lot of temptation to crawl 
back into that thing again. [testing her resolution not to see the man} 


Pt. I won't do it. 
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Th. You may really want to. 

Pt, It would be a waste of time. 

Th. Maybe you feel you couldn’t find another man? 

Pt. No, doctor, it would take away all the good that I’ve gained so far, if I went 
back. 

Th, And you'd be right back. 

Pi, And I'd be right back where I started. 

Th, But maybe you feel you couldn’t find another man? 

Pt, No, I don’t think I will have trouble there. 

Th. Suppose he happens to call you up or something, or insists you see him. 
[continuing to test her} 

Pt. I wouldn't. 

` Th, If he did come back into your life, and crossed you up again? 

Pt. I'd throw him right out. 

Th. You'd throw him out. 

Pt, But I wouldn’t even want to do that. Why do it? 

Th, Well, you may not have thrown him out of your thoughts. 

Pt. Why do I need it for? He isn't any good for me. He’s just a . . . he’s really 
an awful person. 

Th. Mm hmm, 

Pt. Period. I could say a lot of other things. (pause) 

Th. Well? 

Pt. But what's the use? But he is, and I’m through with it. And I’m not going to 
bother with his daughter because he’ll think that if I send her a card, all of that, he 
will want to try to get back in with me again, you know. Not a chance! 

Th. You've given him plenty of opportunity. 

Pt. Oh, to call me. 

Th, And to come back again. And . . . (pause) 

Pt, It’s five months that I haven’t even heard a word. Imagine! [There seems to 
be an inkling of a desire to resume the relationship; however, she is resolute in her 
stand not to let her desires get the best of her better judgment.} 

Th. It must be terribly irritating. 

Pt. Well, it shows me what a fool I was. It’s irritating in that angle of the 
picture—that I was just a fool. (pause) 

Th, Well? 

Pt, He’s too aggressive for me, doctor. 

Th. He was very aggressive, he used you? 

Pt. That’s right. Just a fool. 

Th, And you let yourself be carried away. 

Pt, Well, of course. 

Th. Maybe because you were afraid to lose him. Maybe you said to yourself, 
“Here’s a nice man, maybe he'll be kinder to me, maybe he'll come to me eventually 
and I'll be the only one. I better not say anything to upset him.” 

Pt, Well, I thought in time, see, it would change. I thought he would get rid of 


this other girl, but . . . (pause) 
Th, But? 
Pt. He hasn't enough character to clean . . . to make a clean sheet of the whole 


thing, throw out the rest and start with something he really wants. 
Th, Mm hmm. 
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Pt. Do you see? He will keep on dabbling with the women he has, and finish it 
that way. That’s a lot of . . . that goes on in New York all the time. But do you 
know, another thing: I say, “Yes, all right, I'll be here; all right, I'll see you.” And as 
soon as I say it, I know I shouldn’t have said it. I know I'm wrong. I know I’m 
being too soft, too easy about things. 

Th. Mm hmm. 

Pt. Now, I . . . I don’t know why I should do these things. I should think about 
it before I give an answer to something. 

Th, There are reasons why you feel you have to do this, 

Pt. Do you understand? (pause) You see? I say, “Yes,” or “All right, I'll do it,” 
and if I say I will, I'll do it, no matter what. But I shouldn’t, I should be very careful 
of what I answer and say, I have to be . . . (pause) 

Th. Yes. (pause) 

Pt, See, I should think a little more. I should use my noodle. 

Th. You have to be very careful about the situations that you can get yourself into? 

Pt, Exactly, 

Td. In other words, there'll be a lot of opportunities. 

Pt, Exactly. 

Th. So? 

Pt, There'll be a lot of opportunities, but I must watch out not to start anything 
with someone—well, a man who isn’t deserving, and I’m not going to get too in- 
volved, no matter what demands are made. 

Th. Mm hmm. 

Pt. No matter what people want from me. Because, if I do, there'll be some 
people who will just really wring. My big problem you showed me is what I do to 
myself because I feel I'm no good. 

TA. It’s not exactly what you want to do, because you really want to be liked for 
yourself. (pause) 

Pt. Now you see, one of my people turned up that worked for me for about 
twelve years, a boy that I had a lot of trouble with. I knew he was stealing, but 
he was a good worker and I did the best I could to control it as much as I could, but 
I knew he was stealing from me every day. But at any rate, he took ill about three 
weeks ago, and he went to the hospital. So I had a Christmas card last week from his 
wife, and she said—on the card—Joe is very, very ill in the St. Francis Hospital, you 
see, Well, I know what that means, you know. Well, I called up—day before yester- 
day—to find out how he got through his operation. He was operated on two or three 
days ago, and they said he was doing nicely. So this morning I sent a little Christmas 
plant to him, and it said, “With all good wishes for a speedy recovery,” but I’m 
not going to give him any money. I mean, I just did that, just with a little good 
feeling toward the fellow, because I knew he was wrong all the time he worked for 
me, too, see? 

Th. Good. 

Pt, See? You know? 

Th. The moment you got that card you realized that it was just a touch? 

Pt. I knew, sure, Sure she would have liked me to have gotten in touch with her 
and said, “Is there anything he needs?” Well, you know, she wouldn't say no, and 
I'd be right in for it, let myself in for the whole thing. 

Th. You resisted it. 

Pt, I mustn’t do it. 
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Th, If you did, you would have resented it. 

Pt. I know. Now you see, going back into the book shop now for the holidays, 
I’m not going to go in there. All those old help, they think I should give them 
something. 

Th. Yes? 

Pt. I’m just going to keep away from it. I really have nothing in common with 
these people. The only reason I saw them was because I felt I had to. 

Th. Mm hmm, 

Pt. I’m not going in at all. I'm not going to go in there. 

Th. What do they think you are, Santa Claus? 

Pt. Well, it’s possible, you know. I have been to all of them. Around Christmas, 
I gave all of them a bonus, you know, Christmas money. (Jong pause) . . . (laughs) 
But that’s all in the past. I won't do anything like that any more because I know it’s 
wrong. And then it annoys me after, you see. See? It annoys me after I do it. I know 
it’s the wrong thing for me to do. These people are using me, and I know it's not 
right. 

Th. Mm hmm. And you are tired of being used. 

Pt. Right. 

Th, It’s also the thing that it does to them. The most insidious thing is that this 
type of giving and this type of patronizing are bad for the people who accept it. And 
it’s bad for them, and deep down they hate to have anybody just be in a position 
where they can give them presents. It makes them feel dependent and helpless. 

Pt. I understand. Everyone likes independence, Everyone likes to do things for 
themselves. That’s what they appreciate. (pawse) The things that they can do for 
themselves. 

Th. You can see the pattern, and the way it’s working in you. All your lifetime 
you have had to give. All your lifetime you’ve had to give in order to feel accepted. 
You believed that this was the only thing left for you, that you couldn't possibly be 
accepted on your own terms, that you couldn’t have things done for you, and still 
be loved and respected. Now this is one of the ways this thing started. But the more 
insidious thing was that it kept up. It kept up. When you see this clearly, you'll say, 
“Hey, stop this business.” [summarizing] 

Pt. Just cut it all out, that’s all. And I’m doing it too. But I'm just going to keep 
away from the book shop—I'm not going to go in there at all. I don’t have to go in. 
I’m not going. 

Th. Your own guilt feelings inside may keep telling you, well, wouldn't it be 
nice to just go in there? People will think more of you, and they will like you better 
if you go in, and so on. [challenging her} 

Pt. Well, I don’t have to go in. I can just simply send them a Christmas card. 

Th. Mm hmm. 

Pt, One nice card. 

Th. Mm hmm. 

Pt. “Merry Christmas,” it will say. 

Th. Merry Christmas. 

Pt. “And a Happy New Year,” period. 

Th. Mm hmm. 

Pt. Good. I'll do that this afternoon, and I'll send it tomorrow, and that'll take 
care of the whole thing. 

Th. Mm hmm. 
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Pt. That is good. ( pause) 

Th. And? 

Pt, That takes care of that. 

Th. That takes care of that. 

Pt, Yes, and they'll have more respect for me. 

Th. Mm hmm. (Jong pause) Well, what would you like to talk about now? 

Pt. The thing that’s on my mind now is about what I’ll do when I get back from 
California, 

Th. Mm hmm. [Since she is leaving on a long trip, I decide not to stir up tension 
in this interview by provocative focusing on possible conflictual areas.) 

Pt. I don’t like this being retired. I’m naturally very active. 

Th. There are some people who are able to retire gracefully, and there are some 
people who are not. 

Pt. Well, people that are very phlegmatic maybe. 

Th. And you are not phlegmatic. 

Pt. No, no. 

Th, Well? 

Pt. People who haven't any interest, and you just . . . it’s a slow death. It 
really is. 

Th. It’s a slow death. That is not for you, is it? You're too active a person. 

Pt. Yes, but still I always force that other part, you see. See, I have that drive, 
you know. I have, I mean I never give up, and I could just, well . . . the antiques 
thing interests me. 

Th. The antiques interest could keep you occupied. 

Pt. It'll be wonderful. 

Th. If you really make a career out of it, then you'd feel accepted on a different 
level, not merely as John’s wife. 

Pt, Exactly. 

Th. You'd be accepted for yourself. 

Pt. Exactly. Yes, and if I do,go in business, I can, I can just use my own name, 
It would be good. 

Th. Mm hmm, 

Pt. Yes, I have a different feeling about all that now. 

Th. Mm hmm. 

Pt. Not being afraid to face things. 

Th. Fine. 

Pt. Feeling real good. 

Th. Mm hmm. 

Pt. It makes me feel good that I could ever think of going ahead. 

Th. Mm hmm. 

Pt. You know. 

Th. It may give you a better feeling of value, a feeling of worth. 

Pt. Well, you know, doctor, one thing always leads to another. You know, when 
you do one thing, there’s always so many other things that come out of it, You know 
what I mean? That through this thing, there are other happenings. It always works 
that way—in things you never realize. 

Td, Yes. 

Pt. You know, that you never think of, You can imagine what I mean. 


Th. What? 
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Pt, Oh, everything—a lot of things. 

Th. For instance. 

Pt. Oh, (laughs) I did get involved so with the customers. (laughs) They had 
me run ragged. 

Th. Doing things for them? 

Pt. Oh, loved it. (Jaughs) When they let me do it, I would love to do it. There 
was politics in it too. 

Th. Politics? 

Pt. Oh yes, they used to bring me tickets. (pause) 

Th, Tickets? 

Pt. Yes, yes . . . Oh sure, there was one judge out in Connecticut. (laughs) 
He really was wonderful. I just took advantage of it because he was just so good 
about these tickets, you know, that he’d get. Put it in an envelope and send it to me. 
I made some good contacts. 

Th. You've still got some good connections that you can utilize? 

Pt, Oh, it'll be wonderful. I can use them too, later. 

Th. You mean if you go into business? 

Pt. Oh, it’s a good contact with the good people—I really did know some wonder- 
ful people, I mean, and they all liked me, you know, and I can really, I can pick up 
some of those nice contacts when I get started, you see. 

Th, When you get back from . . . 

Pt. California, yes. 

Th, I see. 

Pt. Yes, when I get back from California I'll get in touch with a few people, the 
very nice ones. 

Th. Mm hmm. 

Pt. Yes, that would be good, sure. All you need really is a few good contacts, 
you know, a few good ones. And then they have guests that come in to see their 
homes, and they say, well, where did you get these antiques, you know. Here I go 
again, planning. (laughs) 

Th. At least the planning is something constructive. 

Pt. I’ve been thinking about that a lot, dreaming of a place I can set up, getting 
some people to work for me—teal crackerjack people. (pause) 

Th. Real crackerjack people. 

Pt. Yes, workmen. (pause) 

Th. Workmen. 

Pt, That’s the stuff, and that should be a big secret. No one should know who 
they are, either. Dig up someone that’s very, very, very good. 

Th. Your assistants. 

Pt. That's right. 

Th. Mm hmm. 

Pt. They have to be very good, do excellent workmanship. You see, that’s the 
secret of it all, because if you buy beautiful fabrics, and if it isn’t done well, then the 
whole thing is lost. You know there's a big difference between good work and . . - 
shoemaker work, they call it, you know. 

Th. This whole new field that you’re exploring, it'll probably take quite a while. 

Pt. Oh, of course, it will, of course it will. 

Th. Yes. 

Pt. In the meantime I will meet a lot of people, and I need to get out of myself. 
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Th. You do need people. 

Pt. Here’s another thing, doctor, you're going to like. 

Th. Mm hmm. 

Pt. I got new clothes, and a couple of new hats. Imagine? (laughs) [This may 
be a reflection of better self-esteem} 

Th. (laughs) That sounds like a revolution. 

Pt, (laughs) For me it is, imagine, new hats that I thought I deserved for myself, 
And I used to feel I could only, only get things for another person. 

Th, Is that one of the new hats you have on? 

Pt. (laughs) Yes, it is, 

Th. It’s very attractive, becomes you well. [This is a response which I believe I 
‘should express openly to her.} 

Pt, (laughs) Thank you, doctor, 

Th. Do you think it’s attractive? ( pause) 

Pt. Well . . . (laughs) 

Th, Well? 

Pt, Well, yes, I do. There I go boasting. 

Th, Boasting? 

Pt. (laughs) Yes, I do like it. 

Th. Do you like the way you look in it? 

Pt. You want me to say I like myself. 

Th. Well? 

Pt, I was looking in the mirror and I said I'm not bad looking at all, not hard 
on the eyes. (laughs) 

Th, I should say not. Do you think men would find you attractive? 

Pt. Wouldn't be surprised if they did. (laughs) 

Th. If you gave them a chance. 

Pt. Oh, I think everything will be all right there too. 

Th, You'd give them a chance then? 

Pt, Well, I wouldn’t run if they came around, because, after all, I'm not so bad. 

Th. Good. (pause) So I won't see you until you get back from the trip. 

Pt, I'll drop you a line and call you when I get back. Doctor, I want to thank 
you ever so much for all you've done for me. It’s wonderful, this work. 

Th, (laughs) Thank yourself, too. After all, you did most of the work. 

Pt, (laughs) Goodbye, doctor. 

lh AM TR 


This was the last session I had with the patient. After a two months’ stay in 
California she returned to New York. She telephoned me and cheerfully announced 
that she felt completely well and did not believe she needed further therapy. Period- 
ically she communicated with me by letter, and, two years after therapy, she paid me a 
personal call. Her entire manner indicated a satisfactory adjustment. Five years after 


therapy, this adjustment was being maintained. 


CONCLUSION 


In evaluating what happened in the treatment of this patient, it must be re- 
membered that rarely is treatment this short. In most instances, many more sessions 
are required to achieve a comparable result. The case was presented not to demon- 
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strate short-term therapy, but merely to illustrate some of the essential processes that 
are involved in treatment. 

One thing that will be apparent is that the patient did not get bogged down in 
too much resistance. Her motivation to get well was probably a great help here. Also, 
I did not let her get too dependent on me by giving her the answers to her questions; 
I let her, or I should say, forced her, to think things out for herself. We established 
a good working relationship, rapidly, and in relatively few sessions we were well into 
the middle phase of treatment. If the patient had developed resistances to the work- 
ing relationship, especially transference resistances, we would probably have been in- 
volved in therapy for many, many months before we could have begun working con- 
structively on her problems. Were there a strong secondary gain element to perpetuate 
her neurotic patterns, we would also have had to work through this resistance, which 
may have required many additional months. Had she established a transference 
neurosis with me, we also probably would have become involved in difficulties for a 
long time. Finally, had she become dependent on me, we would have had to resolve 
the trauma of separation, and this also would have required a considerable treatment 
period, While I was able to avoid these snags in this patient, I might not have been 
able to circumvent them in others. 

Now I should like to say a few things about the quality of change achieved in 
this patient. We worked practically entirely on a characterologic level. She was able 
to recognize a prevailing pattern in her relations with people; she could see its repeti- 
tive and compulsive nature; and she realized how it was engendered by early feelings 
of insecurity and devaluated self-esteem, She did not reach levels of the deepest un- 
conscious conflicts; namely, oral, anal and homosexual strivings, incestuous impulses 
and penis envy. She might have done so had therapy been more intensive and pro- 
longed, and had we established a transference neurosis. Whether she would have 
responded with more reconstructive changes in her personality than she achieved in 
her present therapeutic effort, we cannot say. 

Actually, in view of the fact that she was fifty years of age, and chiefly because 
she moved rapidly in treatment to a point of losing her symptoms and of relating 
herself better to people, the goals she achieved were probably optimal ones. Never- 
theless, she might have progressed even further with more therapy. 

The classification of the kind of therapy I used would fall into that of insight 
therapy with reeducative goals, even though I dealt with resistance, and, at least in 
several instances, with transference. Also, I employed dream analysis. I did not use 
free association, relying entirely on the focused interview. The effect was mostly of a 
reeducative nature. 

A follow-up study of five years has shown that the gains the patient achieved 
from therapy were sustained, and that she has continued to grow in self-stature and 
in the kinds of relationships she establishes with people. There has not been any re- 
lapse of symptoms throughout the five year petiod. The patient could see how com- 
pulsive her patterns were, and she was, on a number of occasions, tempted to revert 
to her previous role with people. After a brief interlude of acting-out, however, she 
would interrupt her pattern, and enter into a different kind of relationship. She has 
developed outside interests along the lines planned in our talks, and she has, accord- 
ing to her own expression “never been so happy” in her life. These results are, under 
any standards, estimable ones. 
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Appendices 


The following forms include all the information which appears on the 
forms used in actual practice; in order to make these reproductions conform to 
the page size of the book, however, the layout has had to vary from the original 
in some instances, and occasionally spacing between items has been considerably 
reduced. For example, some forms which in reproduction here appear on one 
page, appear in practice on two pages, or two sides of one page. The actual 
forms are on standard 84 x 11 inch sheets, with sufficient space between items 
to allow for complete entry of data. 

Information regarding purchase of these forms may be had upon request to 
Grune & Stratton, Inc., 381 Fourth Avenue, New York City 16. 


Appendix A* 


(To be filled out by ini initial interviewer, or intake worker in a clinic set-up) 


STATISTICAL DATA 


(short form) 
PATIENT'S NAME: 
ADDRESS: 
TELEPHONE: BUSINESS PHONE: 


Informant (if any): Name and Address: 


With whom is patient now living? (/ist people.) 


Age of patient: Sex: 
Education: Occupation: 


If unemployed, sources of income: 


Marital status: How long married? 


Date: 
Interviewer: 


Referred by: 


Religion: 


Salary: 


Any previous marriages? 


When? Age of mate: Occupation of mate: 


Salary of mate: 


Military record: 


Miscellaneous: 


* Information regarding purchase of the forms which follow may be had upon request to 


Grune & Stratton, Inc., 381 Fourth Ave., New York City 16. 
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Appendix B 


(Complete statistical data outline to be filled out by therapist or social worker) 


Patient’s Name Case No. 


SS 
STATISTICAL DATA 


(long form) 
1. GENERAL DATA: 
a. Age: Date of birth: b. Sex (M,F) 
c. Race (W, B, Y, R): d. Religion: 


e. Birthplace: 


m 


. If foreign born, date of arrival in U.S.A.: 
g. Naturalization dates: 1st Papers: 2nd Papers: 


h. Education: 


m. 


. Occupation: 


. Employed (yes, no): 


k. Salary: 


. Yearly income, all sources: 


m. If unemployed, on what sources of income, or on what person is 
patient dependent, giving occupation and relationship to patient of this 
person: 


n. Military Service (yes, no); dates: 
o. Name and address of nearest relative or friend: 


p. With whom is patient living at present? 


2. RESIDENTIAL DATA: 
a. Address: 


b. Character of residence: ( )house (  )apartment ( )room; 
( )self-owned ( )rented, rental cost: 


c. Place of legal settlement: 
810 


d. Length of residence in this town or city: 
e. Length of residence in state: 
f. Home telephone no.: Business telephone no.: 


g. Previous addresses (giving dates): 


. MARITAL STATUS: 


w 


a. M., S., W., Div., Sep.: 

b. Date of marriage: 

c. Date termination of marriage: 

d. Name of mate, if any: 

e. Dates of previous marriages, if any: 

f. Dates of termination of previous marriages and reasons: 


g. Names and ages of children: 


4. FAMILY IDENTIFICATION DATA: 
a. Father’s name: Living or dead? 


Age at present, or, if dead, age at death and year of death: 


Birthplace: 
If foreign-born, date arrival U.S.A.: Citizenship: 
b. Mother's maiden name: Living or dead? 


Age at present, or, if dead, age at death and year of death? 
Birthplace: 
If foreign-born, date arrival U.S.A.: Citizenship: 


c. Siblings (list names, ages and sex): 


5. SOCIAL SERVICE EXCHANGE (for clinic patients): 


Appendix C 
(To be filled out by initial interviewer) 


(1) 
~/ INITIAL INTERVIEW 


PATIENT’S NAME: Date: 
ADDRESS: Interviewer: 
TELEPHONE: BUSINESS PHONE: Referred by: 


Informant (if any): Name and Address: 


With whom is patient now living? (/ist people) 


Age of patient: Sex: Religion: 


Education: Occupation: Salary: 


In unemployed, sources of income: 


Marital status: How long married? Any previous marriages? 
When? Age of mate: Occupation of mate: 
Salary of mate: 


Military record: 


Miscellaneous: 
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(2) 
(use additional blank sheets if necessary indicating item number) 


1. CHIEF COMPLAINT (patient's own words): 


2. HISTORY AND DEVELOPMENT OF COMPLAINT (from onset to present): s 
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(3) 
3, OTHER SYMPTOMS AND CLINICAL FINDINGS AT PRESENT: 


o Tension O Physical symptoms O Phobias 
o Depressed O Fatigue O Obsessions i 
O Severe depression O Exhaustion O Compulsions 
O Suicidal o Headaches O Excessive sedatives 
O Severe anxiety O Dizziness o Excess alcohol 
o Hallucinations o G. I. Symptoms O Insomnia 
o Delusions cO Sexual problem O Nightmares 
O Dangerous O Impotency O Other symptoms (specify) 
O Excited o Homosexuality 
Description of above: 
4, DREAMS (patient's own words): aa 


5. FAMILY DATA (Health and personality of mother, father, siblings, spouse, 
children, and patient's attitudes toward them): 


6; PREVIOUS EMOTIONAL UPSETS (from childhood to present illness): 
7. PREVIOUS TREATMENT (including hospitalization): 


g. PSYCHOLOGIC TESTS: 
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9. 


10. 


11. 


Eai 


13. 


14. 


15. 


16. 


17; 


18. 


( 
( 
( 
( 
( 
( 


(4) 
TENTATIVE DIAGNOSIS: 


TENTATIVE DYNAMICS: 


TENTATIVE PROGNOSIS: 


PATIENT'S RESPONSE TO INTERVIEWER: ( ) cooperative (_) fearful 
( ) suspicious ( ) hostile 

INTERVIEWER’S RESPONSE TO PATIENT: ( ) positive (_) ill-defined 
( ) negative 

PHYSICAL APPEARANCE: ( ) meticulous ( ) presentable ( ) untidy 
(__ ) disheveled 

PATIENTS ESTIMATE OF PRESENT PHYSICAL HEALTH: (_ ) satisfac- 
tory ( ) poor 

COMMUNICATIVENESS: ( ) garrulous ( ) satisfactory ( ) under- 
productive ( ) answers questions only 


Insight and motivation: 
( ) aware of a problem ( ) desires to correct problem 
( ) aware of emotional nature of problem ( _) willing to accept psychotherapy 
( ) accepts present therapist ( ) accepts conditions of therapy 
( ) can arrange time for therapy ( ) can afford treatment 
DISPOSITION: 

FEE: 
) Case accepted Hours Patient Can Come for Treatment: | Initial interview 


Testing 


) Case referred 
) Case closed Therapy 

( ) Paid 

( ) Charge 


(_) Send Bill 


eats) Appointment given patient 


Co 
) B Urgent ( ) Notify patient of appointment 
) B Not urgent ( ) Patient will call for appointment 


TYPE OF THERAPY: 
CORRESPONDENCE REQUIRED: 
RECOMMENDATIONS AND REMARKS: 
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Appendix D 
(To be filled out by patient) 


oS 
PERSONAL DATA SHEET 
Please fill out the following blank as completely as possible. This will save 


time and make it unnecessary to ask you routine questions. All material is confi- 
dential and will not be released except on your written request. 


Name 


Address 


(Will it be all right to write to you at the above address for billing, changes of 


appointment, Beda setae 3 RIA 
Telephone No. Business Phone — 
(Can we call you at either of these? ——) 


In the event of a change in appointment, at what time can we reach you at 
either of these phones? 


Birthday Sex (M,F) 


Age 


Birthplace ————_ 


If foreign born, date of arrival in U.S.A. 


If foreign born, are you a czenie e 

Approximately how long have you lived in this city? 

Marital status (Single, Married, Separated, Divorced) 

If married, how long ago? —— If separated or divorced, when? —_—— 
If married more than once list dates of marriage, length of time married, whether 


martiage terminated by divorce, annulment, death: —————_____—_ 


Number and ages of children, if any 
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Occupation _________ Approximate gross yearly salary 


How long have you been doing your present kind of work? 


If unemployed, source of income at present: 


How far through school did you go? 


Name and address of nearest relative or friend: 


Any army service? 


Whom are you living with at present? 


Who referred you here? 


How strongly do you want treatment for your problem? (check) 
( )very much ( )much ( )moderately ( )could do without it, if 
necessary ( )do not want treatment 


What days and times can you come here for treatments? 


If your answer to above is after 5 p.m., can you, if necessary, get away for an 
hour once weekly during the day? 

If psychologic or other tests are necessary to help your condition, would you 
object to them for any reasons? 


Do you know what psychotherapy is? 
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~ NAME: 


Appendix E 
(To be filled out by patient) 


FAMILY DATA SHEET 


Please fill out the following blank as completely as possible. This will save 
time and make it unnecessary to ask you routine questions. All material is confi- 
dential and will not be released except on your written request. 


1. List the first names of your father, mother, brothers and sisters, in chronologic 
order, and supply the following information about each: 


List first |Age.| Live | Ifdead,| Marital | Do you see Personality | How do (or 
names. in | what | status— | them often | adjustment | did) you get 
what| year | M,Div, | or write | (good, fair | along with 
city? | and |Sep,Wid.| oftento | or poor.) | them (good, 
cause? them? (Yes fair, poor?) 
or no.) 
Father: 
Mother: 
Sisters: 
Brothers: 


2. If married, age of mate: 
Occupation of spouse: —_____— 
Personality adjustment of spouse (good, fair, poor) 

How are you getting along with spouse (good, fair, poor) 


Are you living with spouse now? ___— 


3. List all of your children of both present and previous matriages, by first names 
in chronologic order, giving the following information on each: 


Name | Living or 
dead. 


Ages 


Living with | Check if by 


whom at 
present 


Personality | How do you get 


ptevious | adjustment | along with child 


marriage. | (good, fair, 
poor.) 


(good, fair, 
poor?) 
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Appendix F 
PATIENT’S NAME 


Examiner: 
DAILY PROGRESS NOTE 


At each visit enter: (1) present state of symptoms or complaints (absent, improved, the 
same, worse), (2) how does patient feel? (anxious, placid, depressed, happy), (3) important 
life situations and developments since last visit and how they were handled, (4) general content 
of session, (5) significant transference and resistance reactions, (6) dreams. 


(On the standard form, this Daily Progress Note is given two full sides of an 85 by 
11 inch sheet, to allow for as complete a report as is required.) 


Appendix G 


(This form will be found helpful in clinics where there is routine supervision of the entire case 
load. It is turned over monthly to the supervisor) 
Month covered in this report: 


MONTHLY PROGRESS SUMMARY 


(Fill out this side and on back of sheet* elaborate on any checked items as well as 
other items of importance, using additional sheets if necessary.) 


NAME OF PATIENT: NAME OF THERAPIST: 
NUMBER OF SESSIONS THIS TOTAL NUMBER OF SESSIONS TO 
MONTH: DATE: 


NUMBER OF MISSED SESSIONS Reason for this: 
THIS MONTH: 


PATIENT’S RESPONSE TO THERAPY: 
1. General progress to date: ( excellent ( )satisfactory ( )poor 
Symptoms ate: ( )better (  )the same ( worse 
2. Appointments: ( )comes on time ( )comes early ( )comes late 


3. Communicativeness: ( )satisfactory ( )overproductive ( )incoherent 
© ( )underproductive ( )responds only to questions 
( )long periods of silence ( Jother, describe: 


* The original form is on one side of a sheet only. 
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Relationship with therapist: Working relationship: ( )good ( )fair 
( )poor ( )intense dependency ( )sexual feelings ( )fear 
( )detachment ( )negativism ( hostility ( )other, describe: 


wn 


. Resistance: ( Ylow ( )moderate ( strong ( )interferes with prog- 
ress (  )‘‘acting-out” tendencies 


6. Insight: ( achieving insight (_ )euriosity about dynamics { 
(_ )intellectual, but no emotional insight ( )resists insight 


7. Translation of insight into action: ( )excellent ( )satisfactory (  )poor 


8. Present symptoms: (Describe any checked items on back.) 


( )new physical ( )sexual disturbance ( intense anxiety 
symptoms or ( )intense depression ( hallucinations 
complaints ( )suicidal threats ( )delusions 
( )exaggerated old ( )suicidal attempts ( )excess alcohol 
physical symp- ( overactivity ( )excess sedatives or l 
toms (_ destructive tend- drugs | 
( )work disability encies (_ )other, describe: 


( )marked insomnia 
9. Severe environmental problems: ( )finances ( )work ( )family ( )other 
REMARKS: 
1. ( )Supervisory Conference Needed: ( )emergency foreseen 
( )dynamics not clear (  )treatment going poorly 


( )patient wants to discontinue 
(_ )therapist considering closing ( )other, describe: 


2. ( Consultation Needed: ( )with caseworker (  )with psychologist 
( )with medical consultant ( )with psychiatric consultant 
( )other, describe: 


3. Other (describe briefly on back of sheet what has been going on in treat- j 
ment during the last month.) 
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Appendix H 


TERMINAL NOTE 

1. NAME OF PATIENT: 
2. DATE OF INITIAL INTERVIEW: 

3. DATE OF TERMINAL INTERVIEW: 

| 4. TOTAL NUMBER OF SESSIONS: 

5 


. REASON FOR TERMINATION: ( )planned termination 
(__)withdrawal by patient (explain) 


6. CONDITION AT DISCHARGE: 
( )a. Recovered: Asymptomatic with good insight 
( )b. Markedly Improved: 
( )Asymptomatic with some insight 
( )Asymptomatic with no insight 
( )c. Moderately Improved: 
( )Partial reduction of symptoms with good insight 
( )Partial reduction of symptoms with some insight 
( )d. Slightly Improved: Partial reduction of symptoms with little or no 
insight i 
( )e. Unimproved 
(__)f. Worse (Describe) 


7. AREAS OF IMPROVEMENT: (Use back of sheet, if necessary.) 
a. Symptoms: 


b. Adjustment to Environment: (work, community, etc.) 
c. Physical Functions: (appetite, sleep, sex, etc.) 


d. Relations with People: 


8. PATIENT'S ATTITUDE TOWARD THERAPIST AT DISCHARGE: (Use 
back of sheet, if necessary.) 
( )ftiendly ( )indifferent ( )unfriendly 

9. Would patient object to a follow-up letter inquiring about. progress? 
( )Yes ( )No 

10. RECOMMENDATIONS TO PATIENT AT DISCHARGE: (if any. Use 


© back of sheet, if necessary.) 
11. DIAGNOSIS AT DISCHARGE: 


12. ADDITIONAL COMMENTS: (Use back of sheet.) 
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Appendix | 
PATIENT’S NAME: 
Date of Summary: SUMMARY 


Prepared by: Total Treatment Sessions: | Initial Interview Date: 


(Type this form, if possible. Use and attach additional blank sheets in the event 
space for any item is not sufficient, carrying over the same item number. Noze: This 
form has been condensed to two pages here; it is ordinarily in four pages, with 
considerable space between items.) 


I. CHIEF COMPLAINT: 


I. HISTORY AND DEVELOPMENT OF COMPLAINT: 


= 


III. OTHER COMPLAINTS AND SYMPTOMS: 


IV. MEDICAL, SURGICAL AND GYNECOLOGIC HISTORY: 


V. ENVIRONMENTAL DISTURBANCES (at onset of therapy): 


VI. RELATIONSHIP DIFFICULTIES (at onset of therapy): 


VII: HEREDITARY, CONSTITUTIONAL and EARĻY DEVELOPMENTAL 
INFLUENCES: 


VIII. FAMILY DATA: ° 


IX. PREVIOUS ATTACKS OF EMOTIONAL ILLNESS: 
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XI. 


XII. 


XIII. 


XIV. 


XV. 


XVI. 


XVII 


XVII. 


XIX. 


. INITIAL INTERVIEW (brief summary of condition of patient): 


LEVEL OF INSIGHT AND MOTIVATION (at onset of therapy): 


CLINICAL EXAMINATION (significant physical, neurologic, psychi- 
atric and psychologic findings): 


DIFFERENTIAL DIAGNOSIS: 


ESTIMATE OF PROGNOSIS: 


PSYCHODYNAMICS AND PSYCHOPATHOLOGY: 


COURSE OF TREATMENT (type of therapy employed, frequency, 
total sessions, significant events during therapy, nature of transference 
and resistance, progress in therapy, insight, change in symptoms, attitudes 
and relationships with people): 


CONDITION ON DISCHARGE: 


RECOMMENDATIONS TO PATIENT: 


STATISTICAL CLASSIFICATION: 
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Appendix J* 
(Case folder) 


NAME OF PATIENT: NAME OF THERAPIST: 
(L-Late; B-Broken; C-Cancelled) 


De 
DATE or C BILLING 


i 


| 


SREE 


SR SESSRRse 


[sv] 


* This form is printed on the front of a heavy manila correspondence folder, and the num- 
bered record of appointments (left hand column) is continued in two columns on the back 
of the folder, provision being made for 165 appointments. (The above reproduction has been 
reduced in size from an original 9 X 1134 inch folder.) 
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14. 


15. 


16. 


17. 


18. 


Appendix K 
OUTLINE FOR CASE PRESENTATION 


- Age of patient. 

. Sex. 

. Marital status. 

. How long married? 

. Number and ages of children. 
. Age and occupation of mate. 
. Any previous marriages? When? 
. Religion. 

. Education. 

. Occupation. 

. Employed? Salary. 


. If unemployed, source of income. 


. CHIEF COMPLAINT (in patient’s own words). 


HISTORY AND DEVELOPMENT OF COMPLAINT (date of onset, cir- 
cumstances under which complaint developed, progression from the onset 
to the time of the initial interview). 


OTHER COMPLAINTS AND SYMPTOMS (physical, emotional, psychic 
and behavioral symptoms other than those of the complaint factor). 


MEDICAL, SURGICAL, AND, IN WOMEN, GYNECOLOGIC HISTORY. 


ENVIRONMENTAL DISTURBANCES AT ONSET OF THERAPY 
(economic, work, housing, neighborhood, and family difficulties). 


RELATIONSHIP DIFFICULTIES AT ONSET OF THERAPY (disturbances 
in relationships with people, attitudes toward the world, toward authority 


and toward the self). 
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19. 


, 20. 


S21. 


22. 


23. 


24. 


25: 


Ww 


n 


2 


27. 


28. 


29. 


30. 


HEREDITARY, CONSTITUTIONAL AND EARLY DEVELOPMENTAL 
INFLUENCES (significant physical and psychiatric disorders in patient’s 
family, socioeconomic status of family, important early traumatic experiences 
and relationships, neurotic traits in childhood and adolescence). 


FAMILY DATA (mother, father, siblings, spouse, children—ages, state of 
health, personality adjustment, and patient's attitudes toward each). 


PREVIOUS ATTACKS OF EMOTIONAL ILLNESS (as a child and later. 
When did patient feel himself to be completely free from emotional illness?). 


INITIAL INTERVIEW (brief description of condition of patient at initial 
interview, including clinical findings). 


LEVEL OF INSIGHT AND MOTIVATION AT ONSET OF THERAPY 
(How long ago did the patient feel that he needed treatment? For what? Aware- 
ness of emotional nature of problem, willingness to accept psychotherapy.) 


PREVIOUS TREATMENTS (When did the patient first seek treatment? 
What treatment did he get? Any hospitalization?) 


CLINICAL EXAMINATION (significant findings in physical, neurologic, 
psychiatric and psychologic examinations). 


. DIFFERENTIAL DIAGNOSIS (at time of initial interview). 


ESTIMATE OF PROGNOSIS (at time of initial interview). 
PSYCHODYNAMICS AND PSYCHOPATHOLOGY. 


COURSE OF TREATMENT (up to time of presentation). 
(1) Type of therapy employed, frequency, total number of sessions, 
response to therapist. 


(2) Significant events. during therapy, dynamics that were revealed, ver- 
batim report of important dreams, nature of transference and resistance. 


(3) Progress in therapy, insight acquired, translation of insight into action, 
change in symptoms, attitudes and relationships with people. 


(4) Verbatim account of all or part of a typical session, if desired. 


STATISTICAL CLASSIFICATION. 
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Appendix L 


(This form is useful in determining the didactic and experiential equipment of an applicant 
for a clinic position) 


APPLICATION BLANK FOR NEW STAFF MEMBERS 


NAME ADDRESS 


AGE MARITAL STATUS TELEPHONE NO. 


1. DEGREES (where obtained and dates—undergraduate and postgraduate) 
2. DIDACTIC INSTRUCTION: 
WHERE TAKEN, YEAR, 
a. BASIC COURSES INSTRUCTOR 


Psychosocial Development 


Psychopathology 


Psychodynamics 


Techniques of Interviewing 


Basic Neuropsychiatry 


Readings in Psychiatric Literature 


Techniques in Psychotherapy 


Clinical Conferences 


Continuous Case Seminars 


Child Psychiatry 


Group Psychotherapy 


LSE Ue SE OS) S E i 
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b. What schools of psychotherapy or psychoanalysis have you attended as a 
matriculated student? 


Dates: 


Were you ever certified? 

Have you been qualified by any Board? 

Date of license, if any, to practice profession: 
Membership in which professional societies? 


3. PERSONAL PSYCHOANALYSIS OR PSYCHOTHERAPY 
When started: 
With whom: 
Number of sessions per week: | 
Total number of sessions: 


Additional therapy: 


4. CLINICAL EXPERIENCE: (Indicate names of therapeutic centers, clinics, insti- 
tutions or agencies; date of affiliation; capacity in which you have functioned.) 


5. CASE EXPERIENCE: 
When did you begin practicing psychotherapy? 
Can you estimate the total number of patients treated? 
Can you estimate the total number of patient sessions to date? 
Underline the kinds of problems you have handled: character disorder 
psychopathic personality anxiety neurosis anxiety hysteria 
conversion hysteria obsessive compulsive neurosis 
psychosomatic problem alcoholism drug addiction 
preschizophrenia schizophrenia psychoneurotic depression 
manic-depressive psychosis involutional melancholia 
paranoid condition marital problem childhood behavior problem 


childhood psychoneurosis childhood psychosis convulsive disorder 
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6. 


10. 


SUPERVISED CLINICAL EXPERIENCE: (Give names of supervisors, place 
of supervision, dates, total number of sessions with each supervisor.) 


. SUPERVISORY EXPERIENCE: 


Have you ever supervised therapists in psychotherapy? 
If yes, how many therapists? 
Total number of supervisory sessions: 


Have you ever had a course of instruction in psychotherapeutic supervision? 


. GROUP THERAPY: 


Have you ever done group therapy? 

If so, underline types: inspirational and supportive groups 
educational groups discussion groups analytic groups 
social and activity groups psychodrama 


Total number of group therapy sessions 


. PSYCHOTHERAPEUTIC TEACHING EXPERIENCE: (Courses taught, 


dates, places): 


HAVE YOU EVER PUBLISHED ANY MATERIAL ON PSYCHO- 
THERAPY: (Papers, pamphlets) If so, list: 
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Appendix M 


(Informational sheet which may be given the patient prior to the initial interview) 


E e E E TON 
QUESTIONS YOU MAY HAVE ABOUT PSYCHOTHERAPY 


. DO I NEED PSYCHOTHERAPY? 


If you have nervous symptoms such as tension, depression, fears, fatigue, and 
certain physical complaints for which your doctor finds no physical basis; if 
you find it difficult to get along in your work or in your relations with people; 
if you have a school, sex or marital problem; or if you merely feel irritable, 
unhappy and believe you are not getting the most out of life, psychotherapy 
will be of help to you. 


. HOW DOES PSYCHOTHERAPY WORK? 


Nervous symptoms and unwarranted unhappiness are the product of inner 
emotional conflicts. In psychotherapy you are helped to understand your cons 
flicts. In this way it is possible for you to do something constructive about 
solving them. 


. CAN PHYSICAL SYMPTOMS BE CAUSED BY EMOTION? 


Many physical symptoms are psychosomatic in nature, which means that 
they have an emotional or nervous basis. When you come to think of it, it is 
not really so strange that emotional strain or worty should produce physical 
symptoms. After all, every organ in your body is connected with your brain 
by nerve channels; and so it is logical that when your nervous system is upset 
by some crisis or conflict, you may feel the effects in various organs of the body. 


_ IF I CANNOT SOLVE MY PERSONAL PROBLEMS WITHOUT HELP 


DOES THAT MEAN THAT I HAVE A WEAK WILL OR AM ON THE 
WAY TO A MENTAL BREAKDOWN? 


No. Even if you haye no serious symptoms, it is difficult to work out emotional 
problems by yourself because you are too close to them and cannot see them 
clearly. More and more people, even those with a great deal of psychologic 
knowledge, are seeking help these days because they realize this. The fact that 
you desire aid is a compliment to your judgment and is no indication that you 
are approaching a mental breakdown. Psychotherapy has helped countless 
numbers of people to overcome serious emotional symptoms, and has enabled 
many others to increase their working capacities, and to better their relationships 
with people. 
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5. WHAT KIND OF TREATMENT WILL I NEED? 


The kind of treatment best suited for you can be determined only by a careful 
evaluation of your problem by a psychiatrist. 


n 


. WHAT HAPPENS TO THE INFORMATION ABOUT ME? 


In scientific work, records are necessary, since they permit of a more thorough 
dealing with one’s problems. It is understandable that you might be concerned 
about what happens to the information about you, because much or all of 
this information is highly personal. Case records are confidential. No outsider, 
not even your closest relative or family physician, is permitted to see your case record 
without your written permission. 


7. HOW CAN I HELP TO COOPERATE WITH THE TREATMENT PLAN? 


The general practitioner has his medications; the surgeon works with his 
instruments; the heart specialist has his x-rays and delicate recording apparatus. 
But for the most part, the psychotherapist has only one aid besides his knowl- 
edge—YOU. Your cooperation and trust in him are essential. You must feel 
free to take up with your therapist anything about the treatment process which 
disturbs you or puzzles you in any way. By doing this you have the best chance 
of shortening your treatment and of insuring its fullest success. 
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Appendix N 
(To be filled out by the patient when indicated) 


NAME 
LAST FIRST DATE 


ee 
PERSONAL HISTORY SHEET 


This material is necessary for the completion of your records. In answering the 
questions use extra sheets if required, noting the number of the question that is 
being answered. This, as all other information, will be kept confidential. If you 
are particularly troubled by any question and do not desire to answer it, merely 
write in “Do not care to answer.” 


1. How would you describe your health (excellent, good, fair, poor)? 


a. Physical —_——______—_—— 
b. Emotional —______— 


2. What physical illnesses have you had? When? 


3: When was your last examination by a physician? ——________— 
For what condition? ——______—_ 
4, Have you in the last 2 years had 


a. Chest x-ray 
b. Urine examination ` 


5. Haye you ever been turned down for life insurance? 
If yes, why? 
6. Have you ever been in a hospital? —_——— If yes: 


Name of hospital 
Nature of illness 
Date and length of hospitalization 


7. When was the last time you felt well both physically and emotionally 
for a sustained period? 
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10. 


1t. 


12; 


13. 


14. 


15. 


nann nn nn nnn ee 


. Have you received treatment for “nervous” or emotional difficulties? —— 
If so: 
Date 
Frequency of visits 
Nature of treatment ba 
Whom treated by 
. Does your present job satisfy you? 
If not, in what ways are you dissatisfied? 
Do you think you could handle a job more difficult than those you have 
held? 
If yes, describe. 
What is your ambition? 
Do you make friends easily? ________ Do you keep them? ae! 
Are most of your friends of one sex? Which? 
Can you confide in your friends? —________—- 
How is most of your free time occupied? 
Check any of the following that apply to you: 
)headaches ( )depressed 
) dizziness ( )suicidal ideas 
)fainting spells ( )always worried about something 
)palpitations ( unable to relax 
)stomach trouble ( )unable to have a good time 
)no appetite ( )don’t like weekends and vacations 
)bowel disturbances ( )over-ambitious 
)fatigue ( )sexual problems 
)insomnia (_ )shy with people 
)nightmares ( )can’t make friends 
)take sedatives ( )can’t make decisions 
)alcoholism (_ )can’t keep a job 
)feel tense ( )inferiority feelings 
)feel panicky ( )home conditions bad 
)tremors ( )financial problems 
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Appendix O 


MEDICAL FORM 


RE: 


DEAR DR. 
The above patient has given us permission to ask you for the results of his 
recent physical examination. I would appreciate your filling out this form and 
returning it in the enclosed envelope: 
Head: E.E.N.T. 
Neck: 
Cardiovascular: 
Pulmonary: 
Genito-urinary: 
Neurologic: 
Additional: 
Diagnosis: 
From your findings is there any evidence of physical illness which requires 
treatment at this time? NO_____ YES 


If, yes, what medical treatment do you recommend? 


Sincerely yours, 


M.D. 


Address: = ee es 


Telephone No. 
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Appendix P 


PHYSICAL, NEUROLOGIC 
AND LABORATORY EXAMINATIONS 


(Check items in which abnormality exists and explain below) 


I. Physical Examination: 


( )Stature ( )Tongue ( )Abdomen 

( )Nutrition ( )Gums and teeth ( )Hernia 

( )Weight ( )Pharynx ( )Genitals 

( )Skin ( )Tonsils ( )Muscles 

( )Hair (_ )Neck ( )Bones 

( )Scalp ( )Thyroid gland ( )Joints 

( )Eyes ( )Chest ( )Spine 

( )Nose ( )Breasts ( )Extremities 

( )Sinuses ( Lungs ( )Nails 

( )Ears ( )Heart ( )Lymphatic glands 
(_ )Lips e (Blood vessels ( )Other (explain 
( )Mouth ( )Blood pressure below) 

II. Neurologic Examination: 

( )Station ( )Oculomotor, trochlear and 

( )Gait abducens nerves 

( )Tactile sense ( )Trigeminal nerve 

( )Pressure sense ( )Facial nerve 

( )Temperature ( )Auditory nerve 

( )Pain ( )Glossopharyngeal nerve 
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( )Muscular sense ( )Vagus nerve 

( )Stereognostic sense (__ )Spiral accessory nerve 

( )Olfactory nerve ( )Hypoglossal nerve 

( )Optic nerve ( )Knee jerk 

( ) Achilles reflex (_ )Abdominal and epigastric reflexes 

( )Ankle clonus ( )Sphincteric reflexes 

( )Wrist, biceps, triceps ( )Motor disturbances 
reflexes ( )Paresis 

( )Babinski reflex ( )Muscles weakness 

( )Oppenheim’s reflex ( )Hypotonia 

( )Gordon reflex ( )Tremors, tics, spasms 

(_)Cremasteric reflex (_ )Other (explain below) 

Ill. Miscellaneous Examinations: 

( )Urinalysis ( )X-ray examination 

( )Blood analysis ( )Electrocardiogram 

( )Endocrine analysis (__ )Electroencephalogram 


( )Other (specify) 


IV. SUMMARY OF PHYSICAL, NEUROLOGIC AND LABORATORY 
EXAMINATIONS: (If examinations are essentially negative, check below. 
Explain items which have been checked above.) 

( )Physical examination negative 

(Neurologic examination negative 


(_ Miscellaneous examinations negative 
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Appendix Q 
NAME OF PATIENT: 


MENTAL EXAMINATION 


(Check the following and elaborate below.) 


I. Attitude and General Behavior: 
A. Physical appearance: ( )disheveled ( )untidy ( )unkempt 
B. Degree of cooperativeness: ( )fair ( )poor 
C. General manner: ( )mistrustful ( suspicious (  )antagonistic 
( )negativistic ( )defiant ( )preoccupied 
D. General activity: ( )motor retardation ( hyperactivity ( )stereotypy 
( )mannerisms ( )tics ( echolalia ( )echopraxia 


( )perseveration ( compulsion 


Il. Stream of Mental Activity: 
A. Accessibility: ( )indifferent (self-absorbed ( )inaccessible 
B. Productivity: ( )voluble ( )circumstantial ( )flight of ideas 
( )underproductive (  )retardated ( )mute 
C. Progression of thought: (_)illogical ( )irrelevant ( incoherent 
( verbigeration ( )blocking 
D. Neologisms: 
II. Emotional Reactions: 


A. Quality of affect: ( )elation ( )exhilaration ( )exaltation 
( )euphoria ( )mild depression ( )moderate depression 
( )severe depression ( )apprehension ( )fear ( )anxiety 
(_ )irritability ( )morbid anger ( )apathy 
( )emotional instability 

B. Appropriateness of affect: ( )incongruity with thought content 


( ambivalence (  )emotional deterioration 
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IV. 


VI. 


Mental Trend—Content of Thought: 

A. Thinking disorders: ( )phobias ( obsessive ideas 
( )psychosomatic complaints ( )persecutory trend 
(_ )ideas of reference ( ) grandiose ideas 
( )depressive delusions (_ nihilistic delusions 
( )hypochondriac ideas (_ )ideas of unreality 
(__)deprivation of thought (__ )delusions of influence 
( )autistic thinking 

B. Perceptive disorders: ( )auditory hallucinations 
(_ )visual hallucinations (_ )olfactory hallucinations 
(_ )tactile hallucinations 
(_ )reflex, microptic, hypnagogic or psychomotor hallucinations 
( illusions 


. Sensorium, Mental Grasp and Capacity: 


A. Disorders of consciousness: ( )confusion ( )clouding 
( )dream state ( )delirium ( )stupor 
B. Disorders of apperception: ( )mild ( )severe 
C. Disorders of orientation: ( )time ( )place ( )person 
D. Disorders of personal identification and memory: ( )general amnesia 
( )circumscribed amnesia ( )confabulation 
(_ )retrospective falsification ( )hypermnesia 
E. Disorders of retention and immediate recall: ( )mild ( )severe 
F. Disorders of counting and calculation: ( )mild ( )severe 
G. Disorders of reading: ( )mild ( )severe 
H. Disorders of writing: ( )mild ( )severe 
I. Disorders in school and general knowledge: ( )mild ( )severe 
J. Disorders in attention, concentration and thinking capacity: 
( )mild ( )severe 
K. Disorders in intelligence: ( )inconsistent with education ( )mild 
( )severe 
L. Disorders in judgment: ( )mild ( )severe 
M. Disorders in insight: ( )mild ( )severe 


Summary of Mental Examination: (check and describe abnormality, if any) 
(Mental examination essentially negative 
( )Disturbance in attitude and general behavior 
(_ )Disturbance in stream of mental activity 
(_ )Disturbance in emotional reaction 
( )Disturbance in mental trend—content of thought 
(Disturbance in sensorium, mental grasp and capacity 
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Appendix R 


AUTHORIZATION FOR RELEASE OF 
MEDICAL RECORDS 


TO; 


ADDRESS: 


I would appreciate your releasing to ee 


all records or abstracts pertaining to my case. I herewith grant permission for this 


release. 


SIGNED: 


Witness: 


Date: 
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Appendix S 


(This sheet may be given monthly to selected patients for a progress report.) 


pee) 
PROGRESS REPORT 


NAME: DATE: 


(At the beginning of each month, it would be helpful if you would write a brief 
report on how you feel and what you believe has been accomplished in the past 
month.) 


Check the following: 

The symptoms and complaints for which I sought treatment originally are: 
( )the same ( )better ( worse 

My understanding of my condition is: ( Jexcellent ( )good (__ )fair 
( )poor 

I believe my relationship with my therapist to be: ( )good ( )fair 
(_ )in need of improvement 

I would consider my progress to be: ( Jexcellent ( )good ( )fair 


( )poor 
ADDITIONAL COMMENTS: 
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Abbreviated goals, see Goals, abbreviated 
Accenting (in interviewing), 176 
Acceptance, need for, 319 
Acting-out, 588-589, 473, 514, 523 
aggression as, 476 
in group therapy, 570, 571 
handling, 476-477 
as resistance, 466 
values in, 676 
“Active psychoanalysis,” 70-72 
“Active therapy” of Ferenczi, 68 
Activity 
building motivation for, 496-497 
employing, in reducing transference, 400 
stimulating, during session, case illustration, 
711-720 
of therapist, 93 
“Activity group therapy,” 52 
Adjunctive aids, 569-582 
in psychoanalytically oriented psychotherapy, 
81-86 
in psychotherapy, (course), 141 
Adjunctive therapies, 8 
Adjuncts during therapy, 95 
Adjustment, previous, in relation to prognosis, 
238 
Adjustment problems and bibliotherapy, 578 
Adler, Alexandra, 66 
Adler, Alfred, school of, 65-66 
Adler, Kurt, 66 
Adlerian analysis 
interview focus in, 88 
See also Individual psychology 
Adlerian Consultation Centers, 66 
Adolescents 
books on understanding, in bibliotherapy, 
581 
books to be read by, in bibliotherapy, 581 
Advice-giving, 93, 504, 527, 543, 625, 667 
Age of patient, in relation to prognosis, 231 
Age of therapist, 250 
answering questions about, 204 
Aggression 
as “‘acting-out,” 476 
permitting expression of, 668 
reeducative handling of, 545 
stimulation of, as a result of interpretation, 
450 
toward therapist, 514 
violent, hospitalization for, 588 
Alcoholic intoxication 
acute, handling, 590 
apomorphine in, 109 


Alcoholic, treatment of the (course), 140 
Alcoholics 
acute intoxication in, 590 
inadequate motivation in, 275 
Alcoholics Anonymous, 617, 620 
Alcoholism, 615-620 
antabuse in, 33, 620 
benzedrine in, 33 
emergencies in, 264 
hypnosis in, 573 
prestige suggestion in, 22 
reconditioning in, 48 
a supportive therapy for, 254, 523, 616 
Ambition, compulsive, as resistance, 323 
Ambition, neurotic, in therapist, 489-490 
Ambivalence 
handling, 674-675 
in obsessive-compulsive reactions, 601, 602 
resolution of, 513-518 
American Institute for Psychoanalysis, 78 
American Medical Association, report on cer- 
tification of psychologists, 121 
American Psychiatric Association Council, 121 
American Psychoanalytic Association, 63 
American Psychological Association, Commit- 
tee on Training in Clinical Psychology, 
115 
Amnesia 
in conversion and dissociative reactions, 599 
effect of recovery of repressed memories on, 
425 
hypnosis in, 573 
See also Memories, forgotten 
Amphetamine sulfate, in barbiturate poisoning, 
591 
Anal personality patterns, 612-613 
Analytical psychology, 66-68 
Anesthesia, treatment of, 598 
Anorexia, in depressed patients, 629 
Antabuse therapy in alcoholism, 33, 620 
Anthropology, contributions to psychotherapy 
in, 106 
Anti-social behavior, handling, 588-589 
Anxiety, 508, 512 
in detached personalities, 611-612 
environmental manipulation in, 589-590 
equivalents, 552 
increasing frequency of sessions for, 590 
stimulated by insight, 494 
handling of intense, 589-590 
stimulated by interpretation, 450—451 
and learning, 496 
myanesin therapy for, 33 
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Anxiety—Continued 
effect of narcosis on, 576 
narcotherapy in, 577 
in “schizoid” personalities, 610 
sub-coma insulin for, 590 
supportive therapy in, 589 
in therapist, 490 
in therapy of psychosomatic disorders, 605, 
606 
Anxiety hysteria, see Phobic reactions 
Anxiety neurosis, see Anxiety reactions 
Anxiety reactions, 597-598 
hypnosis in, 573 
narcotherapy in, 85, 576 
prognosis in, 232 
reconstructive therapy for, 255 
sub-coma insulin treatment in, 32 
supportive therapy for, 254 
susceptibility to Freudian psychoanalysis of, 
109 
Anxiety state, see Anxiety reactions 
Aphonia, treatment of, 598 
Application blank for new staff members, 827— 
829 
Appointments 
breaking, 666 
lateness in, 666-667 
Apomorphine for alcoholism, 109 
Approaches in psychotherapy, 306-307 
blending, 662 
Argumentativeness, handling, 665 
Arguments, need for avoidance of, with pa- 
tient, 333 
Art analysis, in the exploration of the uncon- 
scious, 429 
Art creations, in psychologic testing, 268 
Art therapy, 83-84, 8 
criticism of, 83-84 
problems susceptible to, 257 
Aschner treatment for schizophrenia, 636 
Assertiveness, fear of, in therapist, 490 
Astasia-abasia, treatment of, 598 
Atonia, hydrotherapy in, 31 
“Attitude therapy,” 8, 37 
problems susceptible to, 256 
Attitudes 
change of, with bibliotherapy, 578 
interpretation of, 444 
Authoritarianism in therapist, 489, 673 
Authoritative approach, in conversion and dis- 
sociative reactions, 598 
Authorization for release of medical records, 
form for, 839 
Automatic writing, in hypnoanalysis, case illus- 
tration of, 433 
Auto-suggestion, 22 
in phobic reactions, 600 
Barbiturate addiction, 621 
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Barbiturate poisoning, treatment of, 590-591 
Basic neuropsychiatry, (course), 138 
Basic rule, see Free association 
Battle exhaustion, see Stress reactions 
Beginning phase of treatment, 195-358 
dreams in, 386 
Behavior problems, inadequate motivation in, 
275 
Belittling patient, need for avoidance of, 333- 
334 
Benzedrine 
in alcoholism, 33 
in depressed patients, 629 
“Best” kind of psychotherapy, 106-111, 307 
Bias in psychiatric field, 106 
Bibliotherapy, 578-582 
Bills, non-payment of, 346 
Blaming patient, need to avoid, 334 
Boasting, need to avoid, 332 
Borderline cases, 625 
abbreviated goals in, 563 
(course), 139 
supportive therapy for, 523 
transference in, 401 
Borderline patients, see Borderline cases 
Brain surgery, 34, 542 
in intractable pain, 595 
in obsessive-compulsive reactions, 604 
problems susceptible to, 256 
in schizophrenia, 34 
Brain tumor, complicating therapy, 594 
Breaking appointments, 666 
“Brief” psychotherapy, see Short-term therapy 
Broken appointments, charge for, 312 
Business dealings with patients, avoiding, 352 


Cancelled appointments, charge for, 312 
Cancer, complicating therapy, 594 
Carbon dioxide therapy, 33-34 
Care of emotional problems by psychotherapy, 
305 
Case folder, 686 
form, 824 
Case history, see History-taking 
Case illustrations 
activity during session, encouraging, wil 
720 
attack on former therapist, handling, 274 
authoritative interpretations, making, 443- 
444 
choice of therapies, 251-254 
circumscribing the area of subject coverage 
173-175 
clarifying misconceptions about therapy, 
286-287 
collating essential data, 209-215 
counter-transference, 492 
creating incentives for therapy, 281-282 


‘ 


me 
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defining therapist's role, 349-350 

delineating patient's responsibilities, 347- 
348 

diagnosis, making a, 221-226 

dream interpretation, technique of, 383, 386, 
388 

dreams, 326-327, 381-382, 389-397, 452- 
461, 711-712, 734-736, 752-753, 766- 
767 

explaining how psychotherapy works, 353- 
356 

exploring trends and patterns, 412-416, 
416-420 

first inquiry, handling the, 199-200 

focusing on, as a means of identifying pat- 

terns 

feelings, 369-370, 370-371 
interpersonal relations, 372-373 
past history, 374 
slips of speech, 374-375 
symptoms, 366-368 

free association, use of, as a means of 
identifying patterns, 377-378 

guiding the theme of interview toward fruit- 
ful goal, 170-171 

hostility toward therapist, 461-462 

hypnoanalysis, 431-438 

hysterical conversion symptom, relief of, 
431-438 

identifying an important theme, 166-167 

initial interview, 293-302, 690-699 

initial resistances, dealing with, 203, 204, 
205, 206 

insight, achieving, 720-733 
through focused interviewing, 364-365 
translating, into action, 500, 505-507, 

733-142 

interpretations 
handling untoward effects of, 451-452 
making, 179, 180-181, 452-462 
tentative, making, 441-442 

interruption of therapy, planned, 564-565 

levels in focusing of interview, 168-169 

middle phase of therapy, 720-733 

misconceptions about psychotherapy, han- 
dling, 286-287 

motivation, inadequate, 277—280, 288-291, 
291-292 

negative feelings, indicating acceptance of, 
277-280 

opening the interview, 161-162 

parataxic distortions, self-interpretation of, 
440-442 

pauses, managing, 162-163 

“primal scene,” recovery of repressed mem- 
ory of, 431-438 

recognizing and reflecting negative feelings, 
276-277 
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reeducative therapy, 688 
referral for psychologic testing, 270 
referring the patient, 264 
resistance, handling of, 473-474, 474-475, 
475, 475-476, 480-483 
contempt for normality as, 468-469 
intellectual inhibitions as, 465-466 
to termination, 559-560 
self-interpretation, 440-441 
silence, managing, 164 
structuring 
of therapy, acceptance of, 356-358 
the therapeutic situation, 700-709 
termination of therapy, 769-779 
discussing, with patient, 557-558 
transference, 402-404, 404-405, 405-409, 
430 
break-through of, 401-402 
negative, 519-520 
neurosis, 409-410, 430-431 
positive, 518-519 
resistance, 480-483, 483-487 
transferring the patient, 565 
working relationship, signs of a, 337-339 
working-through process, 509-510, 510- 
512, 518-522 
Case presentation outline, 825-826 
Case record, see Recording 
Case summary, (recording), 684-685 
Casework, 11-12 
contributions to psychotherapy, 106 
diagnostic, problems susceptible to, 256 
functional, problems susceptible to, 256 
Casework consultation, 267-268 
Casework therapy, 8, 46-47 
Caseworker, in teamwork functioning, 130- 
135 
See also Psychiatric caseworker and Social 
worker 
Castration desires and fears 
as a sign of ego disintegration, 587 
interpretation of, 449 
as resistance, 473 
symbolic significance of, 423 
Cause of emotional illness, 304 
Cerebral hemorrhage complicating therapy, 
594, 595 
Cerebral thombosis complicating therapy, 594 
Certification of psychologists, 121 
Character analysis, 72-73 
Character disorder, definition of, 305 
See also Personality disorders 
Character 
distortions, as a means of adjusting to con- 
flict, 555 
rigidity, supportive therapy in, 523 
strivings, ego-syntonic nature of, 607 
structure 
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Character—Continued 
analysis of, in group therapy, 571 
and cure, 678-679 
in obsessive compulsive reactions, 601 
Child care, in bibliotherapy, books on, 581 
Childhood origin of emotional problems, 304 
Child psychiatry, (course), 139 
Child-rearing and bibliotherapy, 578 
Child Study Association of America, 581 
Choice of therapist, 249-250 
Choice of treatment method, 250-258 
Christian Science, 19 
Church facilities, in environmental adjustment, 
502 
Client-centered therapy, see Non-directive ther- 
apy 
Clinical psychologist 
definition of, 306 
See also Psychologists 
Clinical seminars, (courses), 139 
Clinical team, see Teamwork functioning 
Coercion, as supportive therapy, 24 
Combat exhaustion, see Stress reactions 
Combined therapy, 569, 572 
Communicating 
acceptance, 328-329 
empathy, 329-330 
interest, 327-328 
objectivity, 329 
tolerance, 328-329 
understanding of problems, 325-326 
Communication 
differences in, during supervision, 645 
explaining the manner of, 340-342 
need for free, 310-311 
Communications of patient, 92-93 
Communicativeness of patient, 247 
Comparative study of psychotherapeutic ap- 
proaches, (course), 138 
Compensation and other medicolegal problems 
in psychiatry, (course), 141 
Competitiveness with therapist, as resistance, 
471 
Compliance, excessive, reeducative handling of, 
544-545 
Compulsion neurosis, see Obsessive-compulsive 
reactions 
Compulsions, 425 
Compulsive symptoms, in psychosomatic dis- 
orders, 605 
Compulsive talking, as a sign of ego disinte- 
gration, 587 
Concentrative blocks as resistance, 465 
“Conditioned reflex therapy,” 48 
Condonation, need for, in therapy, 319 
Confession, see Emotional catharsis 
Confessions of therapist to patient, 673 
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Confidential nature of communications, ex- 
plaining, 343-344 
Conflicts 
engendered by trends, 411 
exposure of unconscious, 421 
expressed in dreams, 385 
interpretation of, 444 
repressed memories as sources of, 423 
Conscience, modification of, 516, 517 
Constitution, in relation to prognosis, 234 
Consultation with patient treated by another 
therapist, handling, 661-662 
Consultations 
casework, 267-268 
with community workers, 681 
medical, 266 
neurologic, 266 
psychiatric, 266 
psychologic, 268-271 
securing essential, 266-271 
Contempt 
for normality, as resistance, 468-469 
for therapist's values as resistance, 472 
Continuous sleep treatment, 33 
Contractures, hysterical, treatment of, 598 
Control of obnoxious traits, best therapy for, 
678 
Controlling tendencies, as resistance, 472 
Conversion hysteria 
narcotherapy in, 85 
reconstructive therapy for, 255 
susceptibility of, to Freudian psychoanalysis, 
109 
See also Conversion and dissociative reac- 
tions 
Conversion reactions, 598-599 
prognosis in, 232 
Conversion symptoms, 425 
hypnosis in, 573 
Convulsive therapy, 8, 31-32, 542 
problems susceptible to, 256 
role of nurse in, 126 
See also Electric convulsive therapy 
Coronary attack complicating therapy, 594-595 
Correspondence, essential, 265 
Cortical undercutting, see Brain surgery 
Couch position 
anxiety in, 669 
as a means of stirring up unconscious aC- 
tivity, 429 
avoiding of, to reduce transference, 400 
explaining use of, 344 
rationale of, 310 
use of, to accentuate transference, 401 
Council for the Clinical Training of Theologi- 
cal Students, 127 
Counseling, 12-13 
See also Therapeutic counseling 
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Counter-transference, 142-146, 488-493, 89, 
184, 197, 320-322, 324-325, 328, 587, 
673, 676 

case illustration of, 492 

as a deterrant to learning new patterns, 503 

effect of personal therapy on, 491 

insight as a deterrant to, 488 

interminable therapy and, 669-670 

need to analyze, in treating schizophrenics, 
632 

sexual, 478 

during supervision, 654, 657—660 

transferring the patient, due to, 565 

Creativity, loss of, in therapy, 309 

Criminal, treatment of the, (course), 140 

Criminality, hospitalization for, 588 

Criminals, inadequate motivation in, 275 

Criticism 

of another therapist, handling of, 274 
of patient, need to avoid, 331-332 

Crucial decisions, making of,*during therapy, 
311 

Crying in patient, handling of, 673 

Cultural ideas of success in therapy, 552 

Cultural standards, mediation of, in environ- 
mental manipulation, 528 

Culture and personality, (course), 141 

Cure, apparent and permanent, 678-679 


Daily habits, correction of, in environmental 
manipulation, 528 
Day-dreaming, excessive, as a sign of ego dis- 
integration, 587 
Decisions 
crucial, during therapy, 667-668 
important, avoiding, 348 
Decorative scheme of office, 187 
Defenses 
as revealed in dreams, 385 
characterologic, 513 
exposure of, 412 
interpretation of, 444, 463 
mechanisms of, effect of interpretation on, 
450 
Defiance as resistance, 471 
Definitions of psychotherapy, 3-6 
Delays 
in getting well, explaining, 343, 345 
in starting therapy, handling, 261 
Delinquents, inadequate motivation in, 275 
Delirium tremens, sub-coma insulin treatment 
in, 32 
Delusions as a sign of ego disintegration, 587 
Demands by patient, insistent, handling, 668- 
669 
Dementia praecox, see Schizophrenic reactions 
Demonstrativeness, limits of, 350-351 
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Dependency, 608-610 
activities of therapist that stimulate, 675- 
676 pas 
analysis of, in termination, 558 
compulsive, consequences of, 512 
inadequate motivations for therapy in pa- 
tients with, 472 
motivational lacks in, 608 
in obsessive-compulsive reactions, 601, 604 
in phobic reactions, 599 
reeducative handling of, 544 
as resistance, 322-323, 564 
supportive handling of, 608 
termination problems in, 558-560 
as transference, 470-471 
Dependent needs, in therapy, 318-319 
Dependent reactions, in alcoholics, 616, 618 
Depersonalization, as a sign of ego disintegra- 
tion, 587 
Depression 
acute, group therapy in, 570 
due to hostile transference, 478 
effect of narcosis on, 576 
in narcissistic reactions, 614 
severe, supportive therapy for, 523 
severe, treatment of, (course), 141 
stimulation of, as a result of interpretation, 
450 
suicidal attempts in, 585-586 
suicidal risks in, 583 
See also Depressive reactions 
Depressive reactions, 605 
anticipating emergencies in, 264 
convulsive therapy in, 32, 605, 629 
See also Depression 
Deprivations, imposing, 674 
Desensitization, 28-30, 541-542, 8, 595 
in narcotherapy, 578 
in phobic reactions, 600 
Destructive tendencies 
due to transference, 478 
supportive therapy for, 523 
Detached patterns, dynamic significance of, 
610-611 
Detached personalities, 610-612 
Detachment 
as a defense, 514 
inadequate motivations for therapy in pa- 
tients with, 472 
in obsessive-compulsive reactions, 602 
reeducative handling of, 545 
as resistance, 323-324, 471-472 
in schizophrenia, 634 
in therapist, 489 
treatment of, by externalization of interests, 
530 
Detoxification therapy in alcoholism, 590, 616 
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Developmental history in relation to prognosis, 
235-236 
Diagnosis 
making a, 216-226 
in relation to prognosis, 231 
Diagnostic casework, 46-47 
Dianetics, 30, 308 
Didactic analysis, see Personal therapy for 
therapist 
Differences among the various psychotherapies, 
87-95 
Directive counseling, problems susceptible to, 
256 
Directive methodologies, choice of, in thera- 
pists, 491 
“Directive therapy,” 45-46 
Directiveness in therapist, 489, 667 
Disappointments in therapy, preparing patient 
for, 498 
Disintegrative tendencies 
effect on therapeutic goals of, 555 
reappraisal of goals in, 578 
Dissociating the treatment hour from life, as 
resistance, 467-468 
Dissociation, 424 
Dissociative reactions, 598-599 
hypnosis in, 573 
Distributive analysis and synthesis, 38-41, 8 
problems susceptible to, 256 
Distrust 
in depressed patients, 628 
as resistance, 323 
Divorce, 667 
caution in advising, 502-503 
Dogmatic utterances, need to avoid, 334 
Dream interpretation, technique of, (course), 
139 
Dreams, 514 
anxiety, 670 
avoiding, to reduce transference, 400 
bizarreness of, 310 
case illustrations of, 326-327, 354, 356, 
381-382, 383, 386-388, 389-397, 415, 
452-461, 711-712, 734-736, 752-753, 
766-767 
causes of, 310 
content of, 380 
dogmatic analysis of, need to avoid, 335 
excessive, 670 
explaining rationale of, 342-343 
focusing on 
to accentuate transference, 401 
as a means of identifying patterns, 379- 
397 
as a means of stirring up unconscious ac- 
tivity, 429 
instructing patient in, 342-343 
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interpreting, as a means of building) rela- 
tionship, 326-327 
most important, 670 
observation of, as assigned task, 348 
possibility of interpretation of, 310 
repetitive, 670 
reporting of, 309-310 
resistance to working with, handled by bib- 
liotherapy, 579 
as signs of potential suicidal risk, 583 
structure of, 379-380 
symbolism in, 422 
technique of interpretation, 382-389 
therapeutic use of, 94, 381-382 
use of 
in beginning phase of treatment, 386 
in exploratory phase of treatment, 386 
in phase of translating insight into action, 
388-389 
in terminal phase of treatment, 389 
utility of, in interpreting sexual transfer- 
ence, 478 
as a vehicle toward insight, 324 
Drug addict, treatment of the, (course), 140 
Drug addiction, 620-621 
anticipating emergencies in, 264 
benzedrine in, 33 
inadequate motivation in, 275 
prognosis in, 232 
supportive therapy for, 254, 523 
Drug therapy, 32, 8, 542 
problems susceptible to, 256 
Drugs, tension-relieving effect of, 524 
Duration of illness, in relation to prognosis, 
231 
Duration of therapy, 89, 312 
estimation of, 259-260 
“Dynamic-cultural” school of psychoanalysis, 
75-80 
criticisms of, 80 
Dynamic interpretation of diagnosis, 216-220 
Dynamics 
confusion as to, 667 
formulating the, 227-229 
of therapy, 645 
See also Psychodynamics 


Eclecticism in psychotherapy, 38, 107, 677 

Economic situation, adjustment of, in environ- 
mental manipulation, 528 

Education, mental health in, 128 

Educational approaches, 10-11 

Educational background of the psychotherapist, 
137-141 

Educational disabilities, 271 

Educational problems, guidance in, 255 

Effect of psychotherapy, 108 

Ego collapse, supportive techniques for, 524 
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Ego damage, effect on therapeutic goals, 554 
Ego disintegration, signs of, during therapy, 
587 
Ego growth, 513 
catalyzing, during terminal phase, 560-561 
Ego shattering 
during insight therapy, 586 
in transference, 586 
Ego strength 
rebuilding of, 516-517 
as related to goals in therapy, 556 
as related to prognosis, 234-238 
“Ego-syntonic” nature of character strivings, 
607 
Ego weakness in schizophrenia, 631, 632-633 
Electric convulsive therapy, 588 
in depressive reactions, 32, 605, 629 
in involutional psychosis, 626 
in manic patients, 628 
in psychotic disorders, 626 
See also Convulsive therapy 
Electrical recording, 686-687 
Electroshock, see Convulsive therapy and Elec- 
tric convulsive therapy 
Emergencies 
anticipating, 264 
handling, 583-596 
Emotional catharsis, 28-30, 541-542, 8, 524 
in “activity group therapy,” 52 
and desensitization, problems susceptible to, 
256 
effect of play therapy on, 84 
influence of narcosis on, 576 
interview focus in, 88 
need for, in therapy, 319 
promoting, with narcotherapy, 589 
in psychodrama, 51 
Empathy, need for, 589 
Encouragement of patient, indications for, 504, 
543 
Encouragement of positive aspects of adjust- 
ment, 676 
Endocrine therapy, see Glandular therapy 
Enthusiasms, unrestrained, handling of, 675 
Environmental disturbance 
adjustment of, in translating insight into 
action, 501-503 
effect on therapeutic goals of, 554 
focusing on, as a means of identifying pat- 
terns, 370-371 
rectification of, in reeducative therapy, 544 
supportive measures in, 524, 543 
Environmental factors 
early, in relation to prognosis, 234-235 
precipitation, in relation to prognosis, 237— 
238 
Environmental manipulation, 19-20, 527-528, 
8, 501-503 
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in acute anxiety, 589-590 
in alcoholism, 618 
in borderline cases, 625 
in personality problems, 607 
problems susceptible to, 255 
in psychopathic personality, 614 
in psychotic disorders, 625 
in schizophrenia, 630-631, 637 
in speech disorders, 622 
Environmental situation, current, in relation 
to prognosis, 239-240 
Environmental stress, severe, abbreviated goals 
in, 563 
Equipment of the psychotherapist, 137-148 
Erotic attitudes and feelings, interpretation of, 
447 
Erotic transference, 477-478 
Errors, admitting, 673 
Establishing connections (in interviewing), 177 
Estrogenic hormones, in involutional psychosis, 
626 
Eukinetics, 623 
Excited behavior, in acute alcoholic intoxica- 
tion, 590 
Excited states, hydrotherapy in, 31 
Excitement 
drug therapy in, 32 
handling, 588-589 
in narcissistic reactions, 614 
sedation in, 588 
Excretory activities, symbolic meaning of, 612 
Exhibitionism, 621 
Experience of therapist, answering questions 
about, 205 
Experiences, forgotten, see Memories, forgotten 
Experiential equipment of the psychotherapist, 
146 
Exploring patterns, 411-420 
External life situation, effect of, on emotional 
problems, 303 
Externalization of interests, 20-21, 529-530, 8 
in depressed patients, 628 
problems susceptible to, 255 


Face-to-face interviewing, to reduce transfer- 
ence, 400 
Factual understanding, need for, in therapy, 
319-320 
Failure judgments in therapy, 552 
Failures, in reconstructive therapy, 554-555 
Falling in love with therapist, 309 
Family data sheet, 818 
Family living, books on, in bibliotherapy, 580 
Family 
members 
apprising, of patient’s psychotic condition, 
589 
conferences with, 670-672, 499-500 
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Family—Continued 
handling, 501-502 
handling attacks on, 273 
notifying, in psychotic attack, 587-588 
psychotherapy for, 672 
working with 
in borderline cases, 625 
in environmental manipulation, 20, 529 
in schizophrenia, 633—637 
problems 
environmental manipulation in, 255 
management of, (course), 141 
relations, mediation of, in environmental 
manipulation, 528 
standards, of success in therapy, 552 
Fantasies, 514 
avoiding, to reduce transference, 400 
focusing on 
to accentuate transference, 401 
as a means of identifying patterns, 389 
as a means of stirring up unconscious ac- 
tivity, 429 
symbolism in, 422 
Fatigue in therapist, 673 
Fear 
activities of therapist that stimulate, 676 
of homosexuality, reassurance in, 532 
of impotence, reassurance in, 532 
of insanity, reassurance in, 531 
of killing, handling, 668 
of masturbation, reassurance in, 531—532 
of physical illness, reassurance in, 531 
of retaliation, symbolic expressions of, 442- 
443 
of therapist, as resistance, 471 
Fears, simple conditioned, effect of recovery 
of repressed memories on, 425 
Feces, symbolic significance of, 423 
Feelings 
focusing on, as a means of identifying pat- 
terns, 368-370 
interpretation of, 444 
of unreality, as a sign of ego disintegration, 
587 
Fees, 312 
arranging, 260-261, 662 
handling neglect in payment of, 663 
overemphasis of, 490 
readjusting, 663 
Ferenczi, Sandor, therapeutic modifications of, 
68-69 
Financial problems, environmental manipula- 
tion in, 255 
Flattery, need to avoid, 335 
“Flight into health,” as resistance, 465 
Focused interview, explaining rationale of, 
340-342 
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Focusing 
as an aid to interpretation, 440 
in group therapy, 572 
relative importance of past and present, 664 
selective, in interviewing, 165-175 
Follow up, 565-566 
notes, 685-686 
Forgetting appointments, as resistance, 471, 

514 5 
Forgotten memories, see Memories, forgotten 
Foster family placement, in environmental ad- 

justment, 502 
Free association, 55 

avoiding, to reduce transference, 400 

case illustration of, 377-378 

definition of, 310 

explaining rationale of, 342 

as a means of stirring up unconscious ac- 
tivity, 429 

rationale of, 376 

symbolism in, 422 

use of, as a means of identifying patterns, 
376-378 

use of, to accentuate transference, 401 

Frequency of sessions, 258, 92, 311-312 

decreasing, 667 

in dependency patterns, 610 

in terminal phase, 557 

to reduce transference, 400 

increasing, 589, 667 

to accentuate transference, 401 

in acute anxiety, 590 

as a means of stirring up unconscious ac- 

tivity, 429 

Freudian psychoanalysis, 54-63, 8 

criticisms of, 63-64 

definition of, 307 

interview focus in, 88 

limitations of, 109-110 

problems susceptible to, 256 

versus non-Freudian psychoanalysis, 308 
Friends of therapist, accepting, for therapy, 

662 
Frigidity, reassurance in, 532 
Frustration tolerance 

building, in alcoholism, 619 
in power patterns, 613 
Function of clinical team members, (course), 

138 
“Functional casework,” 46 
Furnishings of office, 187 


General principles of psychotherapy, 149-156 
Genetic origin 
of neurosis, 153 
of patterns, exploration of, in reeducative 
therapy, 544 
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Gift-giving 
limits in, 351-352 
as resistance, 472 
Glandular substances, 33 
Glandular therapy, in schizophrenia, 33, 636 
Goal modification, need for, 555-556 
Goals, abbreviated, 251, 563 
in alcoholism, 615 
in obsessive-compulsive reactions, 602-604 
practicality of, 555-556 
in psychotic reactions, 625 
in sexual deviations, 622 
terminating on basis of, 563-566 
See also Goals in therapy and Short-term 
therapy 
Goals of the initial interview, 198 
Goals in therapy, 551-556, 87, 96, 107, 361 
definition of, 196 
differences in, during supervision, 646 
minimal, in reeducative therapy, 679 
in “normal” and “neurotic” persons, 679 
practical, 554-556 
reappraisal of, in disintegrative tendencies, 
578 
reasonable, in reconstructive therapy, 679 
reconstructive, need for exploration of un- 
conscious in, 421 
in relation to dreams, 386 
in relation to prognosis, 230-231 
revision of, 563, 594 
See also Goals, abbreviated 
Group affiliation, in dependency patterns, 610 
Group contacts, as a social experience, 502 
Group for the Advancement of Psychiatry, 120 
Group psychotherapy, (course), 139 
Group standards and mental health, 553 
Group therapy, 569-572, 308 
acting-out in, 570-571 
“activity,” 52 
analytic, 85-86 
criticism of, 86 
problems susceptible to, 257 
conduct of opening sessions in, 570-571 
content of discussions in, 571 
in detached personalities, 611 
handling of later sessions in, 571-572 
inspirational, 34-35, 8, 542 
in alcoholism, 617 
problems susceptible to, 256 
interaction encouraging in, 572 
in masochistic personality disorders, 570 
need for, 308 
organizing a group in, 569-570 
in personality problems, efficacy of, 569 
in psychopathic personalities, 570 
reconstructive, 85-86, 8, 257 
problems susceptible to, 257 
reeducative, 50-52, 8 
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problems susceptible to, 256 
results in, as compared with individual 
therapy, 569 
in schizophrenia, 636 
selecting patients for, 569-570 
in speech disorders, 624 
in therapeutic stalemate, 669 
value of, 572 
Growth process, normal, 424 
Guidance, 17, 8, 526-527, 596 
in alcoholism, 616 
in conversion and dissociative reactions, 598 
in depressed patients, 628 
in group therapy, 571 
hypnosis in, 573 
interview focus in, 88 
in narcissistic reactions, 614 
passivity and submissiveness in therapist as 
a deterrant to, 489 
problems susceptible to, 255 
in psychopathic personality, 614 
in psychosomatic disorders, 606 
in psychotic reactions, 625 
in speech disorders, 622 
Guilt feelings, symbolic expressions of, 422- 
423 
Guilt in therapist, 490 


Habit disorders 
prestige suggestion in, 22, 254 
supportive therapy for, 254 
Hallucinating patients, group therapy in, 570 
Hallucinations, as a sign of ego disintegration, 
587 
Handwriting analysis, 268 
Hatred toward patient, 673 
Health factors, consideration of, in environ- 
mental manipulation, 528-529 
Helping authority, therapist as, 320-321 
Hereditary factors 
in neurosis, 305 
in relation to prognosis, 234 
Histamine therapy, 33 
History of psychiatry, (course), 137 
History-taking, 207-208, 92 
Hobbies, 529 
tension-relieving effects of, 525 
Hodgkins’ disease complicating therapy, 594 
Home visits, 663-664 
“Homework” assigning, to patient, 664 
Homicidal behavior, in acute alcoholic intoxi- 
cation, 590 
Homicidal tendencies 
hospitalization in, 588 
supportive therapy for, 523 
Homosexual fears, reassurance in, 532 
Homosexuality, 621 
acting-out in, 476 
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Homosexuality—Continued 
group therapy in, 570 
resistance in, 480-483 
significance of, 423, 612 
Hormonal treatment, see Glandular therapy 
Horney, Karen, school of, 77-78 
“Horney analysis,” interview focus in, 88 
Hospitalization 
in alcoholism, 616 
in depressed patients, 629 
in drug addiction, 620-621 
indications for, 588 
in involutional psychosis, 626 
in psychotic disorders, 625 
in schizophrenia, 635-636 
Hostile impulses, uncontrollable, as a sign of 
ego disintegration, 587 
Hostile transference, 478 
Hostility 
activities of therapist that stimulate, 676 
in alcoholism, 619 
as a defense, 480 
in dependency patterns, 609 
in detached personalities, 611 
fear of, in therapist, 490 
handling, by externalization of interests, 
529-530 
handling of, 330 
in obsessive-compulsive reactions, 601 
in psychosomatic disorders, 605 
permitting expression of, 668 
as resistance, 323, 471, 564 
resolution of, in supportive therapy, 525 
symbolic expressions of, 422 
tolerance of, 517 
toward therapist, 461-462, 514, 672 
interpretation of, 447—448 
Housing problems, environmental manipula- 
tion in, 255, 528 
Hydrotherapy, 31, 8, 542 
in depressed patients, 629 
in drug addiction, 621 
in involutional psychosis, 626 
in manic patients, 628 
problems susceptible to, 256 
relief of tension through, 524 
in schizophrenia, 636 
Hypnoanalysis, 81-83, 8 
case illustration of, 431-438 
in the exploration of the unconscious, 429 
limitations of, 83 
in phobic reactions, 600 
problems susceptible to, 257 
Hypnosis 
as catalyst in evoking forgotten memories, 
428-429 
in conversion and dissociative reactions, 598 
in depression, 629 
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effect in shortening therapy of, 308 
in emergency relief of psychosomatic symp- 
toms, 591-594 
in emotional catharsis and desensitization, 
29 
indications for, 308 
induction of, 574 
case illustration of, 434 
influence of psyche, 572-573 
in insight therapy, 573 
in involutional psychosis, 626-627 
limitations of, 573 
narcosis in, 577 
in psychopathic personality, 614 
in reconditioning, 48 
to reinforce prestige suggestion, 23 
suggestive, 8 
in therapeutic stalemate, 669 
See also Hypnotherapy 
Hypnotherapy, 572-576 
in stress reactions, 639-640 
symptom removal, 591-594 
See also Hypnosis 
Hypochondriasis, brain surgery in, 34 
Hypomania, see Manic-depressive reactions 
Hysterical amnesias, effect of recovery of re- 
pressed memories on, 425 
Hysterical conversion and dissociative reac- 
tions, as emergencies, 591 
Hysterical personalities, suicidal attempts in, 
584 
Hysterical reactions, narcotherapy in, 576 
Hysterical symptoms in psychosomatic dis- 
orders, 605 


Ideal objectives of mental health, 553-554 

Idealized parental image, therapist as, 321 

Ideas of reference, as a sign of ego disintegra- 
tion, 587 

Identification with therapist, 516 

Identifying important trends and patterns, 
361-410 

Immorality and psychotherapy, 309 

Impatience, displays of, need to avoid, 333 

Impotence, reassurance in, 532 

Impulses, interpretation of, 444 

“Inadequate” personality patterns, 608-610 

Inattention, as resistance, 465 

Incentives for therapy, creating, 281-282 

Incurable somatic disease complicating therapy, 
594-596 

“Individual psychology,” 65-66 

Individual Psychology Association, 66 

Industrial psychiatry, (course), 141 

Infantile personality patterns, 608-610 

Inferiority feelings, ineffectuality of reassur- 
ance in, 533 
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Infidelity of marital partner, reassurance in, 
532-533 
Information giving, 665 
Informational sheet, 830-831 
Initial interview, 198-302 
case illustrations in, 293, 690-699 
collating essential data in, 207-215 
(course), 138 
diagnosis in, making a, 216-226 
first contact with patient in, 198-206 
(form), 812-815 
handling verbal attacks in, 661 
inadequate motivation in, dealing with, 
275-292 
patient's general condition during, estimat- 
ing, 246-248 
practical arrangements for therapy in, mak- 
ing, 249-265 
prognosis in, estimating the, 230-245 
recording the, 683 
violent feelings following, 662 
Insanity, definition of, 305 
Insight 
achieving, case illustration, 720-733 
in allaying anxiety attacks, 589 
basic nature of, 677-678 
as a deterrant to counter-transference, 488 
difference in, in reeducative and reconstruc- 
tive therapies, 678 
effect of, 508, 509 
inculcating, in interviewing, 175-182 
level of, 247 
rejection of, in relation to resistance, 479 
in relation to prognosis, 233 
as resistance, 467 
role of, 494 
signs of poor capacities for, 451 
translating, into action, 494-507 
case illustration of, 500, 505-507, 733- 
742 
Insight therapy, 8 
in anxiety reactions, 597 
assumption of role by therapist in, 674 
bibliotherapy in, 579 
in conversion and dissociative reactions, 598 
in depressive reactions, 605 
ego shattering in, 586 
hypnosis in, 573 
in manic-depressive psychosis, 630 
in obsessive-compulsive reactions, 601 
in phobic reactions, 599 
with reconstructive goals, see Reconstruc- 
tive therapy 
with reeducative goals, see Reeducative 
therapy 
role of therapist in, defining, 349-350 
in schizophrenia, 637 
supportive measures in, 542-543 
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translating insight into action during, 494- 
507 
case illustration, 500, 505-507, 733-742 
conferences with family members, 499- 
500 
psychodramatic techniques, 499 
uncovering of unconscious material in, 421 
See also Reeducative therapy and Recon- 
structive therapy 
Insomnia, hypnosis in, 573 
Institute of Pastoral Care, 127 
Insulin in involutional psychosis, 626 
Insulin shock treatment, 542, 588, 636 
in psychotic disorders, 626 
role of nurse in, 126 
See also Shock treatment 
Insulin, sub-coma, in anxiety reactions, 598 
Intellectual inhibitions as resistance, 465 
Intellectuality as a defense in narcissistic, in- 
fantile character disorders, 480 
Intellectualization of therapeutic process, 490 
in paranoid personalities, 613 
in personality disorders, 480, 606 
Intelligence, in relation to prognosis, 232 
Interaction, encouraging, in group therapy, 
572 
Interminable therapy, 669-670 
Internist, cooperation with, in psychosomatic 
disorders, 606 
Interpersonal climate of the interview, 183- 
185 
Interpersonal relations, current 
focusing on, as a means of identifying pat- 
terns, 371-373 
mediation of, in environmental manipula- 
tion, 528 
in prognosis, 236 
Interpretations, 178-182, 439-462, 430 
acceptance of, 450 
authoritative, 442-444 
content of, 444 
in dependency patterns, 609 
excessive, produced by counter-transference, 
490 
of forgotten memories, 448 
handling untoward effects of, 451-452 
in hostile transference, 478 
of hostility, 447—448 
improper timing of, 451 
language of, 444 
need for rapport in, 445 
in paranoid personalities, 613 
in personality disorders, 607 
premature deep, need to avoid, 335 
premature, induced by counter-transference, 
490 
presentation of, in forgotten memories, 430 
rejection of validity of, 451 
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Interpretations—Continued 
responses to, 449-452 
in schizophrenia, 637 
self-interpretation and, 439—441 
of sexual material, 447-449 
stimulation of anxiety by, 450-451 
as a supportive measure for anxiety, 451 
of symptoms, 447 
technique of presentation of, 446-447 
tentative, 441-442 
“terminal,” 445 
in terms of past, 447 
in terms of present, 448 
timing of, 445 
of transference, 448-477 
of unconscious material, 448—449 
varieties of, 439-444 
Interruption of therapy, planned, 564 
Intervention in group therapy, 572 
Interview 
clarifying purpose of, 336-337 
explaining time limits of, 343 
Interview focus 
in Adlerian analysis, 88 
in emotional catharsis, 88 
environmental dissatisfactions as, 370-371 
feelings as, 368-370 
in Freudian psychoanalysis, 88 
in guidance, 88 
in Horney analysis, 88 
interpersonal relations as, 371-373 
intuitive feelings of therapist as, 375 
in Jungian analysis, 88 
in non-directive therapy, 88 
past history as, 373-374 
in persuasion, 88 
in Rankian analysis, 88 
in reassurance, 88 
in reeducative therapy, 88 
in semantic approaches, 88 
slips of speech as, 373-375 
in Sullivan analysis, 88 
symptoms as, 365-368 
Interview psychotherapy, 41—42, 8 
problems susceptible to, 256 
See also Interviewing, Psychotherapeutic in- 
terview, and Psychiatric interviewing 
Interviewing 
handling loquaciousness in, 663 
as a means of identifying patterns, 364-375 
rationale of, 314-315 
as a way of building a working relationship, 
324-325 
written material in, 668 
See also Interview, Psychotherapeutic inter- 
view, and Psychiatric interviewing 
Intolerance 
need to avoid, 334 
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toward patient, of therapist, 490 
Introduction to psychotherapy (course), 138 
Intuition in psychotherapy, 71 

use of, as a means of identifying patterns, 

375 
Involutional psychotic reactions, 626-628 
convulsive therapy in, 32, 626 
prognosis in, 232 


Jung, Carl, school of, 66-68 
Jungian analysis 

interview focus in, 88 

See also “Analytical psychology” 


Kissing gestures, handling of, 352 


Laboratory, physical and neurologic examina- 
tion form, 835-836 
Lateness in appointments, 666-667 
handling consistent, 345-346 
Learning 
blocks, dissipation of, by interpretation, 440 
patterns, uniqueness of, 496 
problems in supervision, 650-651 
resistance to, in supervision, 658-659 
theory and psychotherapy, 495-496 
Levels in focusing of interview, 167-170 
Libido theory, see Freudian psychoanalysis 
Licensure of psychologists, 121 
Life history discussion, in reeducative ther- 
apy, 544 
Loquaciousness, handling, 663 
Love feelings for patient, 673 
Love-making gestures toward therapist, 477 
Lying to patient, 665-666 


Manic patients, see Manic-depressive reactions 
Manic states, excited, continuous sleep treat- 
ment in, 33 

Manic-depressive psychosis 

convulsive therapy in, 32, 628, 629 

prognosis in, 232 

See also Manic-depressive reactions 
Manic-depressive reactions, 628-630 

See also Manic-depressive psychosis 
Man-woman drawing test, 229, 268 
Marital partner, effect on, of improvement in 

patient, 500-501 

Marital problems 

and bibliotherapy, 578 

environmental manipulation in, 255 
Marriage 

books on, in bibliotherapy, 580 

effect of therapy on, 309 
Masochism 

in obsessive-compulsive reactions, 603 
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as resistance, 323, 464 
sexual, 621 
Masochistic personality disorders, group ther- 
apy in, 570 
Massage, 256, 542, 621, 629 
Masturbation fears, reassurance in, 531-532 
Mate, see Family members 
Mechanics of psychotherapy, 306 
Medical consultation, 266 
Medical form, 834 
Medicine, contributions of, to psychotherapy, 
106-107 
Medicines, in psychotherapy, 308 
Memories 
in dreams, 380, 385 
repression of, see Memories, forgotten 
Memories, forgotten, 423-429, 448 
in conversion and dissociative reactions, 599 
effect of narcosis on, 576 
effect of recall of, 427 
hypnotic recall in, 428-429 
liberation of, 515-516 
recollection of, effect on acceptance of re- 
pudiated aspects of psyche of, 430 
recovery of, case illustration of, 431-438 
in stress reactions, 639-640 
Memory blocks, 465 
Mental examination form, 837-838 
Mental health 
“ideal” objectives of, 553-554 
preventive, 681 
Mental Hygiene movement, 39 
Mental Hygiene team, see Teamwork function- 
ing 
Metrazol, in acute alcoholic intoxication, 590 
Meyer, Adolf, school of, 38-41 
Middle phase of therapy, 361-547 
case illustration of, 720-733 
Minister in psychotherapy, 126-127 
Minnesota Experiment, 113 
Misconceptions, about psychotherapy, 
316, 195, 283, 287 
correction of, with bibliotherapy, 578 
Mistakes in psychotherapy, 662, 689 
Money, neurotic attitudes toward, in therapist, 
490 
Moralistic judgments, need to avoid, 331 
Motivation, defective, 195 
in alcoholism, 616 
dealing with, 275-292 
in “inadequate,” infantile and dependency 
patterns, 608 
supportive therapy for, 523 
termination of therapy due to, 563 
Motivation for therapy, 247 
building, 496-497 
desire to fulfill neurotic demands as, 472 
influencing, with bibliotherapy, 578 
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in relation to prognosis, 232-233 
Motor excitement, as a sign of ego disintegra- 
tion, 587 
Multiple sclerosis complicating therapy, 594 
Muscular relaxation, 30-31, 8 
problems susceptible to, 256 
Music therapy, 35, 8, 21 
Mutism 
schizophrenic, 361, 631-632, 633-634 
during therapy, 514 
Myanesin therapy, 33 


Nail-biting, 22, 48, 573 
Narcissism, in therapist, 490 
Narcissistic reactions, 613-614 
Narcoanalysis, 578 
in the exploration of the unconscious, 429 
See also Narcotherapy 
Narcocatharsis, 576 
Narcosis 
in conversion and dissociative reactions, 599 
prolonged, in involutional psychosis, 626 
Narcosuggestion, 576, 578, 590 
Narcosynthesis 
need for, 308 
See also Narcotherapy 
Narcotherapy, 84-85, 576-578, 8 
in anxiety reactions, 598 
in emotional catharsis, 29 
induction of, 577-578 
problems susceptible to, 257 
relaxation with, 589 
in stress reactions, 639 
in therapeutic stalemate, 669 
Narcotic sleep, prolonged, in panic states, 590 
National Psychological Association for Psycho- 
analysis, 116 
Need to be maltreated, as resistance, 471 
Needs of patient, varying, 318-320 
Negative feelings 
indicating acceptance of, 277-280 
recognizing and accepting, 276-277 
“Negative therapeutic reaction,” 480, 606 
Negativism 
as resistance, 471 
during therapy, 514 
Neighborhood situation, correction of, in en- 
vironmental manipulation, 528 
Neurologic consultation, 266 
Neurologic, physical and laboratory examina- 
tion form, 835-836 
Neurologist, definition of, 306 
Neurosis, ineffectuality of bibliotherapy in, 


579 
“Neurotic” person as differentiated from “nor- 
mal,” 679 


Nomenclature, 220-221 
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Non-directive methodologies, choice of, in pas- 
sive therapists, 491 
Non-directive role, in dependency patterns, 
610 
“Non-directive therapy,” 42-44 
interview focus in, 88 
problems susceptible to, 256 
Non-directiveness, during terminal phase, 558- 
559 
Non-Freudian psychoanalysis, 63-79, 8 
definition of, 308 
indications for, 254 
problems susceptible to, 257 
Non-medical psychotherapy, 115-130 
Non-motivated patients, treating, 291 
“Normal” person as differentiated from 
“neurotic,” 679 
“Normality” in therapist, 680 
Note-taking, explaining, 345 
Nurse in psychotherapy, 125 


Objectives in therapy, see Goals, therapeutic 
Obsessional neurosis, narcotherapy in, 577 
Obsessions, 425 
Obsessive-compulsive reactions, 600-604 
brain surgery in, 34 
hypnosis in, 573 
and paranoid reactions, 613 
persuasion in, 255 
prognosis in, 232 
reconstructive therapy for, 255 
unfavorable reactions to transference in, 401 
Obsessive neurosis, see Obsessive-compulsive 
reactions 
Occupational therapy, 21, 529 
in alcoholism, 616 
in borderline cases, 625 
in involutional psychosis, 626 
in schizophrenia, 636 
tension-relieving effects of, 525 
Oedipus complex, see Freudian psychoanalysis 
as explained by “dynamic-cultural” 
school, 75 
Old age problems, books on, in bibliotherapy, 
582 
Omnipotence in therapist, desire for by pa- 
tient, resistance, 470-471 
Open-mindedness, need for, 336 
Organ functions, symbolic expressions of, 422 
Organic brain disorders, prognosis in, 232 
Organization and operation of a mental hy- 
giene clinic, (course), 140 
“Orgone therapy,” 73 
Orientation, theoretic, differences in, during 
supetvision, 644-645 
Outline of psychotherapy, 189-191 
Overactivity, handling, 588-589 
Overanxious reactions, handling, 674-675 
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Overconcern, expressions of, need to avoid, 
331 
Overeating, hypnosis in, 573 


Palliative psychotherapy, see Supportive ther- 
apy 
Panic reactions 
handling, 589-590 
due to hostile transference, 478 
narcotherapy in, 577 
supportive therapy for, 523 
Paraldehyde, in acute alcoholic intoxication, 
590 
Paralysis, functional, treatment of, 598 
Paranoidal ideas, as a sign of ego disintegra- 
tion, 587 
Paranoidal personality patterns, 612-613 
Paranoidal tendencies, group therapy in pa- 
tients with, 570 
Paranoidal traits, function of, 612 
“Parataxic distortions,” 78-79, 675 
Parental representative, therapist as, 321 
Parents, see Family members 
Passivity in therapist, 489, 673-674 
accentuating transference by, 401 
stirring up unconscious activity by, 429 
Past experience 
focusing on, as a means of identifying pat- 
terns, 373-374 
as a means of stirring up unconscious ac- 
tivity, 429 
to accentuate transference, 401 
interpretation of, 444 
minimization of, in the reduction of trans- 
ference, 400 
overemphasis of, 426-427 
Past and present, importance of, 664 
Pastoral counseling, 127 
Patient's responsibilities, delineating the, 346- 
348 
Patterns 
challenging validity of, in utilizing insight, 
496 
identification of, 361-410 
Penis, symbolic significance of, 423 
Penis envy 
interpretation of, 449 
as resistance, 473 
Perfectionism 
inadequate motivation for therapy in patient 
with, 472 
reeducative handling of, 545, 546-547 
as resistance, 323 
supportive handling of, 607—608 
Perfectionistic impulses in therapist, 490 
Personal analysis for therapist, see Personal 
therapy for therapist 


Personal data sheet, 816-817 
; 
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Personal history sheet, 832-833 
Personal references, need to avoid, 332 
Personal therapy for therapist 
effect on counter-transference, 491 
effectiveness of, 680 
failures of, 680-681 
necessity for, 146-148 
resistance to, 148 
Personality disorder, 606-625 
alcoholism as a, 615-620 
dependent, supportive therapy for, 523 
drug addiction as a, 620-621 
inability to recall repressed memories in, 
428 
“inadequate,” infantile, 608-610 
narcissistic, 613-614 
paranoid or “anal,” 612-613 
power, 613 
prognosis in, 232 
psychopathic, 614-615 
reconstructive therapy for, 255 
“schizoid” and detached, 610-612 
sexual deviations as a, 621-622 
transference resistances in, 480 
unfavorable reactions to transference in, 401 
Personality equipment of the therapist, 142- 
146 
Personality of therapist, 108 
effect on patient of, 493 
influence on techniques of, 679-680 
in supportive therapy, 525 
Personality patterns, interpretation of, 444 
Personality problems 
books on, in bibliotherapy, 580 
dependency, use of insight as resistance in, 
467 
efficacy of group therapy in, 569 
reeducative therapy in, 255 
Personality structure 
contradictions in, 512 
in psychosomatic disorders, 605 
Persuasion, 24-28, 533-540, 8, 595, 596 
in alcoholism, 616 
effect of narcosis on, 576 
hypnosis in, 573 
interview focus in, 88 
in involutional psychosis, 626, 627 
in narcotherapy, 578 
in obsessive-compulsive reactions, 603-604 
in paranoid personalities, 613 
in phobic reactions, 600 
in psychosomatic disorders, 606 
in speech disorders, 622, 623-624 
in stress reactions, 639, 640 
susceptibility to, 255 
Perverse strivings, stimulating of, 514 
Perversions 
prognosis in, 232 
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propensity for, as a sign of ego disintegra- 
tion, 587 
See also Sexual perversions 
Pets in therapist’s office, 188 
Phallic symbolism, 423 
Phobic defenses, 424 
Phobic reactions, 599-600 
desensitization techniques in, 542 
hypnosis in, 573 
need to face, 504 
prognosis in, 232 
reconditioning in, 48 
reconstructive therapy for, 255 
susceptibility to Freudian psychoanalysis of, 
109 
Physical appearance of patient, 246 
Physical attacks on therapist, 477 
Physical contacts with patient, avoiding, 352 
Physical examinations, need for routine, 665 
Physical exercises, tension-relieving effect of, 
525 
Physical health of patient, 246 
Physical, neurologic and laboratory examina- 
tion form, 835-836 
Physical plan of office, 186-187 
Physical position during therapy, 94 
Physical surroundings of psychotherapy, 186- 
188 
Physical symptoms 
disabling, supportive therapy for, 523 
emotional nature of, 305 
Physician 
role in psychotherapy of, 112-115 
traits in, that may interfere with good psy- 
chotherapy, 114 
Picrotoxin, in barbiturate poisoning, 591 
Play analysis, in the exploration of the un- 
conscious, 429 
Play materials, manipulated, as psychologic 
tests, 268 
Play therapy, 84, 8 
problems susceptible to, 257 
Pleasure abandonment, during psychotherapy, 
308 
Pleasure values of treatment hour, reluctance 
to yield, as resistance, 469-470 
Political discussions, need to avoid, 333 
Pompousness in therapist, 489 
Positive relationship, as differentiated from 
transference, 675 
Postgraduate Center for Psychotherapy, v, vi, 
Vii 
Power impulse, supportive handling of, 608 
Power patterns, 613 
inadequate motivation for therapy in pa- 
tients with, 472 
reeducative handling of, 545 
Praising patient, need to avoid, 335 
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Prejudice in schools of psychiatry and psy- 
chology, 680 
Preoccupation with past, as resistance, 472 
Present relationships 
avoiding, to accentuate transference, 401 
focusing on, to reduce transference, 400 
Pressure and coercion, 24, 8 
problems susceptible to, 255 
in stress reactions, 638 
Prestige suggestion, 21—24, 8 
problems susceptible to, 255 
Preventive mental health, 681 
(courses), 140 
“Primal scene,” 424 
recovery of, case illustration of, 431-438 
Process recording, 647 
Professional identification of therapist, answer- 
ing questions about, 206 
Prognosis 
estimating the, 230-245 
in obsessive-compulsive reactions, 604 
psychological tests as indices of, 269 
Progress in therapy, 512, 516 
Progress, yardsticks of, in learning psychother- 
apy, 656 
Progress notes 
daily (form), 819 
daily, recording, 683-684 
monthly, (form), 840 
monthly, recording, 684 
Progress summary form, monthly, 819-820 
Prohibitions, imposition of, relief of guilt in, 
524 
Projective psychological tests, see Psychologi- 
cal tests 
Promises, false, need to avoid, 332 
Pseudoneurotic schizophrenia, see Borderline 
cases 
Psychiatric caseworker, definition of, 306 
Psychiatric consultation, 266 
Psychiatric interviewing, see Interview psy- 
chotherapy 
Psychiatric supervision, see Supervision, psy- 
chiatric 
Psychiatrist 
definition of, 306 
in teamwork functioning, 130-135 
Psychiatry, books on, in bibliotherapy, 579- 
580 
Psychoanalysis 
* “active,” 70-72 
contributions to psychotherapy of, 106 
definition of, 306, 307 
as differentiated from other types of therapy, 
307 
as differentiated from psychotherapy, 307 
need for, 307 
as preferred treatment, 307 
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see also Freudian psychoanalysis, Non- 
Freudian psychoanalysis, Psychoanalyti- 
cally oriented psychotherapy, and Recon- 
structive therapy 
Psychoanalytic Clinic for Training and Re- 
search at Coluumbia University, 75 
Psychoanalytic training, need for, 680 
Psychoanalytically oriented psychotherapy, 80- 
86, 8 
criticisms of, 81 
discouragement of transference neurosis in, 
518 
indications for, 254 
problems susceptible to, 257 
Psychobiologic therapy 
definition of, 308 
See also Distributive analysis and synthesis 
Psychobiology, contributions of, to psycho- 
therapy, 106 
Psychodrama, 51 
Psychodramatic techniques, in translating in- 
sight into action, 499 
. Psychodynamics, 216-220, 421-428, 644-645 
of dreams, 379, 380, 383-385 
general comments on, 361-362 
role of past in, 373 
See also Dynamics 
Psychologic consultation, 268-271 
Psychologic tests, 268-271, 92, 310 
in formulating dynamics, 229 
preparing patient for, 270 
prognostic estimates on basis of, 269 
value of, 269-270 
Psychologic therapy, see Therapeutic counsel- 
ing 
Psychological testing, 699-700 
art creations in, 268 
case illustration of, 709-711 
Psychologist, in teamwork functioning, 130- 
135 
Psychologists 
certification of, 121 
functions of, 271 
licensure of, 121 
limitations in background and training of, 
119 
in psychotherapy, 115-122 
traits in, that may interfere with good psy- 
chotherapy, 119 
See also Clinical psychologist 
Psychology 
books on general, 579 
contributions to psychotherapy of, 106 
Psychoneurosis, definition of, 305 
Psychoneurotic depression, see Depressive re- 
action 
Psychoneurotic disorders, 597-605 
ww Psychopathic personality, 614-615 
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acute alcoholic intoxication in, 590 
anticipating emergencies in, 264 
group therapy in, 570 
hypnosis in, 573 
inadequate motivation in, 275 
suicidal attempts in, 584-585 
Psychopathology and psychodynamics, 
(course), 137-138 
Psychophysiologic autonomic and visceral dis- 
orders, 605-606 
See also Psychosomatic disorders, and Psy- 
chophysiologic reactions 
Psychophysiologic reactions 
hypnosis in, 573 
prognosis in, 232 
reconstructive therapy for, 255 
unfavorable reactions to transference in, 401 
See also Psychophysiologic autonomic and 
visceral disorders, and Psychosomatic dis- 
orders 
Psychosocial development, (course), 137 
Psychosomatic disorders 
inadequate motivation in, 275 
narcotherapy in, 85 
See also Psychophysiologic autonomic and 
visceral disorders, and Psychophysiologic 
reactions 
Psychosomatic symptoms 
effect of narcosis on, 576 
as a means of preventing regression, 555 
prestige suggestion in, 22 
severe, handling, 591-594 
stimulation of, as a result of interpretation, 
450 
due to transference, 478 
Psychosurgery, see Brain surgery 
Psychotherapeutic interviewing, 157-185 
directing the flow of verbalizations in, 165 
inculcating insight by, 175-182 
interpersonal climate of, 183-185 
language of, 159-160 
maintaining the flow of verbalizations in, 
162-164 
managing pauses in, 162-163 
managing silence in, 163-164 
non-verbal communications in, 159-160 
opening the interview in, 160-162 
rationale of, 158 
selective focusing in, 165-175 
special problems in, 182-183 
terminating the interview in, 182 
verbal communications in, 159 
See also Interview, Interview psychotherapy, 
and Interviewing 
Psychotherapeutic supervision, see Supervision, 
psychotherapeutic 
Psychotherapy 
books on, in bibliotherapy, 580 
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definitions of, 3-6 

operation of, explaining, 353-356 
Psychotic attacks 

during therapy, 586-588 

hospitalization for, 588 

self-injury in, 588 

sodium amytal, intravenous, in, 588 

suicidal tendencies in, 588 
Psychotic disorders, 625-637 

anticipating emergencies in, 264 

inability to recall repressed memories in, 

428 

inadequate motivation in, 275 

involutional, 626-628 

manic-depressive, 628-630 

schizophrenic, 630-637 

supportive therapy for, 523 

unfavorable reaction to transference in, 401 
Punitive attitudes, need to avoid, 331 


Qualifications of therapist, 306 

Questioning, as an aid to interpretation, 440 

Questions patients ask about therapy, answer- 
ing, 303-316 


Rado, Sandor, school of, 73-75 
Rage, handling, 673 
Rambling, as resistance, 471 
Rank, Otto, school of, 69-70 
Rankian analysis 
interview focus in, 88 
See also “Will therapy” 
Rapport 
developing, in schizophrenia, 631-632, 633 
See also working relationship 
Reactive depression, see Depressive reactions 
Readings in psychoanalysis and allied fields 
(course), 137 
Reading disabilities, 271 
Reassurance, 530-533, 8, 504, 527, 543, 589 
alleviation of guilt in, 524 
through bibliotherapy, 578 
in borderline cases, 625 
effect of narcosis on, 576 
extension of, 336 
in frigidity, 532 
futility of, 272 
in homosexual fears, 532 
hypnosis in, 573 
in impotence, 532 
in infidelity of marital partner, 532-533 * 
in insanity, 531 
in insight therapy, 668 
interview focus in, 88 
in involutional psychosis, 626 
limitations of, 533 
in masturbation, 531-532 
measured, 330 
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Reassurance—Continued 
in narcotherapy, 578 
4 non-verbal, 530 
in obsessive-compulsive reactions, 603 
passivity and suubmissiveness as a deterrant 
to, 489 
in physical illness, 531 
problems susceptible to, 255 
in supportive therapy, 21 
unnecessary, need to avoid, 336 
Recollection of early traumatic experiences, 
see Memories forgotten 
Reconditioning, 47, 8 
in phobic reactions, 600 
problems susceptible to, 256 
Reconstructive therapy, 53-86 
in alcoholism, 615 
in borderline cases, 625 
comparison with other therapies, (chart), 
90-91 
difficulty of working-through process in, 512 
failures in, 554-555 
formulating dynamics in, 228 
frequency of sessions in, 678 
goals in, 361, 362 
group therapy as an adjunct in, 569 
handling of the unconscious in, 429 
importance of handling transference in, 675 
importance of past and present in, 664 
indications for, 255 
insight in, 677-678 
interpretation in, 445-449 
interpretation of forgotten memories in, 448 
need for, in hysterical personalities, 598 
need to interpret transference in, 470 
persistence of unhealthy strivings in, 508 
the preferred treatment, 678-679 
recall of forgotten memories in, 423 
resistance in, 463 
in schizophrenia, 636, 637 
in sexual deviations, 622 
in speech disorders, 622 
theoretic basis for, 101 
transference in, 399 
use of, 100-102 
value of interpretation in, 439 
See also Freudian psychoanalysis, Non- 
Freudian psychoanalysis, and Psychoanalyt- 
ically oriented psychotherapy 
Recording, 682-688 
“electrical, 686-687 
problems in, during supervision, 646-648 
process, 647 
tape, 647-648, 686-687 
wire, 686-687 
Recovery, apparent and permanent, 678-679 
Recreational activities, 529 
in detached personalities, 611 
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encouraging, in environmental manipulation, 
528 
tension-relieving effects of, 525 
Recreational facilities, in environmental ad- 
justment, 502 
Recreational problems, environmental manip- 
ulation in, 255 
Recreational therapy, 21 
in alcoholism, 618 
Reeducative techniques, during middle treat- 
ment phases, 523-547 
Reeducative therapy, 36-52, 543-547 
comparison with other therapies, (chart), 
90-91 
directive, transference in, 399 
discouragement of transference neurosis in, 
518 
formulating dynamics in, 228 
goals in, 361 
group therapy as an adjunct in, 569 
handling dependency in, 561 
handling of the unconscious in, 429 
indications for, 251, 255 
insight in, 677 
interview focus in, 88 
minimal goal in, 679 
in power patterns, 613 
repression of transference in, 470 
resistance in, 463 
in speech disorders, 622, 624 
technical aspects of, 543 
tenacity of maladaptive patterns in, 508 
transference in, 399, 470, 518 
uses of, 99-100 
Referring the patient, 262-264 
Reflecting (in interviewing), 177, 430 
Regression and revivification in hypnoanalysis, 
case illustration, 434—437 
Rehabilitation workers, use of, 271 
Reich, Wilhelm, school of, 72-73 
Rejection of patient by therapist, 490 
Rejecting patient, need to avoid, 334 
Relapses, after termination, 315, 561-562 
Relationship 
building a, 324-325 
cooperative human, need for a, 320 
difficulties, in detached personalities, 611 
patient-therapist, 87-88, 94 
positive, as differentiated from transference, 
675 
“rules” for building a, 330-337 
with therapist, effect of memories on, 427 
time required to establish a, 337 
See also Working relationship 
“Relationship group therapy,” 51 
“Relationship therapy,” 37, 8 
problems susceptible to, 256 
Relatives of patient 
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attacks on, handling, 273 
handling, 501-502 
See also Family members 
Relaxation, 542 
promoting, with narcotherapy, 589 
tension-relieving effects in, 524 
Religion of therapist, answering, questions 
about, 205 
Religious discussions, need to avoid, 333 
Religious interests, cultivating, in fatal somatic 
illness, 596 
Religious therapy, 19 
in alcoholism, 617 
Remedial reading instructors, use of, 271 
Reporting, problems in, during supervision, 
646-648 
Repression, 424 
bolstering, through bibliotherapy, 578 
circumvention of, through hypnosis, 438 
of conflicts, symptom relief due to, 552 
increasing, in schizophrenia, 635 
as resistance, 464 
resolution of, during working-through, 517 
Repressive techniques, see Supportive therapy 
Residence change in environmental adjustment, 
502 
Resistance, 463-487, 152, 196-197, 207, 411, 
412, 508, 509, 513 
acting-out as, 466 
to action, resolution of, 504 
ambition, compulsive, as, 323 
amnesia as, 427 
analysis of, 445-446 
in anxiety reactions, 597 
broken appointments as, 346, 465 
case illustrations of, 465-466, 468-469, 
480-483, 483-487, 559-560 
castration desires and fears as, 473 
competitiveness with therapist as, 471 
compulsive ambition as, 323 
concentrative blocks as, 465 
consistent lateness as, 346 
contempt for normality as, 468-469 
contempt for therapist's values as, 472 
controlling tendencies as, 472 
dealing with, at initial interview, 202-206 
defiance as, 471 
dependency as, 322-323, 564 
desire to terminate therapy as, 471 
detachment as, 323-324, 471-472 
dissociating the treatment hour from life as, 
467-468 
distrust as, 323 
in dreams, 380, 385 
effect of narcosis on, 577 
fear of therapist as, 471 
“flight into health” as, 465 
forgetting appointments as, 47 1, 514 
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forms of, 463—473 

to free association, 376 

frequent cancellations as, 346 

gift-giving as, 472 

in homosexuality, 480-483 

hostility as, 323, 471, 564 

hypnosis in dissipating, 573 

inattention as, 465 

influence on counter-transference of, 490 

insight as, 467 

intellectual inhibitions as, 465-466 

intensification of symptoms as, 464 

intensity of attack on, 446 

interpretation of, 444, 572 

to learning, 496 

to learning in supervision, 650-651, 658- 
659 

masochistic indulgence as, 323, 464 

memory blocks as, 465 

methods of handling, 473-478 

need for working-through of, 479-480 

need to be maltreated as, 471 

negativism as, 471 

non-payment of bills as, 346 

in obsessive-compulsion reactions, 601 

obstinacy as, 479 

omnipotence in therapist, desire for, as, 
470-471 

penis envy as, 473 

perfectionism as, 323 

perseverence of, 446 

in personality disorders, 606, 607 

to personal therapy for therapists, 148 

preoccupation with past as, 472 

protective value of, 479 

in psychosomatic disorders, 605 

rambling as, 471 

to recall of forgotten memories, 427, 428 

recognition of derivatives of, 446 

in reconstructive therapy, 463 

in reeducative therapy, 463 

rejection of insight in relation to, 479 

reluctance to yield pleasure values of treat- 
ment hour as, 469-470 

repression as, 464 

ridiculing interpretations as, 471 

self-devaluation as, 464 

self-punishment as, 464 

to self-understanding 
dissipation of, by interpretation, 440 

sexual desires as, 472 

in sexual deviations, 622 

sexual feelings as, 323 

superficial talk as, 466-467 

in supervision, 658-659 

in supportive therapy, 463 

suppression as, 464 

suspicion of therapist as, 471 
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Resistance—Continued 
symptom intensification as, 464 
to terminating therapy, 518 
termination of therapy because of, 514, 
563 
to termination, handling, 558-561 
to utilization of insight, 495 
to working with dreams, 579 
transference as, 470-473, 480-483, 483- 
487, 564 
handling, 477-478 
in personality disorders, 480 
resolution of, by hypnosis, 574 
transferring the patient due to, 565 
uncooperativeness as, 471 
unfavorable reactions due to, in patients 
with immature ego structures, 473 
use of educational materials as, 579 
to a working relationship, 318-320, 322- 
324 
working relationship as a means of resolv- 
ing, 504 
working-through of, 479-480 
Respecting rights of patient, 336 
Responsibilities of patient, delineating, 346- 
348 
Rest, 542 
Restating (in interviewing), 177, 430 
as an aid to interpretation, 440 
Returning to therapy after termination, 562- 
563 
Rhythmics, 623 
Ridiculing interpretations as resistance, 471 
Ridiculing patient, need to avoid, 333 
Rigidity in personality disorders, 607 
Rogers, Carl, school of, 42-44 
Role 
assumption of, by therapist, 525-526, 674 
defining, of therapist, 348, 352 
playing, 526 
in translating insight into action, 494 
to accentuate transference, 401 
to reduce transference, 400 
of therapist, 315 
Roles of therapist, multiple, 320-322 
Rorschach test, 229, 268 
case illustration of, 709-710 
in obsessive-compulsive reactions, 604 
Routines in therapy, explanation of, 343- 
346 


Sadism, sexual, 621 
“Schizoid” personalities, 610-612 
Schizophrenia, see Schizophrenic reactions 
latent, see Borderline cases : 
Schizophrenic reactions, 630-637 
Aschner treatment for, 636 
borderline, see Borderline cases 
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brain surgery in, 34 
convulsive therapy in, 32 
excited, continuous sleep treatment in, 33 
and obsessive-compulsive reactions, 604 
prognosis in, 232 
shock treatment in, 31 
suicidal attempts in, 585 
supportive therapy for, 254 
treatment of, 141, 632-637 
School facilities, in environmental adjustment, 
502 
Schools of psychiatry and psychology, mis- 
understanding among, 680 
Secondary gain 
in chronic stress reactions, 640 
effect of, on therapeutic goals, 554 
in narcissistic character disorders, 480 
in relation to prognosis, 233 
“Sector therapy,” 80 
Sedation, 32 
in alcoholism, 616 
in anxiety reactions, 597 
in depressive reactions, 605, 629 
in drug addiction, 621 
in insomnia, 590 
in involutional psychosis, 626 
in manic patients, 628 
in psychotic disorders, 626 
in stress reactions, 638 
Seductiveness of therapist, 490 
Selective response to different therapies, 107 
Self-devaluation 
in personality disorders, 606 
as resistance, 464 
Self-esteem, devaluated, ineffectuality of re- 
assurance in, 533 
Self-help books, in bibliotherapy, 581 
Self-hypnosis, 574, 624 
Self-injury, hospitalization for, 588 
Self-interpretations, 439-441 
Self-punishment, as resistance, 464 
Self-understanding in therapy, progressive 
steps of, 362-363 
Semantic therapy, 49-50, 8 
interview focus in, 88 
problems susceptible to, 256 
Separation, caution in advising, 502-503 
Set-backs in therapy, 508-509 
Sex 
explanatory books on, in bibliotherapy, 
580-581 
of therapist, 205, 250 
Sexual approaches to therapist, handling of, 
352 
Sexual attitudes and feelings, interpretation of, 
447 
Sexual desires, as resistance, 472 
Sexual deviations, 621-622 
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Sexual fears in therapist, 490 
Sexual feelings 
activities of therapist that stimulate, 675- 
676 
for patient, 673 
as resistance, 323 
stimulated by seductiveness of therapist, 490 
Sexual impulses 
release of, 517 
released in therapy, 477-478 
sublimation of, by externalization of in- 
terests, 530 
uncontrollable, as a sign of ego disintegra- 
tion, 587 
Sexual indiscretions, in manic patients, 628 
Sexual indulgence, as “‘acting-out,” 476 
Sexual material, interpretation of, 449 
Sexual perversion 
acting-out in, 476 
anticipating emergencies in, 264 
inadequate motivation in, cases of, 275 
See also Perverse strivings and Perversions 
Sexual problems, treatment of, 141 
Sexual strivings, symbolic meaning of, 621 
Sexual symbolism, 422-423 
in dreams, case illustration of, 452-461 
Sexual tension, hydrotherapy in, 31 
Sexual transference, 477-478 
case illustrations of, 480-483, 483-487 
Sexual wishes, stimulation of, 514 
Sexuality, symbolic significance of, 423 
Shock therapy, 31-32, 8, 542 
need for, 308 
problems susceptible to, 256 
See also Convulsive therapy, Electric con- 
vulsive therapy, and Insulin shock therapy 
Shortcuts in treatment,” 308 
Short-term therapy, 103-105 
chief use of, 679 
in conversion and dissociative reactions, 
599 
criticism of, 103 
narcotherapy in, 576 
Sickness in therapist, 673 
Silence, management of, 163-164 
Similarities among the various psychother- 
apies, 87-95 
Sleep disturbances, hydrotherapy in, 31 
Slips of speech, focusing on, as a means of 
identifying patterns, 374-375 
Smoking 
excessive, prestige suggestion in, 22 
during the interview, 344-345 
reconditioning in, 48 
Social activities, in detachment, 530 
Social affairs, handling the meeting of patient 
and therapist at, 672 
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Social agencies, in environmental adjustment, 
501 
Social casework, see Casework, and Social 
work 
Social contacts, with patient, 311, 352, 672 
Social maturity, level of, in relation to 
prognosis, 238 
Social standards, in determining goals, 552 
Social work, in environmental manipulation, 
19 
See also Casework 
Social workers 
as adjunctive helpers, 501-502 
in psychotherapy, 122-125 
traits in, that may interfere with good 
psychotherapy, 124 
See also Caseworker 
Sodium amytal 
interviews, see Narcotherapy 
intravenous, in excited psychotic attacks, 
588 
in narcotherapy, 576, 577 
Sodium pentothal, 576 
in narcotherapy, 577 
Somatic illness, intercurrent incurable, 594- 
596 
Somatic sensations, bizarre, as a sign of ego 
distintegration, 587 
Special problems in therapy, (course), 139 
Speech and voice disorders, 622-624, 140 
Speech therapist, use of, 271 
Speech training, 623 
Spending, ruinous, hospitalization for, 588 
Spontaneity of therapist, 674 
Spontaneous cures and remissions, 14-16 
Staff members, application blank for new, 
827-829 
Stalemate in therapy, handling a, 669 
Stammering, see Speech disorders 
Statistical data 
recording, 682-683 
sheet, long form, 810-811 
sheet, short form, 809 
Stekelian analysis, see “Active psycho- 
analysis" 
Stimulants, 32-33 
Stress handling, in relation to prognosis, 237 
Stress reactions, 637-640 
hypnosis in, 573 
narcotherapy in, 576 
prevention of, 638 
prognosis in, 237 
Stress sources, interpretation of, 444 
Structuring 
in group therapy, 572 
purpose of initial interview, 201-202 
the therapeutic situation, 340-358, 196 
case illustration of, 700-709 
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Stuttering, see Speech disorders 
Style of the psychotherapist, 149-150 
Sub-coma insulin treatment, 32 
in acute anxiety, 590 
Submissiveness 
as resistance, 323 
in therapist, 489 
Success judgments in therapy, 551-554 
Suggestion 
effect of narcosis on, 576 
in narcotherapy, 578 
in stress reactions, 639 
Suggestive hypnosis, 8 
Suggestive therapy, see Prestige suggestion 
Suicidal attempts 
in acute alcoholic intoxication, 590 
in depression, 583 
dreams associated with, 583 
handling, 583-586 
in hysterical personalities, 584 
in miscellaneous conditions, 586 
in pathologic depression, 585-586 
in psychopathic personality, 584-585 
in schizophrenia, 585 
Suicidal conditions, miscellaneous, 586 
Suicidal tendencies 
hospitalization for, 588 
supportive therapy for, 523 


Suicidal thoughts, fleeting, importance of, 668 


Suicide in depression, 629 
Sullivan analysis 
interview focus in, 88 


See also Sullivan, Harry Stack, school of 


Sullivan, Harry Stack, school of, 78-79 
Summarizing (in interviewing), 176 
as an aid to interpretation, 440 
Summary form, 822-823 
Superego, modification of, 516, 517 
Superficial talk, as resistance, 466-467 
Supervision 
as an interpersonal relationship, 657-660 
of community workers, 681 
functions of, 642-644 
medical, 135 
need for, 673 


psychiatric, 121, 122, 123, 134-135, 266- 


267 

psychotherapeutic, 641-660, 135, 689-690 
beginning stages of, 653 
counter-transference in, 657-660, 654 
differences in communication in, 645 
differences in goals in, 646 
differences in method in, 645-646 


differences in theoretic orientation in 


644-645 
evaluation of supervisee in, 655-656 
functions of, 642-644 
gtoup, 655 
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“intensive” versus “technical,” 655 
later phases of, 653-654 
preclinical training of therapist in, 652- 
653 
problems in learning in, 650-651 
problems in recording and reporting in, 
646-648 
problems in technical performance in, 
648-650 
problems in termination in, 651-652 
resistances in, 658-659 
transference in, 657—660, 647, 654 
Supervisor 
administrative responsibilities of, 656-657 
qualifications of, 644 
Support 
emotional, need for, 674 
extending measured, in the interview, 178 
measured, 330 
Supportive measures ` 
for anxiety provoked by interpretation, 451 
in insight therapy, 543 
Supportive psychotherapy, see Supportive 
therapy 
Supportive techniques 
during middle treatment phases, 523-547 
in ego collapse, 524 
Supportive therapy, 17-35, 8 
in acute anxiety, 589 
in alcoholism, 254, 523, 616 
in anxiety reactions, 597 
bibliotherapy in, 578 
for borderline cases, 523 
comparison to other therapies, chart, 90-91 
in crying or rage, 673 
in dependency patterns, 609 
in detached patients, 612 
difficulties of termination in, 558 
discouragement of transference neurosis in, 
518 
formulating dynamics in, 227 
goals in, 330, 361 
group therapy as an adjunct in, 569 
handling dependence in, 561 
handling of the unconscious in, 429 
hypnosis in, 573 
indications for, 35, 523-524, 251, 254, 677 
limitations of, 98 
mode of action of, 524-525 
narcotherapy in, 576 
need for insight in, 677 
in phobic reactions, 600 
in psychosomatic disorders, 606 
in psychotic disorders, 625 
repression of transference in, 470 
resistance in, 463 
role of therapist in, 348 
in sexual deviations, 622 
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in speech disorders, 622 
symptom removal in, 552 
tenacity of symptoms in, 508 
therapist-patient relationship in, 525-526 
transference in, 399 
use of, 96-98 
Suppression, as resistance, 464 
Suppressive techniques, see Supportive therapy 
Surprise exclamations, need to avoid, 331 
Suspicion of therapist, as resistance, 471 
Symbiosis, desire for, as resistance, 470-471 
Symbolic controls, acquisition of, 494 
Symbolism, 612-613 
in dreams, 380 
of the unconscious, 422-423 
Sympathetic remarks, making, 337, 504 
Symptom relief 
as a goal in therapy, 551-552 
therapeutic measures leading to, 678 
Symptom removal, 21-22 
in conversion and dissociative reactions, 
598 
hypnosis in, 591-594, 573 
Symptoms 
as a means of adjusting to conflict, 555 
effect of recovery of repressed memories on, 
428 
focusing on, as a means of identifying pat- 
terns, 365-368 
historical origin of, 425 
intensification of, during transference, 470 
intensification of, as resistance, 464 
interpretation of, 447 
prognostic significance of, 237 
severity of, in relation to prognosis, 231 
symbolism in, 422 
helped by psychotherapy, 303 
Syndromes, therapeutic approaches 
different, 255-257 
Szondi test, 229, 268 


in the 


Tantrums, handling of, 674-675 
Tape recording, 686-687, 647-648 
Tapering-off of therapy, 557-558 
Tasks, assigned, 348 
Teacher in psychotherapy, 128-130 
Teamwork 
functioning, 130-136 
in psychotherapy, 123 
Technical performance, problems in, during 
supervision, 648-650 
Technical procedures in 
(course), 139 
Technique of interviewing, (course), 138 
Telephone in therapist's office, problem of, 
188 
Tension 
drug therapy in, 32 


psychotherapy, 
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maintaining of, in the interview, 178 
muscular relaxation in, 30-31 
myanesin therapy for, 33 
Terminal note, 565 
form, 821 
recording of, 684 
Terminal phase of treatment, 551-566 
use of dreams in, 389 
Termination of supervision, 
651-652 
Terminating therapy, 551-566 
case illustration of, 769-779 
desires for, as resistance, 471 
on basis of transference resistance, 477 
as resistance, 514 
resistance to, 518 
Thematic Apperception Test, 229, 268 
case illustration of, 710-711 
Theoretic basis for reconstructive therapy, 
101 
Theoretic constructs in psychotherapy, 87 
Theories about psychiatry, 305 
Therapeutic approaches in different syndromes, 
255-257 
Therapeutic change 
dynamics of, 150 
mechanics of, 155 
Therapeutic counseling, 42—46, 8 
Therapeutic failures, past prognostic signifi- 
cance of, 240 
Therapeutic goals, see Goals therapeutic 
Therapeutic interviewing, as a means of iden- 
tifying patterns, 364-375 
Therapeutic relationship i 
as a corrective experience, 503-504 
as a means of ego growth, 513 
managing deterioration of, 675 
Therapeutic “ups-and-downs,” 313-314 
Therapist 
conflictual feelings toward, 314 
effect of personality of, on techniques, 689 
projected attitudes toward, see Transference 
responses of, variability of, 488 
role of, 311 
unsuitability of, for psychotherapy, 681 
Therapy, choice of, 306 
Threats, need to avoid, 332 
Toilet activities, heightened interest in, as a 
sign of ego disintegration, 587 
Tolerance of therapist, effect of, 515 
Tolserol, see Myanesin 
Topectomy, see Brain surgery 
Toxic confusional states, sub-coma insulin 
treatment in, 32 
Training of therapist 
answering questions about, 205 
pre-clinical, 652-653 
Trance state, see Hypnosis and Hypnotherapy 


problems in, 
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Transference, 398-400, 55, 61-62, 89, 93- 
94, 151-153, 274, 309, 321, 322-324, 
525, 675 

activities of therapist that stimulate, 675- 
676 

analysis, avoidance of, in schizophrenia, 635 
in conversion and dissociative reactions, 

598 

in handling acting-out, 588-589 

arousal of forgotten memories in, 427 

in borderline cases, 401 

case illustrations of, 355, 401-402, 402- 
404, 404-405, 405-409, 430, 480-483, 
483-487, 519-520 

dependency reactions as, 470-471 

differentiating, from positive relationship, 
675 

in directive reeducative therapy, 399, 463, 
470 

divided, 271 

in dreams, 380, 385 

during supervision, 657-660, 647, 654 

effect on learning process, 515 

ego shattering due to, 586 

employing activity to reduce, 400 

encouraging, 401 

fear of therapist, 471 

focusing on, as a means of identifying 
patterns, 398-411 

handling, 675, 676 

handling negative, 664 

hostile, 478 

inability to tolerate, in patients with im- 
matute ego structures, 473 

initiation of acting-out in, 476 

interpretation of, 444, 447, 448 

in the learning of new patterns, 503 

mobilized by counter-transference, 490 

negative, avoidance of, in supportive ther- 
apy, 525 

reducing the severity of, 400, 477, 478 

relationship, need for, 320 

resistances, 470-473, 564 
handling, 477-478 

resolution of, 513—518 

role-playing and, 400-401 

sexual, 477-478 

stimulation of, 526 
in narcosis, 577 

“Transference cure,” 524, 330, 676 
Transference neurosis, 514, 518, 675 

in anxiety reactions, 597 

case illustration of, 409-410, 430-431 

discouragement of, 518 

in conversion and dissociative reactions, 598 

in the exploration of the unconscious, 429 

in Freudian psychoanalysis, 109 

need for, 675 
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in obsessive-compulsive reactions, 602, 604 
in phobic reactions, 599° 
therapeutic value of, 254 
Transferring the patient, 565, 589 
due to deterioration of therapeutic relation- 
ship, 587 
in therapeutic stalemate, 669 
in unresolvable hostility, 672 
Translating insight into action, 494-507 
See also Insight, translating into action 
Transorbital lobotomy, see Brain surgery 
Traumatic experiences, repressed, effect on 
symptoms, in recovery of, 425 
See also Memories, forgotten 
Traumatic material, probing of, need to avoid, 
335 
Traumatic memories, see Memories, forgotten 
Traumatic neurosis 
narcotherapy in, 85 
See also Stress reactions 
Tuberculosis complicating therapy, 595 
Types of psychotherapy, 306 


Ubiquity of neurosis, 304 
Unconscious, symbolism of the, 422-423 
Unconscious activity, sitrring up, 429 
Unconscious material 

handling of, 429-430 

interpretation of, 448-449 

stirring up, dangers in, 429-430 

uncovering of, 421-438 
Unconscious motivations in therapist, deter- 

mining choice of methodologies, 491 

Uncooperativeness as resistance, 471 
Understanding, need for, in therapy, 319 
Unreasonable attitudes, handling, 674-675 
U. S. Public Health Service Hospitals, 621 


Vacation from therapy, in therapeutic stale- 
mate, 669 
Vacations, planning for, 344 
Value judgments of therapist, 503, 551, 552 
effect on patient of, 676-677 
ideal, 677 
in therapeutic goals, 553 
Varieties of psychotherapy, 7-9 
“Vegetotherapy,” 73 
Ventilation, see Emotional catharsis 
Verbalizations 
directing the flow of, 165 
maintaining the flow of, 162-164 
Visual disorders, treatment of, 598 
Vocational problems, guidance in, 255 
Vocational tests, 619 
Voyeurism, 621 
“acting-out” in, 476 


War neurosis 
narcotherapy in, 85 


SUBJECT INDEX 


See also Stress reactions 
Warmth, emotional, need for, 674 
Weir-Mitchell “rest cure,” 31 
“Will therapy,” 69-70 
William Alanson White School for Psychiatry, 
Psychoanalysis and Psychology, 79 
Word associations, 268 
Work situation, mediation of, in environ- 
mental manipulation, 528 
Working relationship, 317-339, 195 
as a means of resolving resistances to action, 
504 
as a prototype of better interpersonal rela- 
tions, 504 
counter-transference as a deterrant to a, 
489 
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ctuciality of, in working with weak egos, 
586 
development of, 672 
hypnosis in expediting a, 573 
need for, in therapy, 317-318 
problems in, in personality disorders, 606 
in psychosomatic disorders, 605, 607 
resistances to a, 318-320 
signs of a, 337-339 
in supervision, 651 
See also Rapport and Relationship 
Working-through, 508-522, 450, 576 
of resistance, 479-480 . 
of transference, 477 
Written material, 668, 669 
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